Informed Consent for Services
By my signature below, I, ____________________________________________________, attest that I have
voluntarily sought psychological services, or give my consent for the minor or person under my legal guardianship, at
Dr. Nicole de la Luz, Licensed Psychologist. By signing this form, I understand the following:
Please initial:
_____The rights, risks and benefits associated with psychological services have been explained to me. I understand
that Dr. de la Luz or myself may discontinue services at any time. This decision is encouraged to be openly discussed
to help facilitate a discharge plan.
____ Confidentiality of client records held at Dr. de la Luz is protected by Federal and/or State laws and regulations.
Current laws hold that Dr. Nicole de la Luz, Licensed Psychologist, or any of her agents may not disclose my
attendance or involvement in services without my written consent, unless the disclosure is (1) allowed for by court
order, (2) made to medical personnel for emergency consultation, (3) if Dr. Nicole de la Luz, Licensed Psychologist,
and/ or personnel have reason to suspect potential for immediate harm to self or others, or (4) if there appears to
be occurrence of, or potential for, abuse or neglect to a vulnerable individual (including but not limited to a child,
compromised, or elderly individual). In any of these circumstances, normal assumptions of confidentiality will not
apply and Dr. Nicole de la Luz and/ or her personnel have the authority to take action as mandated by law.
____ Non-identifying information may also be collected for research purposes, in which case, separate consent will be
requested from the client. Client data of clinical outcomes may be used for program evaluation purposes, but
individual results will not be disclosed to outside sources. Additionally, authorization for use of clinical information for
training or educational purposes may sometimes be requested; the client has full authority to deny or refuse
authorization for any such request. Any authorization request such as this will be fully explained in-person and in
writing in a separate authorization document.
____ A client may be discharged from services with Dr. Nicole de la Luz, Licensed Psychologist, non-voluntarily, for (1)
exhibition or threat of physical violence, verbal abuse, possession of a weapon, or engagement in illegal acts on or
around the premises, (2) non-payment in accordance with the finance and/or insurance policy, or (3) noncompliance
with treatment. Discharge notice will be in writing.
____ The signature below indicates understanding that Dr. de la Luz, Licensed Psychologist, does not provide an oncall service, and is not a crisis center. In case of emergency, a client must call 911 or go to the nearest emergency
room for immediate clinical attention.
Furthermore:
____ By my signature below, I attest that I have received a copy of the uniform HIPAA notice, as well as the Financial
and Insurance Policy, and agree to abide by all provisions. These forms have been explained to my satisfaction. My
signature authorizes Dr. Nicole de la Luz, Licensed Psychologist to bill my insurance carrier, if utilized, and to
communicate with my insurance carrier under the limitations of the HIPAA notice.
I consent to services and agree to abide by the above stated policies and agreements with Dr. Nicole de la Luz,
Licensed Psychologist.

__________________________________________________
Signature of Client

_________________
Date

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT
(HIPAA)
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW THIS NOTICE CAREFULLY.
If you have any questions about this notice, please contact 954-263-5679. Written requests should be
addressed to______________________________________________________________________.
This Notice of Privacy Practices is provided to you as a requirement of the Health Insurance Portability and
Accountability Act (HIPAA). Please retain these pages (inclusive of this one) for your records.

ACKOWLEDGMENT OF RECEIPT OF THIS NOTICE
You will be asked to provide a signed acknowledgment of receipt of this notice. It is our intention to advise
you of the permissible uses and disclosures. The services will not be conditioned upon your signed
acknowledgment.

NOTICE OF PRIVACY PRACTICES
This Notice describes the types of uses and disclosures regarding your Protected Health Information
(hereafter referred to as “PHI”); it explains how, when and why we use and disclose PHI about you; it notifies
you that we may use and disclose your PHI as described in this Notice.

WHO WILL FOLLOW THIS NOTICE
This Notice describes the information privacy practices followed by our employees, staff and other office
personnel. The practices described in this notice will also be followed by health care providers you consult
with by telephone (when your regular health care provider from our office is not available) who may provide
“on-call coverage” for your health care provider.

OUR DUTIES TO YOU REGARDING PROTECTED HEALTH INFORMATION
We are required to protect the privacy of your health information that can identify you. This information is
called “PHI.” We understand that mental health and other health information about you is personal. We are
committed to protecting PHI about you. We must protect PHI information that we created or received about
your past, present, or future health condition; the services, care and treatment provided to you; or payment
for your health care.

