
 

Notice of Privacy Practices
This notice describes how medical information about you may be used and disclosed and how you can 
get access to it. Please review carefully.

Your privacy is very important to me. The information I have about you will be held to the highest level 
of confidentiality. Disclosed information will be limited to the minimum necessary. Health information 
includes any information related to your physical or mental health condition, the health care provided to 
you, the payment of your healthcare and any personal information (name, phone number, address). 
When you receive services from me, I will keep track of our progress. This notice tells you about my 
duty to protect these records (protected health information or PHI) and how/when I may disclose this 
information. I’m required by law to maintain the privacy of PHI. I am required to abide by the terms of 
this privacy notice. I reserve the right to change the privacy policies and will notify you if such changes 
occur. Please feel free to discuss any concerns or questions you have regarding this policy with me 
prior to consenting. 

The following are uses and disclosures for treatment, payment, and healthcare operations that require 
your advanced consent:

1. Your medical records are used to provide treatment, bill and receive payments, and conduct 
healthcare operations. Examples of these activities include but are not limited to review of 
treatment records to ensure appropriate care, electronic or mail delivery of billing for treatment 
to you or other authorized payers, appointment reminder telephone calls, and records review to 
ensure completeness and quality of care. 

2. Federal and State laws require abuse, neglect, and life endangering threats to be reported to 
social services or other protective agencies. I may disclose PHI without your consent if 
concerns occurs regarding the following circumstances: Child abuse, older adult/
dependent adult abuse or neglect, abuse by a therapist, court proceedings (only with a 
judge subpoena), serious threat to health or safety (threats to self or others). Please 
understand that these circumstances are legally and ethically mandated for me as a therapist. 
I’m happy to discuss and process reports with clients in session unless this disclosure increases 
further risk.  
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3. You, or your legal representative, may request your records to be disclosed to yourself or any 
other entity. Your request must be made in writing, clearly identify the person authorized to 
request the release, specify the information you want disclosed, the name and address of the 
entity you want the information released to, purpose and the expiration date of the authorization. 
Any authorization provided may be revoked in writing at any time. 

4. You may request corrections to your records.

5. A request for disclosure may be denied under the following circumstances: disclosure would 
likely endanger the life or physical safety of you or another person, requested information 
references other persons, except another healthcare provider, or if released to a legal 
representative would likely result in harm.

6. If a request for disclosure is denied for reasons outlined in Section 5, you or your legal 
representative may request review of the denial. A review will be conducted by another licensed 
healthcare provider appointed by the original reviewer, who was not involved in the original 
decision to deny access. A review will be concluded within 30 days.

7. You may request that we restrict uses and disclosures outlined in Section 1. However, we are 
not required to agree to the restrictions. If an agreement is made to restrict use or disclosure, 
we will be bound by such restriction until revoked by you or your legal representative orally or in 
writing except when disclosure is required by law or in an emergency. 

8. You have the right to the following health information I maintain about you: The right to inspect 
and copy therapy notes and billing records. I may deny your request to inspect and/or copy in 
certain limited circumstances, but you may have this decision reviewed. The right to request an 
amendment to your PHI. In some situations, I may deny your request, and will discuss this 
process with you. The right to receive confidential communications by alternative means and at 
an alternative location. You have the right to advocate for yourself and file a complaint regarding 
privacy. I welcome open discussion regarding complaints or confusion in sessions. However, if 
you would like to file a complaint elsewhere, you may do so with:

County of San Diego Health and Human Services Agency
5001 73rd St, San Diego, CA 92115
(866) 262-9881

9. This agreement may be modified or amended as required by law or in the course of health care 
operations.
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I hereby acknowledge that I have received and reviewed the Notice of Privacy Practices for the 
psychotherapy practice of Jessica Lister, LCSW, RYT. 

_______________________________________________        ____________________
Individual or Legal Representative (print)          Date

_________________________________________________        ____________________
Signature of Individual or Legal Representative   Date
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