Rise Counseling


INTAKE PACKET

Please complete the following packet and give it to your therapist during your first session. The packet includes these documents:

· Disclosure

· HIPPA Acknowledgement

· Client Information Form

· Fee and Facility Agreements

Rise Counseling Disclosure

Thank you for choosing Rise Counseling for your counseling services. The following disclosure is designed to give you information about your time in therapy. All of the counseling staff is committed to the client’s rights of information regarding our policies including confidentiality, consent, and services. In keeping with this policy, we have listed below our various office policies for your information.  Please read through these, ask any questions you may have and sign where directed.  Thank you for allowing us to serve you.  

FULL NAMES AND CREDENTIALS OF THERAPISTS:

Michael Brackett Jr, MA, NCC
The therapists listed above are not employees of Rise Counseling but rather are independent mental health practitioners with their own private practices. Rise Counseling has carefully selected each therapist. Please talk with your individual counselor about his or her specific policies, fees, and schedule. 

CONTACT INFORMATION

You may call 706-394-1257 regarding any questions you may have. After hours, leave a voice mail message with your contact information and you will be contacted within the next business day or two. 

Rise Counseling is not a 24-hour counseling center. In an emergency, please call 911 on go to your nearest emergency room. 

You may also email mikeybrackett@me.com  (or your individual therapist) however this information is subject to the technology disclosure below. 

DISCLOSURE

The Colorado State Department of Regulatory Agencies has the responsibility of regulating the practice of licensed and unlicensed persons in the field of psychotherapy. The therapists at Rise have been trained in a variety of treatment methods and will determine which approaches and techniques would most benefit you. These results cannot be guaranteed. 

Your therapist will be able to discuss average length of treatment for conditions that are similar to yours. You have the right to ask and to know about the techniques and approach of your therapist, and you are also entitled to a second opinion. Please ask your therapist if you would like this information. You may also terminate therapy at any time without penalty, as participation in therapy is voluntary. 

In a professional relationship (such as ours), sexual intimacy between a therapist and client is never appropriate!  If such intimacy occurs, it should be immediately reported in writing to the:

Department of Regulatory Agencies,
Mental Health Section
1560 Broadway Suite #1350
Denver, CO 80202.
303-894-7766. For concerns or complaints about licensed or unlicensed mental health practitioners contact the State Grievance Board.

CONFIDENTIALITY

Generally speaking, the information provided by and to a client during therapy sessions is legally confidential. If the information is legally confidential, the therapist cannot be forced to disclose the information without the client's consent. Rise therapists and office personnel will not inform others that you are in therapy and the content of sessions will remain confidential. The only time this confidentiality may be broken is if one or more of the following exceptions/conditions apply:
· If you pose physical danger to yourself or others

· If you disclose that you or another person has physically or sexually abused a child, an incompetent or a disabled person, or an elderly person.

· If you disclose that a child, an incompetent or a disabled person, or an elderly person is suffering due to neglect.

If any of the above are disclosed in session, we are mandated by Colorado law to report such information to the appropriate State agency.

Additionally, it is important to know and understand that your information may be shared with other Rise therapists and administrators for the purposes of case consultation, supervision, billing and other administrative functions. By your signature below you authorize and release your therapist to provide this information to Rise Counseling as a whole. Your therapist may be under supervision, which means your information may be disclosed to a supervisor outside Rise Counseling. By your signature you authorize your therapist under Rise Counseling to release pertinent session information to his or her supervisor. If you have questions, please ask your individual therapist.

It is possible that you and your therapist may run into each other in a public place. Should this occur, the therapist must protect confidentiality by not acknowledging you unless you first acknowledge your therapist. If you approach your therapist, contact should be brief and no therapy material should be discussed so confidentiality can be maintained.

RISKS AND BENEFITS

It is important for you to know that therapy can be beneficial but there are also some risks. Often when processing difficult emotions, you may feel sad, angry, tired, and experience some emotional and even physical strain as a result of the intensity of the therapy process. You should let your therapist know how you are feeling and work with your therapist to contain feelings in between sessions.

