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KORU PSYCHOLOGICAL SERVICES

 Notice of Receipt of HIPAA Privacy Practices

Client Name: ____________________________________

· I acknowledge that I have been informed about the Notice of HIPAA Privacy Practices for the psychology practice of Dr. Jill Nicolino.
· I understand that the Notice of HIPAA Privacy Practices discusses how my personal health care information may be used and/or disclosed, my rights with respect to health care information, and how and where I may file a privacy-r[image: image1]elated complaint.
· I understand that the limitations to the HIPAA Privacy Practices include court orders, reports or suspicion of abuse of a minor or a dependent, and threats to harm self and/or others.  I understand that additional exceptions can be found in the General Statutes or in 45 CFR 164.512 of HIPAA. 
· I understand I may obtain a copy of the HIPAA Privacy Practices Notice by requesting one from Koru Psychological Services.
· I understand that the terms of the HIPAA Notice may be changed in the future, and that I will be notified of these changes when they do occur.  
_______________________________________

____________________
Client Signature/Legally Responsible Person




Date
Jill Nicolino, Psy.D, LPA #2475          Ph. (828) 242-9553       Email: Dr.Nicolino@gmail.com     Fax: 828-298-3480

Jill Nicolino, Psy.D, LP #8278       Ph. (828) 242-9553       Email: Dr.Nicolino@gmail.com    Fax: 904-395-9500
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