HOW MAY WE USE AND DISCLOSE PHI ABOUT YOU
For Treatment: We may use and disclose PHI about you to provide you with medical and mental health
care and other related services. We may use and disclose PHI about you to provide, coordinate or manage
your medical and mental health care and other related services. − We may disclose PHI about you to
doctors, nurses, technicians, or other personnel who are involved with the delivery of services provided to
you.
− We may communicate with other medical, mental and other health care providers regarding your
treatment, the coordination, and management of your health care with others. − Family members and other
health care providers may be part of your medical care outside this office and may require information about
you that we have. For Health Care Operations: We may use and disclose your PHI in order to run the
office and make sure that we provide quality care and reduce health care costs. Examples of the way we
may use or disclose your PHI for “health care operations” include the following: − To review and improve the
quality, efficiency, treatment, services and cost of care provided to you and to evaluate the performance of
staff providing services to you.
− To review and evaluate the skills, qualifications, and performance of health care providers taking care of
you.
For Payment: We may use and disclose your PHI to others such as your insurance company and third party
payers for purposes of receiving payment for the services rendered. We may also tell your health plan about
a treatment you are going to receive to obtain prior approval or to determine whether your plan will cover the
treatment. We may also share portions of your medical information with the following: − Billing departments;
− Collection departments or agencies; − Insurance companies, health plans and their agents which provide
you coverage; − Consumer reporting agencies (e.g., credit bureaus).
Appointment Reminders: We may use and disclose your PHI to contact you regarding the scheduling of
an appointment, to remind you of an appointment, and to send written notification of a scheduled
appointment for treatment.
Treatment Alternatives: We many use and disclose your PHI to tell you about or recommend possible
treatment options or alternatives that may be of interest to you.
Health Related Benefits and Services: We may use and disclose your PHI to tell you about health- related
benefits or services that may be of interest to you. For example, if you are diagnosed with diabetes, we may

tell you about nutritional and other counseling services that may be of interest to you.
To Avert Serious Threat To Health Or Safety: We may use and disclose your PHI consistent with
applicable state and federal laws and standards of ethical conduct, if we in good faith believe that the
disclosure is necessary to prevent or lessen a serious and imminent threat to your health and safety or that
of a person or the public; if the disclosure is made to a person or person(s) reasonably able to prevent or
lessen the threat, including the target of the threat or is necessary for law enforcement authorities to identify
or apprehend an individual. Additionally, we may use and disclose your PHI when the disclosure relates to
victims of abuse, neglect or domestic violence.
Research: Under certain circumstances, we may use and disclose your PHI for research purposes, but only
under specific criteria. You have the right to request information about these criteria and may obtain a copy
of the policy by contacting the Privacy Officer in writing.
Worker’s Compensation: We may release your PHI for worker’s compensation or similar programs as
authorized by state worker’s compensations laws and programs.
Public Health Activities: We may use and disclose your PHI for public health reasons in order to prevent or
control disease, injury or disability; report births, deaths, suspected abuse or neglect, non-accidental
physical injuries, reactions to medications or problems with products.
Health Oversight Activities: We may use and disclose your PHI to a state or federal health oversight
agency, which is authorized by law to oversee our operations. These activities include audits, investigations,
inspections, and licensure. These activities are required by government programs to monitor the health care
system, government programs and compliance with applicable laws, including civil rights law.
Judicial Administrative Proceedings, Lawsuits And Disputes: If you are involved in a lawsuit or dispute,
we may disclose your PHI in response to a court or administrative order. We may also disclose your PHI in
response to a subpoena, discovery request, or other lawful process by someone else involved in the dispute.
Prior to this disclosure, we must make a good faith effort to inform you about the request or to obtain an
order protecting the information requested and to follow applicable state laws.
As Required By Law: We will disclose your PHI when required to do so by federal, state or local law or
other judicial or administrative proceeding.
Specialized Government Functions: If you are a member of the armed forces, we may disclose your PHI
as required by military command authorities. We may use and disclose your PHI to authorized federal,
foreign and other national security officials when the use and disclosure is for activities deemed necessary
to assure the proper execution of the military mission or for other specialized government functions.
Inmates: If you are an inmate of a correctional institution or under the custody of a law enforcement official,
we may disclose your PHI to the correctional institution or law enforcement official. This release would be
necessary (1) for the institution to provide you with health care; (2) to protect your health and safety or the
health and safety of others; or (3) for the safety and security of the correctional institution.

EXAMPLES OF OTHER PERMISSIBLE OR REQUIRED DISCLOSURES OF HEALTH
INFORMATION ABOUT YOU WITHOUT YOUR AUTHORIZATION:
Business Associates: Some activities are provided on our behalf through contracts with business
associates. Examples of when we may use a business associate include coding and claims submission
performed by a third party billing company, consulting and quality assurance activities provided by an
outside consultant, billing and coding audits performed by an outside auditor, and other legal and consulting
services provided in response to billing and reimbursement issues which may arise from time to time. When
we enter into contracts to obtain these services, we may need to disclose your PHI to our business
associate so that the associate may perform the job, which we have requested. To protect your PHI,
however, we require our business associate to appropriately safeguard your information.
Communication with family members: Health professionals, including those employed by or under
contract may disclose to a family member, other relative, close personal friend or any other person you
identify, health information relative to that person’s involvement in your care or payment related to your care,
unless you object to the disclosure.
Federal law allows for the release of your PHI to appropriate health oversight agencies, public health
authorities or attorneys, provided that a work force member or business associate believes in good faith that
we have engaged in unlawful conduct or otherwise violated professional or clinical standards and are
potentially endangering one or more patients, workers or the public. Any use or disclosure of your PHI that is
not described in this notice will be made only with your written authorization.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
YOU HAVE THE FOLLOWING RIGHTS WITH RESPECT TO YOUR PROTECTED HEALTH
INFORMATION:
Right to Inspect and Copy: You have the right to inspect and copy all or any part of your medical or health
record, as provided by federal regulations. You may request and receive an electronic copy of your
protected health information, or “PHI” if we maintain your PHI in an electronic health record. To inspect and
copy your PHI, you must submit your request in writing to our Administrator at the address listed on the first

