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In Loco Parentis and Consent for Minors 

Receiving Services 

There may be times when the signature of a legally responsible person is required, but there has been no 

official action or provision for a legally-appointed designee to act on behalf of an absent parent or legal 

guardian, when written consent for his or her minor child is needed. 

The undersigned person below assumes long term parental status and responsibilities for a minor without 

formally adopting that person. Chapter 122C-3 of the General Statutes of North Carolina defines a legally 

responsible person to include a person standing “in loco parentis,” meaning someone who is acting on 

behalf of, or in the role of a parent. 

      This form is to be placed in the minor child’s record, and indicate: 

1- who acted on behalf of the minor child’s parents or legal guardian,

2- why it was necessary to invoke “In Loco Parentis,”

3- the relationship to the minor child of the person acting in loco parentis.

Minor child/client:  Date of Birth: 

Name of person acting “in loco parentis:” 
(  p l e a s e   p r i n t  )  

Relationship of this person to the minor child:  

How and why has the person named above assumed responsibility for the minor child: 

“In loco parentis” signature: Today’s  Date: 

I have encouraged the person signing this document to seek a more official designation as a legally 

responsible person, e.g., a guardianship order, adoption order, power of attorney or custody papers. 

F.S.P. Staff: Today’s  Date: 

Individuals acting in loco parentis may sign required documents as the legally responsible person on behalf of 

the child, indicating on those documents their identity and their relationship to the child near their signature. 

Client Name 

Case Number 
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INFORMED CONSENT FOR SERVICE 
Family Service of the Piedmont seeks to provide comprehensive, professional and high-quality services to a diverse 
population.  Please read the following descriptions of our services before you consent to receive services at the agency. 

As a client at Family Service of the Piedmont, you are entitled to be informed of the possible benefits of treatment.  They 
can include: 

 Improvement in mood

 A chance to discuss thoughts and feelings

 Symptom relief

 Increased coping and problem-solving skills

 Improvement in relationships

 Increased self-awareness and self-understanding

 Personal growth

Informed consent also means that you understand any possible risks of treatment, which can include: 

 When people start to talk about difficult topics, it may take some time to really feel better.

 In some cases, problems and symptoms that are the focus of treatment may not be alleviated.

 In cases where a service provider is concerned about a client harming themselves or others, including suspicion
of child abuse/neglect, a service provider is legally required to break confidentiality.

 Clients who are involved with the court system or the Department of Social Services may have less
confidentiality when talking with their service provider.

Informed consent also requires Family Service of the Piedmont to outline possible alternative treatments or habilitation 
options.  They can include: 

 Any client of Family Service of the Piedmont has the option to decline services at any time.

 A service provider may recommend that a psychotropic medication evaluation be done by a qualified physician to
help address your symptoms.

 A service provider may recommend voluntary psychiatric hospitalization in serious circumstances.

 A service provider may act to involuntarily commit a person for psychiatric hospitalization in extreme
circumstances involving risk to harm self or others.

Clients served by Family Service of the Piedmont are entitled to confidentiality when working with a service provider.  
There are some limits to confidentiality that are important to understand.  They include (please refer to your copy of 
“Client Rights” for a comprehensive list of exceptions): 

 Threats to harm self or others

 Suspicion of child abuse and/or neglect

 Clients who are involved with the court system or the Department of Social Services may have limited
confidentiality

 If a judge orders the agency to release your records and/or a subpoena is issued for your service provider

As part of this consent, Family Service of the Piedmont agrees to: 

 Provide services to enhance your and/or your family’s well-being

 Assist you and/or your family with finding other community resources if desired

 Develop a service plan with you to meet your and/or your family’s needs

 Keep accurate records of all services provided to you and/or your family

 Maintain confidentiality and honesty in an open and friendly manner

Client Name  

Case File No. 
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Also as part of this consent as a client, I agree to: 

 Meet with my service provider for scheduled appointments

 Be honest and open and treat my service provider with respect

 Help my service provider complete the assessment forms required by the program

 Sign Consent for Release of Information forms for appropriate persons and/or agencies for information that is
relevant to my receiving appropriate services

Other Special Agreements  

As part of this consent, I understand that: 

 My participation is voluntary and that I have the right to revoke this consent at any time

 I have the right to review my records and that I may add comments to those records

 I have the right to file a complaint about the quality of service I receive.  (You may receive a copy of the
Grievance Procedure from the main desk in Greensboro, High Point or Jamestown; by calling 387-6161 to have
one mailed to you; or by asking any staff member).

