
 

NOTICE OF PRIVACY PRACTICES 

Effective Date:  

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 

USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 

INFORMATION. PLEASE REVIEW IT CAREFULLY. 

I. OUR COMMITMENT TO PROTECTING YOUR HEALTH INFORMATION 

Aly-Zion Psychiatric Care is committed to protecting the privacy of your health information. 

This Notice of Privacy Practices ("Notice") describes how we may use and disclose your 

protected health information ("PHI") to carry out treatment, payment, or healthcare operations, 

and for other purposes permitted or required by law. It also describes your rights regarding your 

health information and our legal obligations. 

II. YOUR PROTECTED HEALTH INFORMATION (PHI) 

Protected Health Information (PHI) is information about you, including demographic 

information, that may identify you and relates to your past, present, or future physical or mental 

health or condition; the provision of health care services to you; or the past, present, or future 

payment for your health care. 

III. HOW WE MAY USE AND DISCLOSE YOUR PHI 

A. For Treatment: 

• Consulting with your other healthcare providers 

• Prescribing medications and monitoring responses 

• Managing your mental health care 

• Referring you to other providers as necessary 

B. For Payment: 

• Verifying insurance coverage 

• Billing and collecting payment 

• Reporting to credit bureaus (when authorized) 

• Conducting utilization reviews 

C. For Healthcare Operations: 



• Quality assessment and improvement activities 

• Staff training and education 

• Business planning and development 

• Conducting or arranging for medical review, legal services, and auditing functions 

D. Additional Permitted Uses and Disclosures: 

• When required by law 

• Public health activities 

• Reporting suspected abuse, neglect, or domestic violence 

• Health oversight activities 

• Judicial and administrative proceedings 

• Law enforcement purposes 

• Research with appropriate authorization 

• To avert a serious threat to health or safety 

• Specialized government functions 

IV. SPECIAL PROTECTIONS FOR MENTAL HEALTH, SUBSTANCE USE, AND HIV 

INFORMATION 

Special privacy protections apply to HIV-related information, substance use disorder treatment 

information, and mental health information. We will only disclose this information as permitted 

by applicable state and federal laws. 

V. YOUR RIGHTS REGARDING YOUR PHI 

A. Right to Inspect and Copy You have the right to inspect and obtain a copy of your PHI that 

may be used to make decisions about your care. Request must be made in writing, and we may 

charge a reasonable fee for costs of copying, mailing, or other supplies. 

B. Right to Amend If you believe the PHI we have about you is incorrect or incomplete, you 

may ask us to amend the information. You must provide a reason supporting your request. 

C. Right to an Accounting of Disclosures You have the right to request an accounting of 

certain disclosures of your PHI we have made. Your request must state a time period not longer 

than six years and may not include dates before April 14, 2003. 

D. Right to Request Restrictions You have the right to request a restriction or limitation on the 

PHI we use or disclose about you for treatment, payment, or healthcare operations. We are not 

required to agree to your request unless the disclosure is to a health plan for payment or 

healthcare operations purposes and the PHI pertains solely to an item or service for which you 

have paid in full out-of-pocket. 

E. Right to Request Confidential Communications You have the right to request that we 

communicate with you about medical matters in a certain way or at a certain location. We will 

accommodate reasonable requests. 



F. Right to a Paper Copy of This Notice You have the right to receive a paper copy of this 

Notice at any time. 

VI. CHANGES TO THIS NOTICE 

We reserve the right to change this Notice at any time. The revised Notice will be effective for 

information we already have about you as well as any information we receive in the future. We 

will post a copy of the current Notice in our office and on our website. 

VII. COMPLAINTS 

If you believe your privacy rights have been violated, you may file a complaint with our practice 

or with the Secretary of the Department of Health and Human Services. All complaints must be 

submitted in writing. You will not be penalized for filing a complaint. 

VIII. OTHER USES OF PHI 

Other uses and disclosures of PHI not covered by this Notice will be made only with your 

written authorization. You may revoke this authorization at any time in writing, except to the 

extent that action has already been taken based on your authorization. 

IX. ACKNOWLEDGEMENT 

By signing below, I acknowledge that I have received a copy of Aly-Zion Psychiatric Care's 

Notice of Privacy Practices. 

Patient Name (Print): _____________________________________________________ 

Patient Signature: ______________________________________ Date: __________ 

If signed by authorized representative, relationship to patient: __________________ 

FOR OFFICE USE ONLY 

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, 

but acknowledgment could not be obtained because: □ Individual refused to sign □ 

Communications barriers prohibited obtaining the acknowledgment □ An emergency situation 

prevented us from obtaining acknowledgment □ Other (Please Specify): 

___________________________________________________ 

Staff Signature: ______________________________________ Date: _______________ 
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