
Patient name______________________ Patient ID#_______ Patient SS# _________________Date________ Page___ 
 

Healing Pathways Therapy Center, LLC 
4465 S. 900 E., Suite 150 

Salt Lake City, UT  84124 
Phone:  435-248-2089 

Fax:  801-207-5104 
www.healingpathwaystherapy.com 

 
 
Client Information 

 
Name: ________________________________, _______________________________ ______________ 
     Last       First      Middle Initial  
 
Date of Birth: _____ / ______ / ______ Email: _______________________________________________ 
         month     day           year  
 
Address: _____________________________________ __________________ _____ ___________ 
  street         city    state zip 
 
Home Phone: _____________________________ Work Phone:________________________________  
 
 
Cell Phone:_______________________________   
  
 
Emergency Contact: ________________________ Phone: ____________________________________ 
 
Email: ______________________________ Relationship to emergency contact:__________________ 
 
 
I UNDERSTAND THAT HEALING PATHWAYS THERAPY CENTER, LLC IS A PROVIDOR 
FOR MEDICARE WITH SOME THERAPISTS, BUT NOT ANY OTHER GOVERNMENT 
MEDICAL AND/OR MENTAL HEALTH COVERAGE, INCLUDING MEDICAID. BY SIGNING 
BELOW, I AM ACKNOWLEDGING THAT I HAVE BEEN INFORMED OF THIS POLICY AND I 
AM DECLARING THAT I DO NOT HAVE MEDICAID OR ANY OTHER GOVERNMENT 
HEALTHCARE COVERAGE BESIDES MEDICARE. 
 
 
SIGNATURE:__________________________________________ DATE:_________________ 
 



Credit Card Information 
 
I authorize the following credit card to be on file and for Healing Pathways Therapy Center, LLC to charge 
this credit card under the following circumstances: 1) services received for which other payment has not 
already been made, 2) appointments that I miss or cancel within less than 24 hours of my scheduled 
time which will result in a charge of $110 - $130 per session depending on therapist licensure. I also 
authorize a fee of $60 to be charged to this card under the following circumstances: 1) Check payment 
returned due to insufficient funds, and 2) if credit card on file is declined when payment processed.  
Failure to return book(s)  will be charged at $30 per book borrowed from HPTC within 30-days of receipt 
of written request that book be returned. 
 
Please indicate the form of payment you wish to use for any services rendered through this practice. The 
following forms of payment are accepted: Visa, MasterCard and Discover. Service fees will be deducted 
from the designated account at the time services are rendered. 
 
Cardholder Information: 
Please indicate the name and address associated with the credit or debit card you wish to use.  
Name: ________________________________________________________  
Address: ________________________  
City__________________ State: _______ Zip: _________  
Email:__________________________________________ 
 
I authorize any service fees to be deducted from the credit or debit card ending in _____________ 
(provide the last four digits of the card). 
 
______________________________________ ____________________ 
Cardholder Signature      Date 
 
 
-----------------------------------------------------------------------------------------------------------------------------------  
 
Credit/Debit Card Information: 
Please provide your payment information below. The debit or credit card information you provide 
on this form will be destroyed once your first payment has been made. 
 

Card Type (circle one): Visa MasterCard Discover Card  

 

Number: __________________________________________ Expiration Date: _____________ 

 

Security Code: _________________ 

 
 



Insurance Billing Information 
 
Person Responsible for Payment:___________________________________________________________ 

Bill Insurance :   Yes    No 

Insurance Information: (only if insurance will be billed) 
Name of Insured Person: (if different than client)___________________________________________________ 
Relationship to Client:__________________________________   
Insured’s Date of Birth: _________________ 
Street Address:__________________________________________________________________________ 
City:________________________  State: _______  Zip Code:  ___________   
Phone: ____________ ( H C W) 
Insured’s Employer: _________________________________________ 
Work Phone: _____________________ 
Address of Employer:____________________________________________________________________ 
 
Provide a copy of both sides of insurance card or complete information below: 

Primary Insurance Name:________________________________________ Phone: ____________________ 
Address: _____________________________________________________ Fax: _____________________ 
Insured’s Policy #: ______________________________________ Group #: _________________________ 
Insurance Address: _______________________________________________________________________ 
 
