
 
 

 

 

HIPAA Notification Policy 2020 
  

Please review our Notice of Privacy Practices carefully. The privacy of your health information 

is important to us. This notice describes how health information about you may be used and 

disclosed and how you can get access to this information. 

 

Our Legal Duty 

  

We are required by applicable federal and state law to maintain the privacy of your health 

information. We are also required to give you this Notice about our privacy practices, our legal 

duties, and your rights concerning your health information. We must follow the privacy practices 

that are described in this Notice while it is in effect.  

 

We reserve the right to change our privacy practices and the terms of this Notice at any time, 

provided such changes are permitted by applicable law. We reserve the right to make the changes 

in our privacy practices and the new terms of our Notice effective for all health information that we 

maintain, including health information we created or received before we made the changes. Before 

we make a significant change in our privacy practices, we will change this Notice and make the new 

Notice available upon request. 

 

Uses and Disclosures of Health Information 

 

Healthcare Operations: We may use and disclose your health information in connection with our 

healthcare operations. Healthcare operations include quality assessment and improvement 

activities, reviewing the competence or qualifications of healthcare professionals, evaluating 

practitioner and provider performance, conducting training programs, accreditation, certification, 

licensing or credentialing activities. 

 

Your Authorization: In addition to our use of your health information for treatment, payment or 

healthcare operations, you may give us written authorization to use your health information or to 

disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at 

any time. Your revocation will not affect any use or disclosures permitted by your authorization 

while it was in effect. Unless you give us written authorization, we cannot use or disclose your 

health information for any reason except those described in this Notice. 

 

Marketing Health-Related Services: We will not use your health information for marketing 

communications without your written authorization. 
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Required by Law: We may use or disclose your health information when we are required to do so 

by law. 

 

Abuse or Neglect: We may disclose your health information to appropriate authorities. If we 

reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the 

possible victim of other crimes. 

 

National Security: We may disclose to military authorities the health information of Armed Forces 

personnel under certain circumstances. We may disclose to authorize federal officials health 

information required for lawful intelligence, counterintelligence, and other national security 

activities. We may disclose to correctional institutions or law enforcement officials having custody 

of protected health information of inmates or patients under certain circumstances. 

 

Your Rights 

 

Access: You have the right to look at or get copies of your health information, with limited 

exceptions. You may request that we provide copies in a format other than photocopies. We will use 

the format you request unless we cannot practically do so. (You must make a request in writing to 

obtain access to your health information. You may obtain a form to request access by using the 

contact information listed at the end of this Notice. We will charge you a reasonable cost-based fee 

for expenses such as copies, and staff time. You may also request access by sending us a letter to the 

address at the end of this Notice. If you request copies, we will charge you $.35 for each page, and 

postage if you want the copies mailed to you. If you request an alternative format, we will charge a 

cost-based fee for providing your health information in that format. If you prefer, we will prepare a 

summary or an explanation of your health information for a fee. Contact us using the information 

listed at the end of this Notice for a full explanation of our fee structure. 

 

Disclosure Accounting: You have the right to receive a list of instances in which we or our 

business associates disclosed your health information for purposes, other than treatment, payment, 

healthcare operations and certain other activities, for the last 6 years, but not before April 14, 2003. 

If you request this accounting more than once in a 12 month period, we may charge you a 

reasonable cost-based fee for responding to these additional requests. 

 

Restriction: You have the right to request that we place additional restrictions on our use or 

disclosure of your health information. We are not required to agree to these additional restrictions, 

but if we do, we will abide by our agreement (except in an emergency). 

 

Amendment: You have the right to request that we amend your health information. (Your request 

must be in writing, and it must explain why the information should be amended.) We may deny 

your request under certain circumstances. 

 

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (email), you are 

entitled to receive this Notice in written form. 
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Questions and Complaints 

 

If you want more information about our privacy practices or have questions, please contact us: 

 

Cody Carraro, Clinic Director of EBS Children’s Institute 

200 Skiles Boulevard 

West Chester, PA 19382 

Phone: 610-455-4040 

Email: Cody.Carraro@ebsunited.com 

  

If you are concerned that we may have violated your privacy rights, or you disagree with a decision 

we made about access to your health information or in response to a request you made to amend or 

restrict the use or disclosure of your health information or to have us communicate with by 

alternative means or at alternative locations, you may complain to us using the contact information 

listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of 

Health and Human Services upon request. We will provide you with the address to file your 

complaint with the U.S. Department of Health and Human Services. 

 

We support your right to the privacy of your health information. We will not retaliate in any way if 

you choose to file a complaint with us or with the U.S. Department of Health and Human Services. 

  

Parent Connections Guidelines 

 

To make this group safe, supportive, productive, and the best experience possible for group 

members, it is important for each member to make a commitment to actively attend the group. In 

doing so, you get the benefit of yours and others’ efforts. Please agree to abide by the following:  

 

Attendance: If you decide to attend any or all of the groups, please try your hardest to come on 

time. The group format works best if everyone comes at the scheduled time.  

 

Active Participation: This can mean actively listening and/or sharing your thoughts, feelings, and 

reactions in a respectful way. In general, the more you put into a group, the more you’ll get out of it. 

The group will work hard to be a safe, trusting and supportive place.  

 Zoom Etiquette 

o Mute your microphone 

 To help keep background noise to a minimum, make sure you mute your 

microphone when you are not speaking. 

o Be mindful of background noise 

 When your microphone is not muted, avoid activities that could create 

additional noise, such as shuffling papers. 

o Position your camera properly 

 If you choose to use a web camera, be sure it is in a stable position and 

focused at eye level, if possible. Doing so helps create a more direct sense of 

engagement with other participants.  
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Confidentiality: I understand that in group counseling, group members will be expected to uphold 

one another’s confidentiality. I understand that all information disclosed within session is 

confidential and may not be revealed by me about other members. The group leader cannot reveal 

information about me without my written permission except where disclosure is required by law:  

 If I present an imminent threat to myself or others.

 When there is an indication of abuse of a child, elder or dependent adult

 If I become gravely disabled

 By court subpoena

Fees: There is no fee for attendance to this group. 

I have received a copy and agree to abide by the terms of EBS Children’s Institute: 

 HIPAA Notification Policy

 Parent Connections Guidelines

I acknowledge that I have received the Notice of Privacy Practices (Notice). The Notice describes, in 

accordance with the HIPAA Privacy Regulations, how EBS Children’s Institute may use and disclose 

my child’s protected health information to carry out treatment, payment or health care operations 

and for the other specific purposes that are permitted or required by law. The Notice also describes 

my rights and EBS Children’s Institute’s duties with respect to protected health information about 

my child. 

________________________________________________________________________________ 
Printed Name 

________________________________________________________________________________  _________________________   

Signature  Date  

Consent for Videotaping and Photographing for Educational and Public Awareness Purposes 

Staff at EBS Children’s Institute are frequently asked to teach at courses, seminars or workshops.  
We often like to include videotape, slides or photos during our presentations. Additionally, we may 
occasionally use photographs to share on Social Media and for promotional purposes. 

  I Do    I Do Not give permission to be videotaped/photographed for educational and public 
relations purposes. I understand that my name and any identifying information, will not be used in 
association with these images. 

________________________________________________________________________________  _________________________   

Signature  Date  
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