TECHNOLOGY

By your signature below, you authorize Rise Counseling to contact you by phone using the number you provide at intake. If this is not a safe number to leave messages at, please let your counselor know in writing or note this on the intake packet itself. Your therapist may call you using a cell phone, this may not be completely confidential because of potential technology issues. 

Email is not the most confidential mode of communication. If you choose to use email to send information to Rise Counseling or to a therapist, you do so knowing that this information is at risk, and that your counselor may respond via email.

Text messaging is a popular form of communication. If you choose to text your therapist, this information is at risk as this is not a confidential mode of communication. Please clarify how you would like to communicate with your therapist and if you do choose to text, please keep it to a minimum and use it only for scheduling/logistic purposes.

These issues also relate to electronic payment methods. The client understands that electronic payments are also subject to potential risks of information. 

Further more Rise Counseling clinicians will not engage in social media exchanges. This includes but is not limited to the sources of Instagram, Facebook, Twitter, and the like.

Due to the nature of digital and electronic transactions and communications Rise Counseling will not be held liable for any issues that may incur as a result of their usage. 

PAYMENT

Please talk to your counselor about his or her own fee schedule. Rise Counseling therapists set their own fees with their clients. This fee is what will apply below under cancellations.

Rise Counseling accepts cash, check, or credit card payments. Please make checks payable to Michael Brackett Jr. There is a $30 returned check fee for any check that we are unable to process due to insufficient funds. 

All payments are due at the time of service unless prior arrangements have been made.

SESSIONS

Sessions are normally from 45-50 minutes in length though this may vary based on your individual treatment plan with your therapist. 

Please arrive promptly for sessions. Sessions will end at the designated time regardless of when it was started. Therapists are only required to wait 15 minutes past the scheduled time for an appointment before a no-show will be billed.

Related to sessions are the various forms of paperwork that are a part of these encounters. By signing below you agree and understand that the physical and electronic nature of these documents are at risk and that Rise Counseling upholds HIPPA policies for transport of information but is not liable or responsible for its potential loss or the risks related to there transport.
CANCELLATIONS

We understand that you may need to cancel an appointment. It is helpful for us to know if you will not be coming, so we ask that you give us 24 hours notice for any change or cancellation. Any late cancellation (less than 24 hours notice), change, or missed appointment will be charged the FULL agreed upon session rate.

AGREEMENT

I understand that, consistent with the HIPAA requirements, consent to treatment and consent to release will expire after twelve months and I may revoke such consent at will, although revocation is not retroactive. 

I have been informed of and read the preceding information and agree to it.  I authorize treatment of the person named below and agree to pay all fees for services rendered by my therapist.

If you have any questions or would like additional information, please feel free to ask.

ATTESTING THAT I UNDERSTAND THE ABOVE AND AGREE TO THERAPY UNDER THE ABOVE LIST OF DISCLOSURES I HAVE SIGNED BELOW:

CLIENT

SIGNATURE
DATE

SIGNATURE OF SPOUSE IF

FAMILY/MARITAL COUNSELING 
DATE

SIGNATURE OF PARENT OR

GUARDIAN IF CLIENT IS A MINOR 
DATE


THERAPIST:  __________________________________________________________________________DATE_____________

Notice of Privacy Practices---HIPAA Compliance

---This notice describes how your health information may be used and disclosed and how you can access this information. Please review it carefully. You have a right to a copy of this notice.

---We have always kept your health information secure and confidential. A new law requires us to continue maintaining your privacy, to give you this notice and to follow the terms of this notice.

--The law permits us to use or disclose your health information to those involved in your treatment.

--We may use or disclose your health information for payment of your services. For example, we may send a report of your progress to the insurance company.

---We may use or disclose your health information for our normal healthcare operations. For example, one of our staff will enter your information into our computer.

---We may share your medical information with our business associates, such as a billing service. We have a written contract with each business associate that requires them to protect your privacy.

---We may use your information to contact you. For example, we may call to remind you of your appointments. If you do not answer the phone, we may leave this information on your answering machine or with the person who answers the telephone.

