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Health Insurance Portability and Accountability Act (HIPAA) 

Consent to Disclose Information for Treatment, Payment, or Health Care Operations  
& Acknowledgement of Privacy Practices 

I hereby consent to the use or disclosure of my individually identifiable health information (“protected health 
information” or PHI), excluding psychotherapy notes, by provider Greta Zuck, PhD in order to carry out treatment, 
payment, or health care operations (TPO). My specific authorization must be obtained for disclosure of my PHI, including 
summary of psychotherapy notes, for purposes other than TPO, except in special situations. I have reviewed the Notice of 
Privacy Practices for a more complete description of the potential disclosures of such information. 

I have the right to inspect and obtain a copy of my mental health records, although I understand that the provider has the 
right to deny such request under certain circumstances.   I have the right to have a denial to inspect reviewed by a 
“reviewing official.”  A reasonable fee may be charged for providing a copy of my records.  I have the right to request 
amendments to the information in my mental health record, although I understand the provider has the right to deny such a 
request.  I have the right to request an accounting of disclosures of my PHI for purposes other than TPO and those for 
which I provided authorization.  I may submit a written privacy complaint to the address below or to the U.S. Secretary of 
the Department of Health and Human Services, without any action being taken by the provider against me and without 
any change in my treatment. 

The provider reserves the right to change the terms of its Notice of Privacy Practices at any time.  If the terms are 
changed, I may obtain a copy of the revisions by requesting a copy. 

I retain the right to request that the provider further restrict how my PHI is used or disclosed to carry out treatment, 
payment, or health care operations.  The provider is not required to agree to such requested restrictions; however, if the 
provider does agree to the requested restriction(s), such restrictions are then binding on the provider.  

At all times, I retain the right to revoke this consent. Such revocation must be submitted to the provider in writing. The 
revocation shall be effective except to the extent that the provider has already taken action in reliance on the consent. 

The provider may refuse to treat me if I (or authorized representative) do not sign the consent portion of this form (except 
to the extent that the provider is required by law to treat individuals).  If I (or authorized representative) sign the consent 
portion and then revoke consent, the provider has the right to refuse to provide further treatment to me as of the time of 
revocation (except to the extent that the provider is required by law to treat individuals). 
 
 
 
I:                  ____ CONSENT                        ____ DO NOT CONSENT 
 
TO THE RELEASE OF PROTECTED HEALTH INFORMATION FOR TREATMENT, PAYMENT, AND HEALTH 
CARE OPERATIONS. 
 
I:                   ____ HAVE                               ____ HAVE NOT 
 
HAD THE OPPORTUNITY TO REVIEW THE PROVIDERS NOTICE OF PRIVACY PRACTICES. 

 
 
______________________________________                ________________________________                ____________ 
Signature of Client (or authorized representative) 	 Please print name of client                                      Date 
 
 
__________________________________________               _______________ 
Provider: Greta Zuck, PhD, LCMHC, NCC, RPT-S 	        Date