In or Out of Network Benefits: 
Please call your insurance company to ask what your outpatient mental or behavioral health office visit benefits are, 
and if Healing Pathways or ANY of our fully licensed therapists at are in-network.  Please ask all of the following 
questions to get thorough information on your mental health coverage: 
 
Mental health deductible: ____________________________ 
 
Mental health out-of-pocket deductible:_________________ 
 
Session limit for calendar year: _______________________ 
 

Amount of deductible met: __________________________ 
 
Amount of out of pocket deductible met:________________ 
 
Behavioral health provider company:  __________________

Payments or copayments must be made at the time of service with check, cash, or credit card.  In-network insurance 
reimbursements will be credited to your account.  HPTC does not bill out-of-network insurance carriers but can provide a monthly 
invoice, which clients can submit to their insurance company for reimbursement.  Out-of-network sessions must be paid in full at 
the time of service. Please note that in-network providers often contract to other insurance companies for behavioral health, so 
clients are responsible to ensure that HPTC and our fully licensed therapists are in network with their behavioral heath insurance 
provider.  At times the information HPTC is able to obtain from insurance companies about client coverage can change or be 
inaccurate.  Clients are ultimately responsible to understand their own insurance benefits.  In such circumstances where services 
have been provided and subsequently are found to not covered or out-of network, clients will be responsible for the total balance 
due. I have read and understand the above policies and the information provided is accurate to the best of my knowledge: 
 

Client Signature: ______________________________________ Date: ____________________ 

 

Healing Pathways Therapy Center 
4465 S. 900 E., Suite 150   Salt Lake City, UT  84124 

info@pathwaysutah.com    435-248-2089 
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Professional Practice  

Information and Fee Agreement 
Healing Pathways Therapy Center 

1174 E. Graystone Way, Suite 8 
Salt Lake City, UT 84106 

(435) 248-2089 
_____________________________________________________________________________ 
 
Welcome to my counseling and psychotherapy practice. This information is designed to give you an 
understanding of what to expect as a client in my practice.  Please read it carefully and let me know if I 
can answer any questions.  I look forward to working with you.  
____________________________________________________________________________ 
 

Confidentiality 
 

The information you and I discuss during a psychotherapy session is protected as confidential under Utah 
state law (Utah Code §§ 58-60-102(2), 58-60-113, 58-60-114,  and Utah Rule of Evidence 506).  This 
means that, in general, I may not disclose information that you communicate to me in confidence during 
our sessions without your consent.  However, this confidentiality is subject to limitations under Utah law, 
including but not necessarily limited to the following :  
  

• I am required by law to report any suspected abuse of a child, elder, or disabled person (Utah 
Code §§ 62A-3-301, et seq., 62A-4a-401, et seq.); 

• I have a duty to take some action, such as seek an order for your emergency or involuntary 
commitment (without your consent) if I deem you to be a serious risk of harm to yourself or another 
(Utah Code §§ 78-14a-101, et seq., 26-6-6);.  Any action I take without your consent will be 
discussed with you, but, in the case of an emergency, not necessarily before any action is taken. 

• I may disclose confidential information under a generally recognized professional or ethical 
standard that authorizes or requires the disclosure.   

• If you file an official complaint or a lawsuit against me, according to Utah law, your right to 
confidentiality will be waived to the extent that I need to use your confidential information in my 
own defense. 

• If you chose to be reimbursed by your health benefit plan, you will have given your insurance or 
managed care company consent to obtain required confidential information for the purpose of 
determining eligibility for reimbursement. 

• I may seek consultation from another mental health professional.  However, your identity will not be 
revealed without your consent, and I will take reasonable steps to ensure that your privacy is 
protected by that professional. 

• Clerical persons hired by me may have access to limited confidential information.  This information 
is protected from further disclosure and is used solely for administrative purposes. 

• When I am away from my office for an extended period of time, I may ask another licensed 
therapist to cover emergencies for me. I will tell this therapist only what he or she needs to know 
for an emergency. 

• If I am unable to collect our agreed-upon fee, I may send your name and address to a collection 
agency. 