If you choose to withdraw your consent for services you may sign a “Withdrawal of Consent for Service” form (legal 
guardians may choose to withdraw and sign consent in cases where they consented for persons under 18).  It is your 
choice to accept or decline any services with Family Service of the Piedmont. 

I consent to receive services at Family Service of the Piedmont.  I understand that the consent is valid over the current 
course of service and expires when services are terminated.  This form and the above information have been explained to 
me; I have received a copy of the Client Rights handout and I have been given the opportunity to ask questions. 

Signature of Client or Legally Responsible Person 
_______________ 

Date 

Signature of Staff Member 
_______________ 

Date 

EMERGENCY CONTACT INFORMATION 

Please provide us with at least one emergency contact below.  Contacts will be notified ONLY if a medical emergency occurs 
during service provision by Family Service of the Piedmont. 

Name Telephone No. Relationship 

Address 

PREFERRED PHYSICIAN INFORMATION 

Please provide us with the name, address, and telephone number of your preferred physician, who will be contacted only in the 
event of an emergency. 

Name Telephone No. 

Address 



CLIENT NAME:      DOB: FSP #:      MEDICAID #: 

CONSENT FOR TELEHEALTH SERVICES 

 I understand that my health care provider wishes me to engage in a telehealth consultation.

 My health care provider explained to me how the video conferencing technology that will be used to affect such a
consultation will not be the same as a direct client/health care provider visit due to the fact that I will not be in the
same room as my provider.

 I understand that a telehealth consultation has potential benefits including easier access to care and the
convenience of meeting from a location of my choosing.

 I understand there are potential risks to this technology, including interruptions, unauthorized access, and
technical difficulties. I understand that my health care provider or I can discontinue the telehealth
consult/visit if it is felt that the videoconferencing connections are not adequate for the situation.

 I have had a direct conversation with my provider, during which I had the opportunity to ask questions in regard to
this procedure. My questions have been answered and the risks, benefits and any practical alternatives have been
discussed with me in a language in which I understand.

 I understand that if I am not also using secure/encrypted programs on my side of the communication, the
communication may not be secure.  Security laws state that I have the freedom to request or opt in to less secure
means of communication if I am aware of the risks, comfortable with them, and find it clinically helpful to do so.

CONSENT TO USE TELEHEALTH BY EchoVantage MEND 

Telehealth by EchoVantage MEND is the technology service we will use to conduct telehealth 
videoconferencing appointments. It is simple to use and there are no passwords required to log in. By 

signing this document, I acknowledge: 

 Telehealth by EchoVantage MEND is NOT an Emergency Service and in the event of an emergency, I will
use a phone to call 911.

 Though my provider and I may be in direct, virtual contact through the Telehealth Service, neither Family 
Service of the Piedmont nor the Telehealth Service provides any medical or healthcare services or advice
including, but not limited to, emergency or urgent medical services.

 The Telehealth by EchoVantage MEND facilitates videoconferencing and is not responsible for the delivery of any
healthcare, medical advice or care.

 I do not assume that my provider has access to any or all of the technical information in the Telehealth bby 

EchoVantage MEND that such information is current, accurate or up-to-date. I will not rely on my health care

provider to have any of this information in the Telehealth by EchoVantage MEND.

 To maintain confidentiality, I will not share my telehealth appointment link with anyone unauthorized to
attend the appointment.

By signing this form, I certify: 

 That I have read or had this form read and/or had this form explained to me

 That I fully understand its contents including the risks and benefits of the procedure(s).

 That I have been given ample opportunity to ask questions and that any questions have been answered to my
satisfaction.

BY SIGNING BELOW I AM AGREEING THAT I HAVE READ, UNDERSTOOD AND AGREE TO THE ITEMS
CONTAINED IN THIS DOCUMENT. 