page of this notice. The right of access to inspect and copy must be subject to and consistent with applicable
laws as set forth in the Florida Statute. In addition to the Florida law requirements, the following exceptions
apply: psychotherapy notes; information compiled in reasonable anticipation of or for use in a civil, criminal
or administrative proceeding; or subject to the Clinical Laboratory Improvement Amendments of 1988.
Instead of providing you with a full copy of your PHI, we may give you a summary or explanation of the PHI
about you, if you agree in advance to the form and cost of the summary or explanation. If you request a copy
of your PHI we may charge a reasonable, cost-based fee in accordance with state law for the costs
associated with fulfilling your request. We may deny your request to inspect and copy your PHI in certain
limited circumstances.
Right to Amend: You have the right to request that we amend your PHI, clinical or billing record about you if
you feel that health information we have about you is incorrect or incomplete. You have the right to request
an amendment for as long as we keep the information. Your request for amendment must be in writing and
you must provide the basis for the requested amendment. If we accept your requested amendment, in whole
or in part, we will respond in a timely manner and forward a copy of the amendments to relevant person(s), if
necessary. If we deny your request for an amendment, we will respond to you in writing, stating the basis of
the denial of your request.
Right to an Accounting of Disclosures: You have the right to request a list accounting for any disclosures
of your PHI we have made, except for disclosures made for the purpose of treatment, payment, health care
operations and certain other purposes if such disclosures were made through a paper record or other health
record that is not electronic, as set forth in federal regulations. If you request an accounting of disclosures
of your PHI, the accounting may include disclosures made for the purpose of treatment, payment and health
care operations to the extent that disclosures are made through an electronic health record. To request an
accounting of disclosures, you must submit your request in writing to our Administrator at the address listed
on the first page of this notice. We will, to the extent possible, mail you a list of disclosures in paper form
within 60 days of your request, or notify you if we are unable to supply the list within that time period and by
what date we can supply the list; such date will not be later than a total of 90 days from the date you made
the request.
Right to Request Restrictions: You have the right to request a restriction or limitation on the use and
disclosure of your PHI. You also have the right to request a restriction or limitation on the disclosure of your
PHI to someone who is involved in your care or the payment for your care, such as a family member or
friend. We are not required to agree to your request for restrictions, except if you pay for a service entirely
out-of-pocket. If you pay for a service entirely out-of-pocket, you may request that information regarding the
service be withheld and not provided to a third party payor for purposes of payment or health care
operations. We are obligated by law to abide by such restriction. To request a restriction on the use and
disclosure of your PHI, you must make your request in writing to our Administrator at the address listed on
the first page of this notice. In your request, you must tell us what information you want to limit and to whom
you want the limitations to apply. We will notify you of our decision regarding the requested restriction. If we
do agree to your requested restriction, we will comply with your request unless the information is needed to
provide you emergency treatment, disclosures to the Secretary of the Department of Health and Human
Services, and uses and disclosures as previously addressed in this Notice.
Right to Revoke Authorization: If you execute any authorization(s) for the use and disclosure of your PHI,
you have the right to revoke such authorization(s), except to the extent that action has already been taken in
reliance on such authorization.
Right To Receive Confidential PHI: It is our practice to contact clients at the home number and address
provided to us by the client. This contact information is documented in the client records. You have the right
to request that we contact you in a different manner. This request is conditioned upon two requirements 1)
you must provide us with the alternative phone and address or other method of contact 2) when appropriate,
information as to how the method of payment, if any, will be handled. We must accommodate reasonable
requests if you clearly state that the disclosure of all or part of the information that you are requesting could
endanger you.
Right To A Copy Of This Notice: You have the right to receive a paper copy of this Notice on the date you
first receive service from us. In emergency situation, we will provide the Notice to you as soon as possible.
We reserve the right to change the terms of this notice and will inform you of any changes. You then have
the right to object or withdraw as provided in this notice.
COMPLAINTS
If you believe that your privacy rights have been violated, you may file a complaint with us or with the
Secretary of Department of Health and Human Services at 200 Independence Avenue, S.W., Washington,
D.C., 20201. You will not be penalized for filing a complaint. We will not take any action against you or
change our treatment of you in any way.
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