• If I am ever ordered by a court to disclose confidential information, I must do so. 
I have read and understand the above limitations on confidentiality.  _____ (Client Initials) 
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I have received, read and understand the therapist’s Disclosure Statement.  _____ (Client Initials)
  
  

Fees, Scheduling, and Health Care Benefits 
 

Our usual rates are as posted on the website. However, there are circumstances where we may 
accept a reduced fee or sliding-scale fee. This fee will be negotiated by the therapist and the client 
and noted in a written agreement.  Cancellations must be made more than 24 hours in advance of the 
appointment.  If a cancellation is not made with 24-hours notice, you will be responsible for a late 
cancelation fee which is the full cost of the missed session.  
 
Fully licensed therapists are able to bill some insurance companies directly.  This will be discussed 
and agreed upon before or during your first session when possible.  If your insurance covers our 
mental health services and allows you to see an out-of-network provider, we are happy to provide the 
necessary paperwork for you to be reimbursed.  We will provide only the least amount of information 
necessary for the purpose of authorizing benefits; however, released confidential information may 
include identifying information, diagnosis, dates and types of sessions and charges.  Once your 
confidential information leaves our office, we have no control over the storage or access to that 
confidential information.  Your insurance company will determine benefit coverage and the kind of 
service for which they will reimburse.  We will discuss with you our recommendations for treatment, 
and you will decide how you want to proceed.  It is your responsibility to file your claim, collect 
reimbursements, and negotiate a settlement of a dispute between you and your insurer.  It is your 
responsibility to ensure that services are paid for in a timely manner, regardless of the status of 
reimbursement from your insurer or anyone else. 
 
You may pay with cash, check, credit, or debit card (Visa, Master Card, & Discover). Upon scheduling 
your first appointment, you will be required to give your credit card information and agree to authorize 
us to charge that card for your sessions in the event that other payment has not been made at the 
time of service, or in the event of late cancellation or missed session that was not cancelled prior to 
24-hour notice.  If this is not possible to provide a credit card, individual arrangements will need to be 
made with your therapist. 
 
If you pay by check and your check is dishonored, you authorize the funds to be collected 
electronically for the face value of the check, plus a $60 check dishonor fee.  _____ (Client Initials).   
 
Further, in the event of non-payment, your account may be turned over to a collection agency. _____ 
(Client Initials) 
 
While psychotherapy may vastly improve the quality of your life, it can also become an expensive 
process.  The duration of therapy is affected by the nature of your concerns and what your goals are.  
It is very important that you feel you are benefiting from psychotherapy.  If at any point you feel you 
are not receiving what you need or want from therapy, we urge you to discuss this with us so we can 
find a solution. 
 
We make every effort to avoid canceling clients; however, sometimes it is unavoidable. In the event 
that your therapist need to cancel, we will contact you with as much notice as possible and special 
arrangements will be made.  It is very important that we always have current phone numbers for you, 
so please keep us updated with current contact information.  
 
Most clients come weekly or every other week. Sessions usually last 55 minutes, but may be 
extended to 85 minutes for couples, families, or whenever desired by the client(s).   
 
 



Page 6 of 13 

Records 
Records include identifying information, dates and types of sessions, an assessment and diagnosis, a 
treatment plan, progress notes, and any consultations or collateral contacts made.  Some private 
psychotherapy notes may be kept separate and are further protected from unauthorized access.  Your 
records will be stored safely with attention to your privacy for at least seven years after the last date of 
service or for three years after a minor patient reaches majority, whichever comes later, 
as required by Utah law. They will only be released with your written permission and direction, and if 
you were seen in couple or family sessions, all adults present would have to sign the release.  It is our 
policy to not release an entire record, even with your consent. Instead, we may summarize the 
content related to the request. You will be granted reasonable access to your record, but not private 
psychotherapy notes. You may request, in writing, an amendment to your record. If you choose to 
read your record, it is our policy to be present in order to respond to any questions or confusion you 
may have about the recordings. 
 
 Termination 
 
You are free to terminate therapy at any time.  In a few specific instances, we may decide to stop 
working with you even though you wish to continue.  These include, but are not limited to, a failure to 
meet the terms of our fee agreement, a need for special services outside of the area of our 
competency, and prolonged failure to make progress in our work together.  Should this occur, we will 
discuss the reason for termination with you, and assist you in choosing an alternative course of action, 
including a referral to a more appropriate resource. 
 