CLIENT SIGNATURE (OR PARENT/GUARDIAN NAME) DATE SIGNED 

 CLINICIAN SIGNATURE DATE SIGNED 



CONSUMER AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED 
HEALTH INFORMATION 

Date of Birth: Medicaid Number: 

 315 E. Washington St.  407 E. Washington St.  1401 Long Street  902 Bonner Drive  401 Taylor Avenue  315-C White Oak St.

Greensboro, NC 27401 Greensboro, NC 27401 High Point, NC  27262 Jamestown, NC 27282 High Point, NC  27260 Asheboro, NC  27203 

By signing this form, I authorize FAMILY SERVICE OF THE PIEDMONT to: 

Use or Disclose to: To Receive From: 

Agency/Person: Agency/Person 

Address: Address: 

Phone: Phone: 
Person or class of persons to whom use or disclosure would be made Person or class of persons authorized to use or disclose information 

The following protected health information (Identify the information in a specific & meaningful fashion): 

Purpose of use/disclosure: 

I understand that the health information used and disclosed may include information such as HIV infection, AIDS-related conditions, 
alcohol abuse, drug abuse, psychological or psychiatric conditions. 
RE-DISCLOSURE 

Once information is disclosed pursuant to this signed authorization, I understand that the federal health privacy law (45 C.F.R. Parts 160 
& 164) protecting health information may not apply to the recipient of the information and, therefore, may not prohibit the recipient from 
re-disclosing it. Other laws, however, may prohibit re-disclosure. When this agency discloses mental health & developmental disabilities 
information protected by state law (G.S. 122C) or substance abuse treatment information protected by federal law (42 C.F.R. Part 2), or 
information collected for North Carolina Treatment Outcomes and Program Performance System (NC-TOPPS), we must inform the 
recipient of the information that re-disclosure is prohibited except as permitted or required by these two laws. Our Notice of Privacy 
Practices describes the circumstance where disclosure is permitted or required by these laws. 
NOTICE OF VOLUNTARINESS 

I understand that I may refuse to sign this authorization form. If I choose not to sign this form, I understand that Family Service of the 
Piedmont cannot deny or refuse to provide treatment on my refusal to sign, but I will be responsible for all fees that may be denied as a 
result of my refusal to sign. 
EXPIRATION 
If not revoked earlier, this authorization expires automatically upon or one year from the date it is signed, 
whichever comes earlier. 

I have read and understand the information in this authorization form and have been offered a copy: 
 Which I accept  Which I decline 

Signature of Consumer: 

Print Name: Date: 

OR 

Signature of Authorized Representative: 

Print Name: Date: 

Explain Representative’s authority to act on behalf of the Consumer: 

Signature of Witness (required if symbol or mark is used by client or 

representative) 
Date: 

REVOCATION - Sign below ONLY if you are revoking your Authorization  

I understand that, with certain exceptions, I have the right to revoke this authorization at any time. (If I want to revoke this authorization, I 
must do so in writing.) I understand I cannot stop information already released but I can stop the release of information in the future. 

Signature of Consumer: Revocation Date and Time: 

Print Name: 

Therapist Name: Revised 7/2017 

Consumer Name 

Case Number 



¨ 315 E. Washington St.
Greensboro, NC   27401

¨ 407 E. Washington St.
Greensboro, NC 27401

¨ 1401 Long St.
High Point, NC 27262

902 Bonner Dr.
Jamestown, NC 27282

¨

By signing this form, I authorize FAMILY SERVICE OF THE PIEDMONT, INC. to:        þ Use or disclose information to:
þ Obtain information from:

Name:  
Agency: Sandhills Center
Address: 1120 Seven Lakes Dr., 

West End, NC
Phone: 8002562452     Fax: 

The following protected health information is authorized to be released or obtained:
þ Identifying Information (Name, SSN, DOB, Race / Ethnicity, Address, Phone No.
þ Drug / Alcohol Diagnoses / Treatment þ Drug Screen Results
þ Comprehensive Clinical Assessment / Diagnoses þ Aftercare Plan
þ Treatment Recommendations þ Appointment Date / Time / Attendance
þ Service Plan (including adherence) þ Financial / Billing Information
¨ Psychotherapy Notes þ Medical Consultation
Other: þ Medical / Lab Reports
Purpose of use / disclosure:

þ Continuity of Care
¨ Ongoing Communication
þ Request of Client / Representative

þ Compliance with Treatment Needs
þ Verification of Services
þ Reimbursement Purposes

This information may be shared:
þWritten þ Verbally þ Electronically þ Faxed
¨ I understand that the health information used and disclosed may include information such as HIV infection, AIDS-

related conditions, alcohol use, drug use, psychological or psychiatric conditions.