---In an emergency, we may disclose your health information to a family member or another person responsible for your care. We may release some or all of your health information when required by law

---Except as described above, this practice will not use or disclose your health information without your prior written authorization.

---You may request in writing that we not use or disclose your health information as described above. We will let you know if we can fulfill your request.

---You have the right to know of any uses or disclosures we make with your health information beyond the above normal uses. As we will need to contact you from time to time, we will use whatever address or telephone number you prefer. You have the right to transfer copies of your health information to another practice. With your written consent we will mail or fax copies of your records to another practice.

---You have the right to see and receive a copy of your health information, with a few exceptions. A written request regarding the information you want to see is required. If you also want a copy of your records, we may charge you a reasonable fee for the copies.

---You have the right to request an amendment or change to your health information. Give us your request to make changes in writing. If you wish to include a statement in your file, please give it to us in writing. We may or may

not make the changes you request, but will be happy to include your statement in your file. If we agree to an amendment or change, we will not remove nor alter earlier documents, but will add the new information.

---lf we change any of the details of this notice, we will notify you of the changes in writing.

---You may file a complaint with the Department of Health and Human Services, 200 Independence Ave., S.W Room 509F, Washington, DC 20201. You will not be retaliated against for filing a complaint.

---This notice goes into effect as of April 14, 2003.

Acknowledgement

I have received a copy of Rise Counseling’s notice of privacy practices.

________________________________________________________    ________________________

SIGNED





   DATE

PRINT NAME

If signing as parent or guardian, please note the name of the patient __________________________

CONFIDENTIAL INTAKE INFORMATION

Client Name:____________________________
 Age:____ 
Gender:____ 
Date:_________                

Date of Birth: __________​​​​​​___​​​​___​​​​​​​​​ 
Social Security Number:________________________

Home Phone:___________________ 
Cell Phone:_______________________________

Employer:______________________
Email:___________________________________

Address of Residence:_____________________________________________________



               _____________________________________________________

County of Residence:________________________

Is Client the Responsible Party? (circle)      yes           no

Name of Responsible Party (if different than client):_____________________________

Relationship to Client:_____________________________________________________

Client/Responsible Party Billing Address:_____________________________________

                                                                 
            _____________________________________

Marital Status: (circle) Single   Married  Cohabitating  Divorced  Re-Married  Other 

Name of Spouse or Partner:_________________

Spouse or Partner’s Address:________________________________________________

                                              ________________________________________________

Phone:__________________ 
Email:________________

Occupation:________________

                         SS#:_______________________ 

DOB:___________  

Names of Children                                DOB                                       Living in the Home?

_________________________________________________​​​​​​​​​​​_____________________________________________

PLEASE COMPLETE THIS PAGE IF CLIENT IS UNDER 18

Father’s Name: _________________________ DOB:_______________SSN#:_________________________

Father’s Address (If different than client): ___________________________________________

___________________________________________

___________________________________________

Mother’s Name: ________________________ DOB:______________ SSN#:__________________________

Mother’s Address (If different than client):__________________________________________

                                                                   

__________________________________________

__________________________________________

Parents Relationship: (circle)  Married   Divorced    Separated      Never     Married

Client’s Legal Guardian(s): __________________________________________________________________

Provide contact information here if not listed elsewhere on form:

Address:_______________________________________________________________________________________

SSN#: _______________________DOB:____________Phone:____________________

If parents are not together or child is currently in foster care or adopted, who has the right to make medical decisions? ______________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

*Please provide therapist with custody and other legal paperwork needed to ensure therapist has permission by guardians to see client. Without necessary paperwork, therapist may be unable to see the client.

PAYMENT AGREEMENT

(Initial each line item and sign below)

____________ Payment is due at the time of your appointment. Cash and check are 

acceptable forms of payment.

___________ The standard fee for services is $150 per 50 minute individual, couple or family session (on the phone or in the office). Services are offered at reduced fees based on total household income. 

