
reVision Studio LLC Therapy and Counseling Services 
P.O. Box 172, Old Greenwich, CT 06870-0172 

judith.revisiontherapy@gmail.com   ~    203-274-4284 
 

 NOTICE OF PRIVACY PRACTICES 
__________________________________________________________________________ 

 
	
Client Name (print): _____________________________________    Date of birth: _________________ 
 
This notice describes how medical/protected health information about you may be used and disclosed and how 
you can get access to this information.  Please review it carefully. 
 
Under the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) this office is required to 
maintain the privacy and confidentiality of your “protected health information” or “PHI,” and to provide you 
with this Notice of Privacy Practices describing the legal duties and privacy practices with respect to your PHI.  
This Notice describes the ways in which your medical information/PHI may be used or disclosed and how you 
can get access to this information. The health information in your medical and billing records maintained by 
reVision Studio LLC contains demographic information and information related to your physical and mental 
health and related healthcare services.  The terms of this Notice apply to uses and disclosures that reVision 
Studio LLC may make of all your PHI, whether created or retained by this practice. 
 
reVision Studio LLC reserves the right to revise or amend this Notice of Privacy Practices.  Any revision or 
amendment to this Notice will be effective for all of the records that this practice has created or maintained in 
the past, and for any records that may be created or maintained in the future.  Revisions or amendments to this 
Notice will be available in the reVision Studio office and you may request a copy at any time.   If you have 
any questions about this Notice please talk to or contact the owner of re Vision Studio LLC using the contact 
information on the top of this page. 
 
USE AND DISCLOSURE OF YOUR PROTECTED HEALTH INFORMATION 
 
The following categories indicate different ways in which this office may use and disclose your PHI. 
 
1. For Treatment:  reVision Studio LLC may use and disclose your protected health information to provide you 
with medical treatment and services and if required, to coordinate or manage your healthcare and related 
services. 
2. For Payment:  If you are using any third party payer (ie, insurance or managed care company, Medicare, 
Medicaid etc.), reVision Studio LLC may use and disclose your PHI to confirm your coverage, for pre-
certification of a service, or to bill and receive payment for the treatment and services you receive.  reVision 
Studio LLC may disclose your PHI to any other third party payer for billing or payment purposes and may 
inform the third party payer about treatment provided to you in order to obtain the appropriate approvals 
and/or confirm coverage for your treatment.  reVision Studio LLC may share information with a collection 
agency and/or legal authorities if your account becomes delinquent. 
3. For Healthcare Operations:  reVision Studio LLC may use and disclose your PHI in performing business 
activities called “healthcare operations,” including general administrative activities and to monitor the quality 
of the care you receive.   
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USE OR DISCLOSURE OF PSYCHIATRIC, SUBSTANCE ABUSE AND HIV-RELATED 
PROTECTED HEALTH INFORMATION 

For uses and disclosures of your PHI related to care for psychiatric conditions, substance abuse, or HIV-related 
information, special conditions may apply.  For example, reVision Studio LLC generally may not disclose this 
specially protected information in response to a subpoena, discovery request, warrant or other legal process 
unless you sign a special authorization or if a court orders the disclosure.  
 
1. Psychiatric lnformation:  reVision Studio LLC will not disclose information or records relating to a 
diagnosis or treatment of your mental health condition without your specific written authorization or as 
required or permitted by law. 
2. HlV-related lnformation:  HIV-related information will not be disclosed, except under limited circumstances 
set forth under state or federal law, without your specific written authorization.  
3. Substance Abuse Treatment:  lf you are treated in a substance abuse program, information which could 
identify you as alcohol or drug-dependent will not be disclosed without your specific authorization except for 
purposes of treatment or payment or when specifically required or allowed under state or federal law. 

SPECIAL INSTRUCTIONS FOR THE USE OR DISCLOSURE OF PSYCHOTHERAPY NOTES 

HIPAA provides special protections to certain medical records known as “Psychotherapy Notes” which are 
defined as notes recorded by a mental health professional documenting or analyzing the contents of 
conversation during a private counseling session or group, joint, or family counseling session and that are 
separate from the rest of the individual’s medical records.  Excluded from the HIPAA definition of 
“Psychotherapy Notes” are: medication prescription and monitoring, counseling session start and stop times, 
the modalities and frequencies of treatment, the results of clinical tests, and any summary of diagnoses, 
functional status, symptoms, prognosis, treatment plan and progress to date.  In order for a medical provider to 
release “Psychotherapy Notes” to a third party, the client who is the subject of these notes must sign an 
authorization to specifically allow for the release of this information.   