RE-DISCLOSURE
¨ Once information is disclosed pursuant to this signed authorization, I understand that the federal health privacy

law (45 C.F.R. Part 164) protecting health information may not apply to the recipient of the information and 
therefore may not prohibit the recipient from re-disclosing it.  Other laws, however, may prohibit re-disclosure.  
When this agency  discloses mental health and developmental disabilities information protected by state law (G.S. 
122C) or information collected for North Carolina Treatment Outcomes and Program Performance (NC-TOPPS), we 
must inform the recipient of the information that re-disclosure is prohibited except as permitted by these two laws. 
 Our Notice of Privacy Practices describes the circumstances where disclosure is permitted or required by these 
laws.

¨ 308 Boulevard St.
High Point, NC 27262
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Consumer Authorization for Use and Disclosure 
of Protected Health Information

Client: Date of Birth:



NOTICE OF VOLUNTARINESS
¨ I understand that I may refuse to sign this authorization form.  If I choose not to sign this form, I understand that

Family Service of the Piedmont cannot deny or refuse to provide treatment on my refusal to sign, but I will be 
responsible for all fees that may be denied as a result of my refusal to sign.

EXPIRATION
¨ If not revoked earlier, this authorization expires automatically one year from the date it is signed or upon this date:

I wish to review information before it is released.¨

¨

I have read and understand the information in this authorization form and have been offered a copy, which:

I accept ¨ I decline A photocopy of this authorization is as valid as the original

¨ I am the client ¨ I am a responsible party Name: 
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Consumer Authorization for Use and Disclosure 
of Protected Health Information

Client: Date of Birth:
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Group Information 

Name: D.O.B.:
F.S.P.#:

Medicaid #: IPRS / LME #:

High Point 

Teen Empowerment Group Thursday 6pm-7pm (groups is 10 weeks long) Children’s Group Rm 

Adult Dual Diagnosis Group Tuesday/Thursday 2pm-3pm Slane Boardroom 

Adult Substance Abuse Group/Pre-contemplative Group 
Monday/Wednesday 10am 11am 

Tuesday/Thursday 5pm-6pm 
Slane Boardroom 

Seeking Safety Group *Women Only* Wednesday 2pm-3pm Slane Boardroom 

Aftercare/Continuing care Group Tuesday 5pm-6pm Slane Boardroom 

Adult Substance Abuse Family Education Group Monday 5pm-6pm Slane Boardroom 

Children’s Witness to Violence/Empowerment Group Wednesday 5pm-6pm TBD Slane Boardroom 

Mind over Mood Group (Depression) Wednesday 5pm-6pm Slane Boardroom 

Families in Transition Group (intake referral needed) 2nd and 3rd Monday of each month 6pm-8pm Slane Boardroom 

Anger Management Group (intake referral needed) Thursday 6pm-7pm Slane Boardroom 

Greensboro 

Pre-contemplative Group Wednesday 12pm-1pm Tannenbaum 4th Floor 

Adult Dual Diagnosis Group 
Monday/Wednesday 2pm-3pm 

Tuesday/Thursday 6pm-7pm 
Tannenbaum 4th Floor 

Adult Substance Abuse Group 
Monday/Wednesday 10am-11am 

Tuesday/Thursday 5pm-6pm 
Tannenbaum 4th Floor 

Seeking Safety Group *Women Only* Thursday 3pm-4pm Tannenbaum 4th Floor 

Aftercare/Continuing care Group/Double Trouble Tuesday 5pm-6pm 
3rd Floor Meeting 

Room 

Adult Substance Abuse Family Education Group Thursday 7pm-8pm 
3rd Floor Meeting 

Room 

Women’s Empowerment Group Wednesday 3pm-4pm 
3rd Floor Meeting 

Room 

Follow-up Group Wednesday 2pm-3pm 
3rd Floor Meeting 

Room 

Creative Expressions Group Friday 11am-12pm Tannenbaum 4th Floor 

Mature Women’s Group (Depression) Friday 12pm-1pm Tannenbaum 4th Floor 

Children’s Witness to Violence/Empowerment Group Mon 6pm-7pm Andres Mondragon 

Domestic Violence: Therapeutic Support Group Tuesday 11am-12pm TBD 

Parenting to healthy Families (intake referral needed) 2nd and 3rd Wed of each month 6pm-8pm Tannenbaum 4th Floor 