__________ The agreed upon fee for counseling services is $___________ per 50 minute session.

__________ A fee of $30 will be assessed for a returned check and future payments must be made in cash.

__________ Cancellations require 24 hours notice prior to the time of the appointment. You will be charged the full agreed upon fee (noted above) for cancelling appointments with less than 24 hours notice or for missing appointments without prior notice.

_________ The initial intake session will be dedicated to understanding the client’s background and current situation, assessing for immediate risks, evaluating readiness for requested therapy, providing referrals if needed, and establishing treatment goals. There may be no therapeutic counseling or intervention during the initial intake session. (The above agreed upon fee for service still applies plus an additional $15 intake-processing fee may be applied.)

_________ Phone calls in excess of 10-15 minutes will be billed to the client’s account in accordance with the standard session fee.

_________ Treatment may be interrupted or terminated; after 2 unpaid no shows, due to 2 consecutive cancellations, or after unresolved debt of 2 or more sessions.

By initialing each line item above and by signing below, I acknowledge that I understand and commit to the above Payment Agreement and enter into the agreement willingly and voluntarily.

Credit Card Information:

Card Type: ___________________   Exp. Date: ________________   CSC #: ​​​​​​​​​​​​​​____________________

Card Number: ________________________________________________________________________________

Name on Card: ​​​​​​​​_______________________________________________________________________________

Billing Address: ______________________________________________________________________________

Billing Email Address: _______________________________________________________________________

Client Name (please print):  ________________________________________________________________

Signature of Client 

or Legal Guardian:  ________________________________________________________Date:____________

Signature of Therapist: ____________________________________________________Date:____________

List of Additional Fees:

Correspondence: Letters, Summaries, Releases, and the like - $250

School related: consultation, intervention, reports, and the like - $200

Consultation: various - $140

Court: We do not offer court services at this time (please see above) but in the case of a subpoena or summon a deposit of $250 is required before service and every hour spent on related issues will be billed at $140 per hour

*For any legal/case related services a $250 non refundable deposit is required regardless of level of information needed

FACILITY POLICIES

Initial on the line provided for each statement. If client is a minor both Client and Guardian initial and sign.

1. _____ I understand that I am responsible for my children’s behavior. I agree not to leave children unattended at this facility for any reason. I understand that supervision for children is not provided before, after, or during my therapy session. I agree to pick up my children immediately after their session.

2. _____ I understand while in therapy sessions, I will not be allowed to harm myself, others, or any property. If I become a threat of harm to any of these, the authorities will be notified immediately and I will be held responsible for any damages incurred. Damages will be billed to the client accordingly.

3. _____ I am aware that Rise Counseling is not responsible for any items left in the therapy room during or after sessions. 

4. _____ I understand that my therapist is being supervised by a licensed counselor and that session material may be discussed in the context of supervision, training, and consultation.

5. _____ I agree to give Rise Counseling permission to correspond with me by letter, telephone, or by other means necessary to check on my progress after discharge.

6. _____ I understand that recommendations for nutrition, supplements, exercise, and other healthcare suggestions are not intended to replace medical advice and treatment from your primary care physician.

7. _____ I understand that occasionally Rise Counseling records and/or videos sessions. By initialing I give my permission for these to occur and confirm that this is done with my knowledge and consent.

8. _____ I/We have willingly placed my/ourselves in the program of Rise Counseling and its therapists and do authorize Rise Counseling or my therapist to act in my best interests and to perform any treatment that is deemed proper and fit.

9. _____ By means of my/our signature, I/we hereby release Rise Counseling, it’s staff, therapists, and directors from all suit, libel, damages or legal litigation of any kind that could be brought against them for any reason by us on our behalf.

10._____ I understand that Rise Counseling will not get involved in any legal proceedings of any kind including but not limited to custody disputes and divorce proceedings.

11. _____ I/We do also hereby state that this agreement and contract is to be in effect for the life of my/ourselves and that even after death this contract shall stay in effect.