Resolution of Disputes – Arbitration and Venue 
 
Should any legal dispute arise between you and your therapist, other than with regard to our fees, we 
agree that the dispute shall be submitted to arbitration and governed by the rules of the American 
Arbitration Association.  Said arbitration shall take place in Salt Lake County in the State of Utah. 
 

Contract Agreement 
 

I agree that, in signing below, I have read and fully understand all terms contained herein. (Please 
check one of the following). 
 
□ When paying out-of-pocket I am responsible for a fee of $_________ for intakes and 

$________ for 53-minute sessions.   If in-network insurance is being billed by HPTC I am 
responsible for the copay or coinsurance as well as the allowable amount if I have not met my 
deductible, or the full amount if insurance does not cover the services. All fees are due at time 
of scheduled session, unless other arrangements are made in advance.   ______ (Client 
Initials) 

 
□  Payment for services I receive will be made through my Employee Assistance Program, 

though I remain responsible for all fees.  If I decide to continue services outside of what my 
plan offers, I will complete a new Fee Agreement to determine how the services I receive will 
be paid for.   

 
□ The following alternative fee agreement has been discussed and agreed upon by therapist and 
client. 
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
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I/we have been informed of my/our therapist's qualifications, credentials, 
and licenses.  I/we have read the preceding information and understand 
my/our rights and responsibilities as a client.  I/we agree to all of the 
above as indicated by my/our signature(s) below: 
 
 
Client(s) Name(s) (Please Print):  _______________________________________________ 
 
     _______________________________________________ 
 
 
Client(s) Signature(s):  _______________________________________________ 
 
     _______________________________________________ 
 
 
Date:      ___________________ 
 
 
Parent/Guardian Name(s) (if necessary) (Please Print):  
 
____________________________________________________________________________ 
 
 
Parent/Guardian Signature(s) (if necessary): ______________________________________ 
   
                                                             ______________________________________
   
 
 
Date:                                                                  ____________________ 
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Notice	of	Privacy	Practices	
Receipt and Acknowledgment of Notice 

 
 
Patient/Client Name:__________________________________  
DOB: __________________________________________ 
SSN:___________________________________________             
             
 
I hereby acknowledge that I have received and have been given an opportunity to read a 
copy of Healing Pathways Therapy Center’s Notice of Privacy Practices.  I understand 
that if I have any questions regarding the Notice or my privacy rights, I can contact the 
Secretary of Health and Human Services at 200 Independence Avenue, S.W.  
Washington, D.C. 20201 or I may call (202) 619-0257. 
 
_____________________________________________________________ 
Signature of Patient/Client       Date 
 
 
_____________________________________________________________ 
Signature or Parent, Guardian or Personal Representative * Date   
  
_____________________________________________________________ 
*  If you are signing as a personal representative of an individual, please describe your 

legal authority to act for this individual (power of attorney, healthcare surrogate, etc.). 
 
 
q Patient/Client Refuses to Acknowledge Receipt: 
 
_____________________________________________________________ 
Signature of Therapist       Date 
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Healing	Pathways	Policies	and	Procedures	–	Effective	August	1st,	2018	
	
Dear	Client,	
We	are	sharing	this	letter	to	inform	you	of	updates	in	our	counseling	policies	and	procedures	below,	effective	August	
1,	2018.		In	our	efforts	to	provide	effective	services,	healthy	professional	relationships,	and	clear	and	workable	
financial	policies	we	frequently	evaluate	and	update	our	policies	and	procedures.	
	
Counseling	Fees	
	 	 	 	 	 	 Full	License	 	 Partial	License	

• New	client	intake		 	 	 $150		 	 	 $130	
• 53-minute	sessions	 	 	 $130	 	 	 $110	
• 83-minute	session		 	 	 $195	 	 	 $165	
	 	
• Travel	time	–	therapists	will	charge	usual	hourly	rate	

 
Other fee policies 

• Phone sessions and emergency contacts over 10 minutes are billed at a pro-rated amount based on 15-minute 
intervals 

• A	form	is	available	for	clients	receiving	financial	support	from	ecclesiastical	sources.		Fee	discounts	may	
apply.	