Anger Management Group (intake referral needed) Monday 6pm-7pm 
Tannenbaum or 3rd 

Floor Meeting Room 

Case Management Group Thursday 11am-12pm TBD 



GROUP REFERRAL FOR SUBSTANCE ABUSE / DUAL DIAGNOSIS / CONTINUING CARE GROUPS 

Date:    

Referring Therapist: 

Referral Source: Pay Source: 

Contact Number for Client:    Diagnosis: 

SAR Required?  Yes  No 

Rev. 9/2014 

Name: D.O.B.:

F.S.P.#: 
Medicaid #: IPRS / LME #: 



 

  

 
 
 

 
Rights and Responsibilities of Persons Receiving Services 

 
The Agency will afford the following rights to each person receiving services: 

• Be informed of rights.  The Agency will inform all persons receiving services of their rights during the first visit 
to our program.  Each person has the right to ask that printed information explaining their rights be provided in a 
way that person can understand.  Each person has a right to know what to do and who to call if they believe 
someone is trying to take away their rights (please see advocacy lists in division handouts). 

• Know what is expected.   The Agency will inform each person receiving services of any rules that will need to 
be followed, including rules, behavioral expectations, and other factors which could result in conclusion or 
cancellation of service and any specific time periods and conditions for resuming service.  This information is 
shared when services begin.  If this does not happen, the person is informed of grievance procedures. 

• Ask questions and have concerns addressed.  Each person receiving services has the right to ask questions 
regarding their services.  They may also file a grievance6 

• Always be treated with respect.  Employees should be courteous, attentive, and sensitive to the needs and 
values of persons receiving services.  Clients will receive services in a non-discriminatory manner and have 
the right to express and practice religious and spiritual beliefs.     

• Know the qualifications of personnel providing services.  Individuals have the right to know the 
qualifications of staff providing service. 

• Participate in service and aftercare planning.  Individuals have the right to participate in their service 
planning to the fullest extent possible. An aftercare plan provides recommendations for your care after you 
complete your treatment with Family Service.  Clients are encouraged to discuss their needs with a staff person 
before leaving the agency.  

• Get the best services possible.  Persons receiving services will receive the best care possible from 
professionals focusing on the needs of the person. 

• Confidentiality and Privacy.  Medical records, treatment plans, and any other information about the individual 
must be kept private.   

 

• Informed consent.  All necessary information (including understanding the service plan, the advantages and risks 
of the services received and other services that are available) is provided to individuals before they make a decision 
about a service.  Except during an emergency, informed consent is always the right of the individual.  The individual 
has the right to be involved in developing and reviewing his or her service plan.  This plan must be in use no later 
than 30 days after services start. 

• Accept or refuse services.  Individuals can accept or refuse any procedure, test or treatment with Family Service 
of the Piedmont.  Exceptions are during an emergency, when it is court-ordered, or if the individual is a minor and 
the parent/guardian has given permission. 

• Live as freely as possible.  Individuals have the right to live and receive services in an area that is safe 
comfortable, and suitable to their needs.  This may include receiving assistance such as a wheelchair ramp or 
reserved parking space for handicapped individuals.  Our responsibility is to help individuals achieve greater 
independence. 

• Understand his or her medication.  Individuals have a right to understand the possible side effects of medication 
and to be free from any unnecessary medication.  Medication is never used as a punishment or for the convenience 
of staff. 



 

  

Family Service of the Piedmont, Inc 

Rights and Responsibilities of Persons Receiving Services (cont’d.) 
 
 

• Review his or her own record.  Individuals have the right to review and/or copy information and add comments to 
his or her own record.  This right is denied, however, if viewing one’s record is deemed harmful by more than one 
professional.  See Section 4.4: Access to Records Policy and Procedure for more information. 

• Know the costs for services.  Fees for services are discussed with individuals at intake and are verified at the first 
visit.  Written information about service fees is provided at the first visit.  

• Be accepted for treatment.  Services cannot be denied, interrupted, or reduced without good cause.   

• Be aware of when seclusion, isolation time-out, and restraints are allowed.  Family Service of the Piedmont 
does not use seclusion, isolation time-out, or restraints.   

• Be aware of search and seizure.  All clients receiving services at Family Service of the Piedmont shall be free from 
unwarranted invasion of privacy.  Should a situation arise where the safety of the client or others in the agency is in 
question, local law enforcement agents will be immediately involved.   