I attest that I have read, reviewed, understood and agreed to abide by all of the above-initialed policies, disclosures, and acknowledgements:

____________________________                ____________________________

        Client name (PRINT)                                        Guardian Name (PRINT)

____________________________                ____________​​​​​____

         Signature of Client                                            Date

____________________________                ________________

        Signature of Guardian                                       Date

Please check all that apply to you and may be a focus of treatment:

· Anxiety 

· Depression

· Wellness/ Fitness/ Nutrition

· Life Direction or transition

· Relationships and Boundary Issues

· Lying/Manipulation

· Academic Problems 
· Behavioral Problems 
· Marital Concerns

· Dealing with Divorce

· Parenting Concerns

· Risk of harming yourself or others – Suicide/Homicide

· Anger Issues

· Developmental Problems

· Sleep Problems

· Confidence/Self-Esteem Issues

· Feeling Isolated From Others

· Afraid or Suspicious

· Losing Track of Time

· Nightmares

· Intrusive Memories

· Sexual Issues

· Stress Management

· Traumatic Experiences

· Sexual Abuse / Rape

· Physical Abuse (Including Domestic Violence)

· Emotional/Mental Abuse

· Loss of Control

· Destructive Life Patterns

· Substance Abuse or Addictions (Past and/or Present)

· Family of Origin Issues

· Career Changes

· Financial Problems

· Specific Fears or Panic

· Memory Problems

· Spirituality/Spiritual abuse 

· Other:

· Other:

· Other: 

What brings you in to therapy today?

Please describe a few details of your reason for coming in: The nature of your problem: How often, How long, Intensity, and ways of coping, include substance use/abuse. 

Please describe your personal and family medical and psychiatric history: Are there medical issues/symptoms or a history related to your reason for therapy?
What are you hoping for in your therapy experience?

What are your concerns about therapy?

Have you ever been in therapy before? If yes, was your experience positive or negative and why?

Are you open to spiritual focused counseling? What are you concepts of spirituality and God?

What was/is your family of origin like? What stands out to you about them? What is your current relationship status with your parents? (culture?)
What do you feel like is the source or could be a source of some of the difficulties you are experiencing?

NOTICE OF PRIVACY PRACTICES

Effective Date:  March 26, 2013

THIS NOTICE DESCRIBES HOW MEDICAL, UNCLUDING MENTAL HEALTH, INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. During the process of providing services to you, the provider will obtain, record, and use mental health and medical information about you that is Protected Health Information. Ordinarily that information is confidential and will not be used or disclosed, except in the specific regulatory exceptions described below. Note that the term “individual” refers to the patient or client, and the terms “Rise Counseling” and “provider” may be used interchangeably.
What is “medical information?”

The term “medical information” is synonymous with the terms “personal health information” and “protected health information” for purposes of this Notice. It essentially means any individually identifiable health information (either directly or indirectly identifiable), whether oral or recorded in any form or medium, that is created or received by a health care provider (me), health plan or other and relates to the past, present or future physical or mental health or condition of an individual (you); and the provision of health care (e.g. mental health) to an individual (you); or the past, present or future payment for the provision of health care to an individual (you).

I am a mental health care provider and I create and maintain treatment records that contain individually identifiable health information about you.  These records are generally referred to as “medical records” or “mental health records” and this notice among other things concerns the privacy and confidentially of those records and the information contained therein.

I.  Uses and Disclosures of Protected Information

A. General Uses and Disclosures Not Requiring the Individual’s Consent. Practitioner will use and disclose Protected Health Information in the following ways.

1. Treatment.  Treatment refers to the provision, coordination or management of health care, including mental health care, and related services by one or more health care providers.  For example, your provider may use your information to plan your course of treatment and consult with professional colleagues to ensure the most appropriate methods are being used to assist you.

2. Payment.  Payment refers to the activities undertaken by a health care provider, including a mental health provider, to obtain or provide reimbursement for the provision of health care.  Your provider will use your information to develop accounts receivable information, bill you, and with your consent, provide information to your insurance company or other third-party payers for services provided. The information provided to insurers and other third-party payers may include information that identifies you, as well as your diagnosis, type of service, date of service, provider name/identifier, and other information about your condition and treatment. If you are covered by Medicaid, information will be provided to the State of Colorado’s Medicaid program, including but not limited to your treatment, condition, diagnosis and services received. 