• Sliding	Scale	-	we	will	continue	to	offer	limited	slots	for	a	sliding	scale	fee	for	clients	who	qualify	based	on	
financial	need.	Sliding	scale	fees	will	be	re-evaluated	on	a	quarterly	basis.	

• Fees are payable at the time that services are rendered. Please ask your therapist if you wish to discuss a written 
agreement that specifies an alternative payment procedure. Fees are reviewed annually. If our fees change at 
any point in the future, we will provide 30 days’ notice of any changes. 

• Credit	card	policy	-	HPTC	prefers	to	have	a	credit	card	on	file	for	all	clients	to	cover	sessions	fees	paid	by	
client,	missed	appointments,	late	cancellations	fees,	etc.	and	our	therapists	may	refer	elsewhere	if	no	credit	
card	is	on	file.		If	you	are	not	able	to	provide	a	credit	card	please	let	our	office	manager	or	therapist	know	
before	your	first	session	so	that	they	can	make	appropriate	arrangements.		Depending	on	the	situation	our	
therapists	may	choose	to	see	you	without	the	credit	card	on	file	but	if	fees	go	unpaid	for	more	than	one	
subsequent	session,	counseling	may	be	discontinued	until	you	are	able	to	pay	your	balance.			If	this	happens	
repeatedly	the	therapist	may	choose	to	discontinue	services	until	a	valid	credit	card	is	placed	on	file.				

• Please note that our regular session length is 53 minutes. This provides therapists time to complete clinical notes 
and prepare for their next client. 

	
Letter	Writing/Filling	out	forms	
Many	forms	requested	by	clients	be	completed	during	session.		If	paperwork	requires	time	out	of	session	or	more	
than	10	m.	we	will	charge	our	normal	hourly	rate	prorated.			
	
Late	Cancel/No	Shows			
Our	therapists	only	receive	compensation	when	clients	show	up	and	pay	for	appointments.		Fees	for	late	cancelled	
or	missed	appointments	will	be	as	follows:	
	

• Full	session	fee	($130-fully	licensed,	$110-partially	licensed)	for	late	cancellations	with	less	than	24	hours’	
notice	and	for	no	call/no	show	–	we	cannot	bill	insurance	for	missed	appointments	

• Clients	later	than	15	m.	may	be	asked	to	reschedule	and	will	be	charged	for	the	session.	
• We	can	provide	the	option	of	phone	or	video	appointments	in	lieu	of	a	missed	appointment	if	clients	call	

ahead	and	are	available	but	can’t	make	it	into	the	office	–	these	are	often	not	covered	by	insurance.	
• Due	to	the	disruption	in	scheduling	with	repeated	cancellations	which	hinders	our	ability	to	provide	

effective	services	to	the	maximum	number	of	clients,	if	clients	miss/cancel	more	than	two	appointments	
they	will	lose	their	regular	spot	and	then	can	schedule	when	the	therapist	has	availability.	

	
Insurance	Billing	

• Please	call	your	insurance	company	to	ask	what	your	mental	or	behavioral	health	outpatient	office	visit	
benefits	are,	and	if	HPTC	or	our	fully	licensed	therapists	are	in-network.		Clients	should	also	be	aware	that	
you	are	responsible	for	verifying	and	understanding	the	limits	of	your	insurance	coverage.	We	are	happy	to	
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assist	your	efforts	to	seek	insurance	reimbursement	but	are	unable	to	guarantee	whether	your	insurance	
will	provide	payment	for	the	services	provided	to	you.	

• Please	note	that	in-network	providers	often	contract	to	other	insurance	companies	for	behavioral	health,	so	
clients	are	responsible	to	ensure	that	HPTC	and	our	fully	licensed	therapists	are	in	network	with	their	
behavioral	health	insurance	provider.		

• Payments	or	copayments	must	be	made	at	the	time	of	service	with	check,	cash,	or	credit	card.	In-network	
insurance	reimbursements	will	be	credited	to	your	account.		

• HPTC	does	not	bill	out-of-network	insurance	carriers	but	can	provide	a	monthly	invoice,	which	clients	can	
submit	to	their	insurance	company	for	reimbursement.	Out-of-network	sessions	must	be	paid	in	full	at	the	
time	of	service.		