• Make a complaint or grievance.  See Grievance and Appeal Policy and Procedure for more information.  
Individuals can also contact any of the advocacy groups listed below, including the Governor’s Advocacy Council for 
Persons with Disabilities (GACPD), the statewide agency designated under Federal and State law to protect and 
advocate for the rights of persons with disabilities.   

• Contact an advocate.  Advocates can help to protect your rights and resolve conflicts.  Listed below are a few of 
the organizations individuals can call to get in touch with an advocate.  Please see division handouts for additional 
advocates appropriate to each division. 

• Mental Health Association in Greensboro, 336-373-1402 

• Mental Health Association in High Point, 336-883-7480 

• Disability Rights North Carolina (DRNC)  1- 800-235-4210 

• NC Mental Health Consumer’s Organization, 1-800-326-3842 

• NC CARELINE, 1-800-662-7030 

• NAMI Guilford County, 336-370-4264 

• NAMI North Carolina, 1-800-451-9682 

• The ARC of Greensboro, 336-373-1076 

• The ARC of High Point, 336-883-0650 

• NC Council for Women, Domestic Violence Commission, 336-288-8650 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Updated 11/2010 



 

  

NOTICE OF PRIVACY PRACTICES 

Effective Date: April 14, 2003 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 

CAREFULLY. 

PER THE HIPAA ACT OF 1996, WE HAVE A LEGAL DUTY TO SAFEGUARD YOUR PROTECTED 

HEALTH INFORMATION.  We will protect the privacy of the health information that we maintain that identifies 
you, whether it deals with the provision or payment of your health care.  We must provide you with this Notice about 
our privacy practices.  It explains how, when, and why we may use and disclose your health information.  With some 
exceptions, we will avoid using or disclosing any more of your health information than is necessary to accomplish the 
purpose of the use of disclosure.  We are legally required to follow the privacy practices that are described in this 
Notice, which is currently in effect.  However, we reserve the right to change the terms of this Notice and our privacy 
practices at any time.  Any changes will apply to any of your health information that we already have.  Before we make 
an important change to our policies, we will promptly change this Notice and post a new Notice in your location of 
service.  You may also request, at any time, a copy of our Notice of Privacy Practices that is in effect at any given time, 
from our complaint officer, who can be reached at (336) 387-6161 in Greensboro or (336) 889-6161 in High Point.  You 
may view and obtain an electronic copy of this Notice on our web site at www.safeandhealthyfamilies.com.  We would 
like to take this opportunity to answer some common questions concerning our privacy practices: 

QUESTION: HOW WILL THIS ORGANIZATION USE AND DISCLOSE MY PROTECTED HEALTH 

INFORMATION? 

Answer: We use and disclose health information for many different reasons.  For some of these uses or disclosures, we 
need your specific authorization.  In the following, we describe the different categories of our uses and disclosures and 
give you some examples of each. 

A. Uses and Disclosures Relating to Treatment, Payment, or Healthcare Operations.  We may, by federal law, use 

and disclose your health information for the following: 

 
1. For Treatment: For example, we may disclose your healthcare information with another healthcare provider or 

agency related to linkage or referral, or medical history to a hospital if you need medical attention while at our 

facility, or to a residential care program we are referring you to.  Reasons for such a disclosure may be: to get 

them the medical history information they need to appropriately treat your condition, to coordinate your care, 

or to schedule necessary testing.  With the possible exception of information concerning drug and alcohol 

abuse and/or treatment, and HIV status (for which we may need your specific authorization), we may disclose 

your health information to other health care providers who are involved in your care. 

2. To Obtain Payment for Treatment: For example, we may provide certain portions of your health information 

to your health insurance company, Medicare or Medicaid, a managed care entity, or another agency in order to 

get paid for providing your service.  With the possible exception of information concerning drug and alcohol 

abuse and/or treatment, and HIV status (for which we may need your specific authorization) we may use and 

disclose necessary health information in order to bill and collect payment for the treatment that we have 

provided to you. 

3. For Health Care Operations: We may, at times, need to use and disclose your health information to run our 

organization.  For example, we may use your health information to evaluate the quality of the treatment that 

our staff has provided to you. 