LIMITS OF CONFIDENTIALITY 

Although contents of all therapy sessions are considered confidential, you should be aware of certain 
exceptions or limits to confidentiality as noted below.  

1. Those Required by Law:  Mental health professionals may disclose your PHI when required to do so by 
federal, state or local law or other judicial or administrative proceeding requiring such disclosure. 
2. Abuse or Neglect of Children and Vulnerable Adults: If a client states or suggests that he or she is abusing 
or neglecting a child or vulnerable adult or has recently abused or neglected a child or vulnerable adult, or a 
child or vulnerable adult is in danger of abuse or neglect, the mental health professional is required by law to 
report this information to the appropriate social service and /or legal authorities.  This includes the reporting of 
prenatal exposure to potential harm. 
3. To Avert a Serious Threat to Health or Safety:  If a client discloses intention or a plan to harm another 
person(s), a mental health professional is required by law to attempt to warn the intended victim(s) and to 
report this information to law enforcement authorities.  In cases in which a client discloses or implies a plan 
for suicide, the health care professional is required to notify appropriate services and authorities and to make 
reasonable attempts to notify the client’s emergency contact person. 
4. Minors/Guardianship:  Parents or legal guardians of non-emancipated minor clients have the right to access 
the clients’ PHI. 
5. Public Health Risk:  Mental health professionals may disclose your PHI for public health activities, for 
example, if you have been exposed to an infectious or communicable disease.  Other examples may include 
reports about injuries or disability, or potentially harmful environmental exposure.  
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6. Disaster Relief:  Unless you object, your mental health professional may disclose PHI about you to a public 
or private agency (like the American Red Cross) for disaster relief purposes.  Even if you object, your mental 
health professional may still share information about you if necessary under emergency circumstances. 
7. Law Enforcement:  Mental health professionals may disclose your PHI for certain law enforcement 
purposes, including but not limited to: 
 

• reporting a crime, including the location and identity of the victim(s) and the description, identity 
or location of the suspect  

• answering certain requests for information concerning the victim(s) or perpetrator of crimes 
• reporting and/or answering requests about a death believed to be the result of a crime 
• reporting any criminal conduct on this premises 
• identifying or locating a suspect or missing person, material witness or fugitive 
• complying with a court order 

8.  Research:  ln limited situations your PHI may be used for research purposes.  Your written authorization 
must be obtained for this except when an Institutional Review Board or Privacy Board has approved the 
research and determined that the use or disclosure involves no more than a minimal risk to your privacy based 
on the following: (a) an adequate plan to protect the identifiers from improper use and disclosure; (b) an 
adequate plan to destroy the identifiers at the earliest opportunity consistent with the research (unless there is a 
health or research justification for retaining the identifiers or such retention is otherwise required by law); and 
(c) adequate written assurances that the PHI will not be re-used or disclosed to any other person or entity 
(except as required by law). 
10. Military and Veterans:  If you are a member or veteran of U.S. or foreign armed forces, this practice may 
use and disclose your PHI as required by military command authorities.   
11. National Security:  This practice may disclose your PHI to authorized federal officials conducting national 
security, counterintelligence, and intelligence activities authorized by law and as needed to provide protection 
to the President of the United States, other persons, or foreign heads of states, or to conduct investigations.   
12. Workers' Compensation:  This practice may use or disclose your PHI to comply with laws and regulations 
relating to workers' compensation or similar programs that provide benefits for work-related injuries and/or 
illnesses. 
13. Business Associates:  This practice may disclose your PHI to business associates under a Business 
Associate Agreement, for example:  answering service �s, accounting services, electronic medical records 
services, attorney/legal services, collection agencies. 

YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION 

You have the following rights regarding your PHI maintained by reVision Studio LLC: 

1. The Right to Access your PHI:  Upon written request, you have the right to a copy of your medical/PHl 
except under certain limited circumstances including outstanding debt to reVision Studio LLC.  If you request 
copies of your medical record, this practice will not charge you more than is permitted by the current rate 
allowed by state law for copies and may also charge you a reasonable fee for mailings related to this request. 
This practice may deny your request to inspect or receive copies in certain circumstances.  If you are denied 
access to your medical/PHI in some cases you will have the right to request a review of this denial.  A licensed 
healthcare professional designated by reVision Studio LLC and who did not participate in the original decision 
to deny access will perform this review.  
2. The Right to Request Restrictions:  You have the right to request a restriction on the way reVision Studio 
LLC uses or discloses your PHI for treatment, payment or healthcare operations. Additionally you can request 
that reVision Studio LLC limits the information disclosed about you to those individuals involved in your care 
or the payment of your services.  Submit your request to restrict your PHI in writing, stating what information 
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you want restricted, to whom you want the information restricted, and whether you want to limit reVision 
Studio LLC from using or disclosing this information, or both.  Please note reVision Studio LLC is not 
required to agree to such a restriction, however if it does agree, the restriction will be honored, except in the 
event of an emergency, and will then only be disclosed to the extent necessary for your emergency treatment. 
 
 
3. The Right to Request Confidential Communications: You have the right to request that communication be in 
a confidential manner or location.  For example, you may request the use of a particular phone number or 
address.  Every effort will be made to accommodate your reasonable requests and establish an alternative 
method of contacting you. 
4. The Right to Request an Amendment: You have the right to request that reVision Studio LLC make 
amendments or modify your clinical, billing and other PHI for as long as the information is retained by this 
practice. Your request must be made in writing and must explain the reasons for your requested amendment. 
This practice may deny your request for amendment if the information:  (a) was not created by reVision Studio 
LLC (unless you prove the creator of the information is no longer available to amend the record); (b) is not 
part of the records maintained by reVision Studio LLC; (c) is information to which you do not have a right of 
access, or (d) in the opinion of your healthcare provider is accurate and complete.  If your request for 
amendment is denied your provider will give you a denial notice stating the reasons for denial and explain to 
you that you have the right to submit a written statement disagreeing with the denial.  Your letter of 
disagreement will become part of your medical record at reVision Studio LLC.  
5. The right to a Paper Copy of This Notice:  You have the right to request and obtain a paper copy of this 
Notice at any time. 

COMPLAINTS 

If you believe that your privacy rights have been violated, it is suggested you talk to your provider or file a 
complaint in writing to:  reVision Studio LLC, PO Box 172, Old Greenwich, CT 06870-0172. You will not be 
retaliated against for filing a complaint. 

To file a complaint with the government, you may contact:  Office of Civil Rights, U.S. Department of Health 
and Human Services, 200 lndependence Avenue, S.W., Room 509F HHH Building, Washington, D.C.20201. 

You have the right to revoke or cancel this authorization at any time, except (a) to the extent that the 
information has already been shared based on this authorization; or (b) this authorization was obtained as a 
condition of obtaining insurance coverage.  To revoke or cancel this authorization, you must submit your 
request in writing to your mental health provider and to your insurance company, if applicable. 
 
You may refuse to sign this authorization.  Your refusal to sign will not affect your ability to obtain treatment, 
make payment, or affect your eligibility for benefits.  If you refuse to sign this authorization, and you have 
authorized your provider to disclose information about you to a third party, your provider has the right to 
decide not to treat you or accept you as a client. 
 
Once the information about you leaves this office according to the terms of this authorization, this office has 
no control over how it will be used by the recipient.  You need to be aware that at that point your information 
may no longer be protected by HIPAA. 
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P.O. Box 172, Old Greenwich, CT 06870-0172 
judith.revisiontherapy@gmail.com   -    203-274-4284 

____________________________________________________________________________ 
	
 
 
Client Name (print): _____________________________________    Date of birth: _________________ 
 
My signature below indicates that I have read the Notice of Privacy Practices and understand my rights 
contained herein.  I provide reVision Studio LLC Therapy and Counseling Services with my authorization and 
consent to use and disclose my protected health care information for the purposes of treatment, payment and 
health care operations as described in this Privacy Notice.   
 
 
____________________________________________________      ______________________ 
Client Signature        Date 
 
_____________________________________________________  ______________________ 
(If applicable) Signature of Legal Representative and Relationship Date 