3. Health Care Operations.  Health Care Operations refers to activities undertaken by Rise Counseling that are regular functions of the management and administrative activities. For example, Rise Counseling may use or disclose your health information in monitoring service quality, staff training and evaluation, medical reviews, obtaining legal services, auditing functions, compliance programs, business planning and accreditation, certification, licensing and credentialing activities.

4. Contacting the Individual.  Rise Counseling may contact you to remind you of appointments and to tell you about treatments and other services that may be of benefit to you.

5. Required by Law.  Rise Counseling will disclose Protected Health Information when required by law or necessary for health care oversight. This includes, but is not limited to when (a) reporting child abuse or neglect; (b) a court-ordered release of information; (c) there is a legal duty to warn or take action regarding imminent danger to others; (d) the individual is a danger to self or others or gravely disabled; (e) a coroner is investigating the individual’s death; or (f) to health oversight agencies for oversight activities authorized by law and necessary for the oversight of the health care system, government health care benefit programs or regulatory compliance.

6. Crimes on the Premises or Observed by the Provider.  Crimes that are observed by Rise Counseling staff, crimes that are directed towards Rise Counseling staff or crimes that occur on the premises will be reported to law enforcement.

7. Business Associates.  Some of the functions of your provider may be provided by contracts with business associates. For example, some of the billing, legal, auditing, and practice management services may be provided by contracting with outside entities to perform those services. In those situations, Protected Health Information will be provided to those contractors as is needed to perform their contracted tasks. Business Associates are required to enter into an agreement maintaining he Protected Health Information privacy of the Protected Health Information released to them. 

8. Research.  Rise Counseling may use or disclose Protected Health Information for research purposes if the relevant limitations of the Federal HIPAA Privacy Rule are followed. 45 C.F.R. § 164.512(i).  

9. Involuntary Treatment.  Information regarding individuals who are being treated involuntarily, pursuant to law, will be shared with other treatment providers, legal entities, third-party payers and others, as necessary to provide the care and management coordination needed.

10. Family Members.  Except for certain minors, incompetent individuals or involuntarily treated individuals, Protected Health Information cannot be provided to family members without the individual’s consent.  In situations where family members are present during a discussion with the individual, and it can be reasonably inferred from the circumstances that the individual does not object, information may be disclosed in the course of that discussion. However, if the individual objects, Protected Health Information will not be disclosed.

11. Emergencies.   In life threatening emergencies Rise Counseling will disclose information necessary to avoid serious harm or death. 

B. Statements That Certain Uses and Disclosures Require Authorization.  Rise Counseling must obtain your Authorization or Consent to Release Information in order to use or disclose your Protected Health Information as follows: (1) for marketing purposes; (2) to sell your Protected Health Information to a third party; and (3) most uses and disclosures of your psychotherapy notes. 

C. Individual Authorization or Release of Information.  Your provider may not use or disclose Protected Health Information in any other way than set forth in this notice without a signed authorization. When you sign an Authorization or Consent to Release Information, it may later be revoked, provided that the revocation is in writing.  The revocation will apply except to the extent Rise Counseling has already taken action in reliance thereon.

II.  Your Rights as an Individual

A. Access to Protected Health Information.  You have a right to inspect and obtain a copy of the protected health information Rise Counseling has regarding you, in the designated record set, by making a specific request in writing. If records are used or maintained as electronic health record, you have a right to receive a copy of the protected health information maintained in the electronic health record in an electronic format. This right to inspect and copy is not absolute- in other words, I am permitted to deny access for specified reasons.  For instance, you do not have this right of access with respect to my “psychotherapy notes.”  The term “psychotherapy notes” means notes recorded (in any medium) by a health care provider who is mental health professional documenting or analyzing the contents of conversation during a private counseling session or a group, joint or family counseling session and that are separated from the rest of the individual’s medical (includes mental health) record.  The term excludes medication prescription and monitoring, counseling session start and stop times, the modalities and frequencies of treatment furnished, results of clinical tests, and any summary of the following items: diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date. There are other limitations to this right, which will be provided to you at the time of your request, if any such limitation applies. To make a request, ask your provider.