• In	such	circumstances	where	services	have	been	provided	and	subsequently	are	found	to	be	out-of-network	
or	subject	to	a	deductible,	clients	will	be	responsible	for	the	total	balance	due.		

Communication	and	Social	Media		
Phone	and	Text:	

• Clients are encouraged to call our main number (435-248-2089) with logistical or scheduling issues.   
• Some of our therapists at HPTC can take phone calls or texts for logistical and scheduling issues.  Please discuss 

this with your specific therapist.   
• Non-urgent phone calls are returned during normal workdays (Monday through Friday) within 48 hours. Your 

therapist may not be available to return calls on Saturdays or Sundays or after 6 pm on weekdays.   Your 
therapist will attempt to keep those contacts brief due to our belief that important issues are better addressed 
within regularly scheduled sessions. 

• Therapists may be able to respond to phone calls and texts for crises that may arise between sessions but HPTC 
therapists are not available on a 24/7 basis. Clients are encouraged to call 911, visit an emergency room, or call 
resources such as the UNI Hotline (801-587-3000) or Warm Line (801-587-1055) if there is an immediate crisis or 
need for frequent support in between scheduled sessions.   

• At HPTC your therapist has the option to provide phone or video services.  Any contact over 10 minutes will be 
charged in 15 m. increments on a pro-rated fee based on clients’ hourly rate.  These are not billable to insurance. 

	
Email:	
Clients	may	send	emails	with	logistical	and	counseling	related	topics	with	the	understanding	that	therapists	may	not	
be	able	to	respond	immediately	or	at	all.				Please	understand	that	our	email	is	not	secure,	so	emails	may	not	be	
confidential.		For	cancellation	and	scheduling	issues,	we	encourage	you	to	call	our	main	number	(435-248-2089)	or	
text	or	call	your	therapist	directly,	as	emails	may	not	be	checked	daily.	
	
Social	Media	
HPTC	therapists	are	discouraged	from	“friending”	clients	on	social	media	accounts	during	an	ongoing	counseling	
relationship	as	this	can	interfere	with	a	healthy	counseling	relationship	and	effective	boundaries.	
	
	
Summary	
We	value	our	motivated	and	cherished	clients	and	our	skilled	and	compassionate	therapists	at	HPTC	and	feel	these	
policies	continue	to	ensure	healthy	and	effective	therapeutic	relationships.	We	feel	these	goals	are	best	met	when	
professional	and	financial	expectations	and	boundaries	are	clearly	established	and	workable	for	both	our	clients	and	
therapists.		We	would	love	to	discuss	your	thoughts	and	questions	regarding	these	policies,	either	by	talking	with	
your	therapist	during	your	session	time	or	by	calling	our	main	office.	We	value	our	work	with	our	clients	at	HPTC	
and	look	forward	to	continued	sharing	in	your	personal	healing	process.	
	
Warmly,	
		
Therapists	and	Staff	
Healing	Pathways	Therapy	Center	
4465	S.	900	E.		Suite	150	
Salt	Lake	City,	UT		84124	
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Notice of Privacy Practices 
 

Healing Pathways Therapy Center, LLC 
4465 S. 900 E., Suite 150 

SLC, UT 84124 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 
YOU CAN GET ACCESS TO THIS INFORMATION. 
 

PLEASE	REVIEW	THIS	NOTICE	CAREFULLY.			
	
Your health record contains personal information about you and your health.  This information about you that may 
identify you and that relates to your past, present or future physical or mental health or condition and related health 
care services is referred to as Protected Health Information (“PHI”). This Notice of Privacy Practices describes how 
we may use and disclose your PHI in accordance with applicable law and the NASW Code of Ethics.  It also 
describes your rights regarding how you may gain access to and control your PHI.  
 
We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy 
practices with respect to PHI. We are required to abide by the terms of this Notice of Privacy Practices.  We reserve 
the right to change the terms of our Notice of Privacy Practices at any time.  Any new Notice of Privacy Practices 
will be effective for all PHI that we maintain at that time. We will provide you with a copy of the revised Notice of 
Privacy Practices by posting a copy on our website, sending a copy to you in the mail upon request or providing 
one to you at your next appointment.  
  