We may also need to provide some of your health information to our accountants, attorneys, and consultants in 

order to make sure that we're complying with law.  Because this information concerns mental health disorders 

and/or treatment, drug and alcohol abuse and/or HIV status, we may be further limited in what we provide and 

may be required to first obtain your authorization. 
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4. Other: Occasionally we have visitors touring our facilities in consideration of services to be provided.  None of your 

individually identifiable health information will ever be disclosed to these visitors. 

 

B. Certain Other Uses and Disclosures are Permitted by Federal Law.  We may use and disclose your health information 

without your authorization for the following reasons: 
 

1. When a Disclosure is Required by Federal, State, or Local Law, in Judicial or administrative proceedings, or by 
Law Enforcement.  For example, we may disclose your protected health information if we are ordered by a court, or if 
a law requires that we report that sort of information to a government agency or law enforcement authorities, such as 
suspected child abuse. 

2. For Public Health Activities.  Under the law, we need to report information about certain diseases and about any 
deaths to government agencies that collect that information.  With the possible exception of information concerning 
HIV status (for which we may need your specific authorization), we are also permitted to provide some health 
information to the coroner or a funeral director, if necessary, after a client's death. 

3. For Health Oversight Activities.  We may need to provide your health information to the County and/or the State 

when they oversee the program in which you receive care.  We will also need to provide information to government 

agencies that have the right to inspect our offices and/or investigate healthcare practices. 

4. For Organ Donation.  If one of our clients wished to make an eye, organ, or tissue donation after their death, we may 

disclose certain necessary health information to assist the appropriate organ procurement organization. 

5. For Research Purposes.  In most situations, we will ask for your signed authorization before you participate in a 

research project.  In certain limited circumstances (for example, where approved by an appropriate Privacy Board or 

Institutional Review Board under federal law), we may be permitted to use or provide protected health information for 

a research study without your permission. 

6. To Avoid Harm.  If one of our staff members believes that it is necessary to protect you, or to protect another person 

or the public as a whole, we may provide protected health information to the police or others that may be able to 

prevent or lessen the possible harm. 

7. For Specific Government Functions.  Similarly, with the possible exception of information concerning drug and 

alcohol abuse and/or treatment, and HIV status (for which we may need your specific authorization), we may also 

disclose a client's health information for national security purposes.  We may disclose the health information of 

military personnel or veterans where required by U.S. military authorities. 

8. For Workers' Compensation.  We may provide your health information as described under the worker's compensation 

law, if your condition was the result of a workplace injury for which you are seeking workers' compensation. 

9. Appointment Reminders and Health Related Benefits or Services.  Unless you tell us that you would prefer not to 
receive them, we may use or disclose your information to provide you with appointment reminders or alternative 
programs and treatments that may help you. 

10. Fundraising Activities.  For example, if our Organization chose to raise funds to support one or more of our programs 

or facilities, or some other charitable cause or community health education program, we may use the information that 

we have about you to contact you.  If you do not wish to be contacted as part of any fundraising activities, please 

contact our Marketing & Development Department at (336) 387-6161 in Greensboro or (336) 889-6161 in High Point. 

 

C. Certain Uses and Disclosures Require You to Have the Opportunity to Object 

1. Disclosures to Family, Friends, or Others Involved in Your Care.  We may provide a limited amount of your health 

information to a family member, friends, or other person known to be involved in your care or in the payment for your 

care, unless you tell us not to do so.  For example, if a family member comes with you to your appointment and you 

allow them to come into the treatment room with you, we may disclose otherwise protected health information to them 

during the appointment, unless you tell us not to. 
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2. Disclosure to Notify a Family Member, Friend, or Other Selected Person.  When you first start in our program, we 
ask that you provide us with an emergency contact person in case something should happen to you while you are at our 
facilities.  Unless you tell us otherwise, we will disclose limited health information about you (your general condition, 
location, etc.) to your emergency contact or another available family member (for example, should you need to be 
admitted to the hospital). 

D. Other Uses and Disclosures Require Your Prior Written Authorization.  In situations other than those categories of uses 
and disclosures mentioned above, or those disclosures permitted under federal law, we will ask for your written 
authorization before using or disclosing any of your protected health information. 

 If you choose to sign an authorization to disclose any of your health information, you can later revoke it to stop further uses 
and disclosures to the extent that we haven't already taken action relying on the authorization, so long as it is revoked in 
writing (except for people receiving drug & alcohol services, when a verbal revocation is accepted). 