B. Amendment of your Record. You have the right to request that your provider amend your protected health information in his/her records by making a request to do so in writing that provides a reason to support the requested amendment.  Your provider is not required to amend the record if it is determined that the record is accurate and complete. There are other exceptions, which will be provided to you at the time of your request, if relevant, along with the appeal process available to you. To make a request, ask your provider. 

C. Accounting of Disclosures.  You have the right to receive an accounting of certain disclosures Rise Counseling has made regarding your protected health information.  However, that accounting does not include disclosures that were made for the purpose of treatment, payment or health care operations. In addition the accounting does not include disclosures made to you, disclosures made pursuant to a signed Authorization, or disclosures made prior to April 14, 2003.  There are other exceptions that will be provided to you, should you request an accounting. To make a request, ask your provider. 

D. Additional Restrictions. You have the right to request additional restrictions on the use or disclosure of you protected health information. Unless you pay for your services out of pocket, your provider does not have to agree to that request, and there are certain limits to any restriction, which will be provided to you at the time of your request. If you pay for a service out of pocket, you are permitted to demand that information regarding the service not be disclosed to your health plan or insurance. To make a request, ask your provider. If a request is granted, Rise Counseling will maintain a written record of the agreed upon restriction.  

E. Alternative Means of Receiving Confidential Communications. You have the right to request that you receive confidential communications of protected health information from your provider by alternative means or at alternative locations. There are limitations to the granting of such requests, which will be provided to you at the time of the request process. To make a request, ask your provider. 

F. Marketing. Rise Counseling engages in marketing and will obtain your authorization before we use your Protected Health Information to contact you with you marketing communications. 

G. Breach Notification. In the event of any breach of your unsecured Protected Health Information, Rise Counseling will notify you of such breach within sixty (60) days of the date your provider learns of the breach.

H. Copy of this Notice. You have a right to obtain another copy of this notice upon request.

III.  Additional Information

A. Privacy Laws. Rise Counseling is required by State and Federal law to maintain the privacy of protected health information. In addition, Rise Counseling is required by law to provide individuals with notice of its legal duties and privacy practices with respect to protected health information.  That is the purpose of this Notice.

B. Terms of the Notice and Changes to the Notice. Rise Counseling is required to abide by the terms of this Notice, or any amended Notice that may follow.  Rise Counseling reserves the right to change the terms of its Notice and to make the new Notice provisions effective for all protected health information that it maintains.  When the Notice is revised, the revised Notice will be posted in Rise Counseling’s office(s) and will be available upon request.

C. Complaints Regarding Privacy Rights.  If you believe your privacy rights may have been violated either by your provider or by those who are employed by Rise Counseling, you may file a complaint with your provider by providing a writing that specifies the manner in which you believe the violation occurred, the approximate date of such occurrence, and any details that you believe will be helpful. You also have the right to complain to the United States Secretary of Health and Human Services by sending your complaint to 

Regional Manager, Office for Civil Rights

U.S. Department of Health and Human Services

999 18th Street, Suite 417

Denver, Colorado 80294

Phone: (800) 368-1019

Fax: (303) 844-2025

TDD: (800) 537-7697

Neither employees of Rise Counseling nor your provider will retaliate against you in any way for filing a complaint with your provider or with the Secretary. Complaints to the Secretary must also be filed in writing and notice must be given to Rise Counseling if such a complaint is filed. 

D. Contact Information. If you have questions about this Notice or desire additional information about your privacy rights, please contact our Privacy Officer at: 

Mikey Brackett

789 N Sherman St suite 440

Denver, Colorado 80203
(706)394-1257

E. Effective Date. This Notice is effective April 1, 2017. 
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