HOW	WE	MAY	USE	AND	DISCLOSE	HEALTH	INFORMATION	ABOUT	YOU	
	
For	Treatment.	 	Your	PHI	may	be	used	 and	disclosed	by	 those	who	are	 involved	 in	 your	 care	 for	 the	
purpose	of	 providing,	 coordinating,	 or	managing	your	health	 care	 treatment	 and	 related	 services.	This	
includes	consultation	with	clinical	supervisors	or	other	treatment	team	members.		We	may	disclose	PHI	
to	any	other	consultant	only	with	your	authorization.	
	
For	Payment.		We	may	use	and	disclose	PHI	so	that	we	can	receive	payment	for	the	treatment	services	
provided	to	you.		This	will	only	be	done	with	your	authorization.	Examples	of	payment-related	activities	
are:	making	a	determination	of	eligibility	or	coverage	for	insurance	benefits,	processing	claims	with	your	
insurance	company,	reviewing	services	provided	to	you	to	determine	medical	necessity,	or	undertaking	
utilization	review	activities.		If	it	becomes	necessary	to	use	collection	processes	due	to	lack	of	payment	for	
services,	we	will	only	disclose	the	minimum	amount	of	PHI	necessary	for	purposes	of	collection.			
	
For	Health	Care	Operations.	 	We	may	 use	 or	disclose,	 as	needed,	 your	PHI	 in	 order	 to	 support	 our	
business	 activities	 including,	 but	 not	 limited	 to,	 quality	 assessment	 activities,	 employee	 review	
activities,	 licensing,	 and	 conducting	 or	 arranging	 for	 other	 business	 activities.	 For	 example,	we	may	
share	 your	 PHI	 with	 third	 parties	 that	 perform	 various	 business	 activities	 (e.g.,	 billing	 or	 typing	
services)	 provided	 we	 have	 a	 written	 contract	 with	 the	 business	 that	 requires	 it	 to	 safeguard	 the	
privacy	 of	 your	 PHI.	 	 	 For	 training	 or	 teaching	 purposes	 PHI	 will	 be	 disclosed	 only	 with	 your	
authorization.	[If	you	plan	to	use	PHI	to	remind	a	client	of	appointments,	to	provide	information	
about	 treatment	 alternatives	 or	 other	 health-related	 benefits	 and	 services,	 for	 fundraising	
purposes	or	for	facility	directories	and	if	doing	so	is	permitted	by	applicable	state	law,	the	Notice	
of	Privacy	Practices	must	state	so.]		
		
Required	by	Law.	 	Under	the	law,	we	must	make	disclosures	of	your	PHI	to	you	upon	your	request.	 	In	
addition,	we	must	make	disclosures	to	the	Secretary	of	the	Department	of	Health	and	Human	Services	for	
the	purpose	of	investigating	or	determining	our	compliance	with	the	requirements	of	the	Privacy	Rule.	
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[The	purpose	of	the	following	Section	is	for	the	Covered	Entity	to	provide	a	summary	of	all	the	types	
of	uses	and	disclosures	other	than	treatment,	payment	and	health	care	operations	that	are	possible	
without	a	patient’s/client’s	authorization.	 	Unlike	 the	other	parts	of	 this	Notice,	which	are	generic	
enough	so	that	they	could	be	used	in	every	state,	this	Section	MUST	be	tailored	to	reflect	the	types	of	
uses	and	disclosures	permitted	not	only	by	the	Privacy	Standards	but	also	by	other	applicable	state	
and	federal	law.			
	
Following	 is	 a	 list	 of	 the	 categories	 of	 uses	 and	 disclosures	 permitted	 by	 HIPAA	 without	 an	
authorization.					
	

Abuse	and	Neglect		
	 Judicial	and	Administrative	Proceedings		
	 Deceased	Persons	
	 Emergencies	
	 Family	Involvement	in	Care	

Health	Oversight	
	 Law	Enforcement	
	 National	Security	
	 Public	Health	
	 Public	Safety	(Duty	to	Warn)	
	 Research	
 

You should determine which of these uses and disclosures are permitted in your state for the type of information 
that you will be using or disclosing.  

