ANDREA ANDES, M.A., LMFT
LICENSED MARRIAGE AND FAMILY THERAPIST 83892
PSYCHOTHERAPY
8170 BEVERLY BLVD., SUITE 100
Los ANGELES, CA 90048
310.493.7445

HIPPA PRIVACY

ANDREA ANDES, M.A., LMFT: | AM COMMITTED TO MAINTAINING YOUR CONFIDENTIALITY. | WILL ONLY
RELEASE INFORMATION ABOUT YOU IN ACCORDANCE WITH HIPPA POLICIES, STATE AND LOCAL LAWS.

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 REQUIRED TO ABIDE BY THE PRIVACY POLICIES AND PRACTICES THAT ARE OUTLINED IN THIS NOTICE.

TREATMENT: YOUR MENTAL HEALTH INFORMATION MAY BE DISCLOSED TO OTHER HEALTH CARE
PROFESSIONALS FOR THE PURPOSE OF PROVIDING TREATMENT.

PAYMENT: YOUR HEALTH INFORMATION MAY BE USED TO SEEK PAYMENT FROM YOUR HEALTH PLAN,
FROM OTHER SOURCES OF COVERAGE, OR FROM CREDIT CARD COMPANIES 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. IF YOU CHANGE YOUR MIND AFTER AUTHORIZING
A USE OR DISCLOSURE OF YOUR INFORMATION, YOU MUST SUBMIT 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.

CONTACT PERSON: YOU MAY CONTACT ME FOR FURTHER INFORMATION CONCERNING MY PRIVACY
PRACTICES.

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 A COMPLAINT.