QUESTION: WHAT RIGHTS DO I HAVE CONCERNING MY PROTECTED HEALTH INFORMATION? 

Answer: You have the following rights with respect to your protected health information: 

A. The Right to Request Limits on Uses and Disclosures of Your Health Information.  You have the right to ask us to limit 
how we use and disclose your health information.  We will certainly consider your request, but you should know that we 
are not required to agree to it.  If we do agree to your request, we will put the limits in writing and will abide by them, 
except in the case of an emergency.  Please note that you are not permitted to limit the uses and disclosures that we are 
required or allowed by law to make. 

B. The Right to Choose How to Send Health Information to You or How We Contact You.  You have the right to ask that 
we contact you at an alternate address or telephone number (for example, sending information to your work address instead 
of your home address) or by alternate means.  We must agree to your request so long as we can easily do so. 

C. The Right to See or to Get a Copy of Your Protected Health Information.  In most cases, you have the right to look at or 
get a copy of your health information that we have, but you must make the request in writing.  A request form is available 
at your location of service.  We will respond to you within 30 days after receiving your written request.  If we do not have 
the health information that you are requesting, but we know who does, we will tell you how to get it.  In certain situations, 
we may deny your request.  If we do, we will tell you in writing, our reasons for the denial.  In certain circumstances, you 
may have a right to appeal the decision. 

 If you request a copy of any portion of your protected health information, we will charge you for the copy on a per page 
basis, only as allowed under North Carolina state law.  We need to require that payment be made in full before we will 
provide the copy to you.  If you agree in advance, we may instead be able to provide you with a summary or an explanation 
of your records.  There will be a charge for the preparation of the summary or explanation, including charge for staff time 
to develop the summary. 

D. The Right to Receive a List of Certain Disclosures of Your Health Information That We Have Made.  You have the right 
to get a list of certain types of disclosures that we have made of your health information.  This list would not include uses 
or disclosures for treatment, payment or healthcare operations, disclosures to you or with your written authorization, or 
disclosures to your family for notification purposes or due to their involvement in your care.  This list also would not 
include any disclosures made for national security purposes, disclosures to corrections or law enforcement authorities if 
you were in custody at the time, or disclosures made prior to April 14, 2003.  You may not request an accounting for more 
than a six (6)- year period. 

 
 To make such a request, we require that you do so in writing.  A request form is available upon asking at your location of 

service.  We will respond to you within 60 days of receiving your request.  The list that you may receive will include the 
date of the disclosure, the person or organization that received the information (with their address, if available), a brief 
description of the information disclosed, and a brief reason for the disclosure.  We will provide such a list to you at no 
charge; but if you make more than one request in the same calendar year, you will be charged $30 for each additional 
request that year. 
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E. The Right to Ask to Correct or Update Your Health Information.  If you believe that there is a mistake in your health
information or that a piece of important information is missing, you have a right to ask that we make an appropriate change
to your information.  You must make the request in writing, with the reason for your request, on a request form that is
available at your location of service.

We will respond within 60 days of receiving your request.  If we approve your request, we will make the change to your
health information, tell you when we have done so, and will tell others that need to know about the change.

We may deny your request if the protected health information: (1) is correct and complete; (2) was not created by us; (3) is
not allowed to be disclosed to you; or (4) is not part of our records.  Our written denial will state the reasons that your
request was denied and explain your right to file a written statement of disagreement with the denial.  If you do not wish to
do so, you may ask that we include a copy of your request form and our denial form with all future disclosures of the health
information.

QUESTION: HOW DO I COMPLAIN OR ASK QUESTIONS ABOUT THIS ORGANIZATION’S PRIVACY 

PRACTICES? 

Answer: If you have any questions about anything discussed in this Notice or about any of our privacy practices, or if you have 
any concerns or complaints, please contact your service provider or any staff member, who will direct you to the appropriate 
person.  You also have the right to file a written complaint with the Secretary of the U.S. Department of Health and Human 
Services.  All complaints or grievances must be filed within 180 days of when you knew or should have known of the 
circumstance that led to the complaint.  We cannot take any retaliatory action against you if you lodge any type of complaint. 

QUESTION: WHEN DOES THIS NOTICE TAKE EFFECT? 

Answer: This Notice takes effect on April 14, 2003. 
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