The following language addresses these categories to the extent consistent with the NASW Code of Ethics. 

Without	Authorization.	 	Applicable	 law	and	ethical	standards	permit	us	to	disclose	 information	about	
you	 without	 your	 authorization	 only	 in	 a	 limited	 number	 of	 other	 situations.	 	 The	 types	 of	 uses	 and	
disclosures	that	may	be	made	without	your	authorization	are	those	that	are:	
	

• Required by Law, such as the mandatory reporting of child abuse or neglect or mandatory 
government agency audits or investigations (such as the social work licensing board or the 
health department)   

• Required by Court Order  
• Necessary to prevent or lessen a serious and imminent threat to the health or safety of a 

person or the public.  If information is disclosed to prevent or lessen a serious threat it will be 
disclosed to a person or persons reasonably able to prevent or lessen the threat, including the 
target of the threat.  

 
Verbal Permission 
 
We	may	use	or	disclose	your	information	to	family	members	that	are	directly	involved	in	your	treatment	
with	your	verbal	permission.	
	
With	Authorization.			Uses	and	disclosures	not	specifically	permitted	by	applicable	law	will	be	made	only	
with	your	written	authorization,	which	may	be	revoked.			
	
	
YOUR	RIGHTS	REGARDING	YOUR	PHI	
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You	 have	 the	 following	 rights	 regarding	 PHI	we	maintain	 about	 you.	 	 To	 exercise	 any	 of	 these	 rights,	
please	submit	your	request	in	writing	to	our	Privacy	Officer	at	Healing	Pathways	Therapy	Center,	1174	E.	
Graystone	Way,	Suite	8,	Salt	Lake	City,	UT		84106:	
	

• Right	 of	 Access	 to	 Inspect	 and	 Copy.	 	 You	 have	 the	 right,	 which	 may	 be	 restricted	 only	 in	
exceptional	 circumstances,	 to	 inspect	 and	 copy	 PHI	 that	may	 be	 used	 to	make	 decisions	 about	
your	care.	 	 Your	right	 to	 inspect	and	copy	PHI	will	be	restricted	only	 in	 those	situations	where	
there	 is	 compelling	 evidence	 that	 access	 would	 cause	 serious	 harm	 to	 you.	 	We	may	 charge	 a	
reasonable,	cost-based	fee	for	copies.			

• Right	to	Amend.		If	you	feel	that	the	PHI	we	have	about	you	is	incorrect	or	incomplete,	you	may	
ask	us	to	amend	the	information	although	we	are	not	required	to	agree	to	the	amendment.			

• Right	to	an	Accounting	of	Disclosures.		You	have	the	right	to	request	an	accounting	of	certain	of	
the	disclosures	 that	we	make	of	 your	PHI.	 	We	may	 charge	you	a	 reasonable	 fee	 if	 you	 request	
more	than	one	accounting	in	any	12-month	period.	

• Right	 to	Request	Restrictions.	 	You	have	the	right	 to	request	a	restriction	or	 limitation	on	 the	
use	 or	 disclosure	 of	 your	 PHI	 for	 treatment,	 payment,	 or	 health	 care	 operations.	 	We	 are	 not	
required	to	agree	to	your	request.			

• Right	 to	 Request	 Confidential	 Communication.	 	 You	 have	 the	 right	 to	 request	 that	 we	
communicate	with	you	about	medical	matters	in	a	certain	way	or	at	a	certain	location.	

• Right	to	a	Copy	of	this	Notice.		You	have	the	right	to	a	copy	of	this	notice.	
	
COMPLAINTS 
	
If	you	believe	we	have	violated	your	privacy	rights,	you	have	the	right	to	file	a	complaint	in	writing	with	
our	Privacy	Officer	at	Healing	Pathways	Therapy	Center,	1174	E.	Graystone	Way,	Suite	8,	Salt	Lake	City,	
UT		84106	
or	with	the	Secretary	of	Health	and	Human	Services	at	200	Independence	Avenue,	S.W.		Washington,	D.C.	
20201	or	by	calling	(202)	619-0257.		We	will	not	retaliate	against	you	for	filing	a	complaint.			
	
	

The	effective	date	of	this	Notice	is	April	14,	2003.	
	 	 	


