
This notice is effective and was lasted updated on 10/13/17.  I reserve the right to change the terms of this notice and the changes will apply to all 
information I have about you.  Unless I notify you of the changes, however, I am bound to the terms noted herein.  You will be notified of any 
changes by mail or in person during a regularly scheduled appointment.  Any changes will also be posted to my website.  

     Maureen L. Reardon, Ph.D., ABPP    
        Clinical and Forensic Psychologist      
         13200 Strickland Rd, Suite 331-114       
           Raleigh, NC 27613  
           (919) 800-1174; Fax (919) 823-4027 
           forensicpsych@reardonphd.com 

 
 

YOUR INFORMATION  
Your Rights & My Responsibilities 

Pursuant to the Health Information Portability and Accountability Act (HIPAA), this notice describes how psychological 
and medical information about you may be used and disclosed and how you can get access to this information.  Please 
review it carefully. 
 
Your Rights 
You have the right to: 

Get an electronic or paper copy of your medical record  
• You can ask to see or get an electronic or paper copy of your record and other health information I have about you. 

Ask me how to do this.  
• I will provide a copy or a summary of your health information, usually within 30 days of your request. I may charge a 

reasonable, cost-based fee. 
 

Ask me to correct your medical record 
• You can ask me to correct health information about you that you think is incorrect or incomplete.  
• I may say “no” to your request, but I’ll tell you why in writing within 60 days. 

 
Request confidential communications 
• You can ask me to contact you in a specific way or to send mail to a different address.    
• I will say “yes” to all reasonable requests. 

 
Ask me to limit what I use or share 
• You can ask me not to use or share certain health information for treatment, payment, or operations. I am not 

required to agree to your request, and I may say “no” if it would affect your care. 
• If you pay for a service or health care item out-of-pocket in full, you can ask me not to share that information for the 

purpose of payment or our operations with your health insurer. I will say “yes” unless a law requires us to share that 
information. 
 

Get a list of those with whom we’ve shared information 
• You can ask for a list (accounting) of the times I’ve shared your health information for six years prior to the date you 

ask, who I shared it with, and why. 
• I will include all the disclosures except for those about treatment, payment, and health care operations, and certain 

other disclosures (such as any you asked us to make). I provide one accounting a year for free but will charge a 
reasonable, cost-based fee if you ask for another one within 12 months. 

 
Get a copy of this privacy notice 
• You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. I 

will provide you with a paper copy promptly. 
 
Choose someone to act for you 
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• If you have given someone power of attorney or if someone is your legal guardian, that person can exercise your 
rights and make choices about your health information. 

• I will make sure the person has this authority and can act for you before I take any action. 
 

File a complaint if you feel your rights are violated 
• If you feel I have violated your rights, you can contact me using the information on page 1. 
• You can also file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by 

sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/. 

• I will not retaliate against you for filing a complaint. 
 
Your Choices  
 
For certain health information, you can tell me your choices about what I share. If you have a clear preference for how 
I share your information, talk to me. Tell me what you want me to do, and I will follow your instructions.   If you are not 
able to tell me your preference, for example if you are unconscious, I may go ahead and share your information if I 
believe it is in your best interest. I may also share your information when needed to lessen a serious and imminent threat 
to health or safety. 
 
I may use or disclose your health information for the purposes of treatment, payment, and healthcare operation 
purposes, ordinarily with your written authorization.  For example, I may use your health information and share it with 
other professionals who are treating you.  I also use and share your health information to bill and get payment from 
health plans or other entities.   
 
I will need to obtain additional authorization before releasing your psychotherapy notes. Psychotherapy notes are 
different from and not included in your health record, and include notes that have been made about the content of an 
individual, group, joint, or family therapy session.  
 
You may revoke any or all authorizations at any time, provided each revocation is in writing. You may not revoke an 
authorization to the extent that (1) I have already relied on that authorization; or (2) if the authorization was obtained as 
a condition of obtaining insurance coverage because the law provides the insurer the right to contest the claim under 
the policy. 
  
Please note that under North Carolina law, I may use or disclose protected health information without your consent or 
authorization under the following circumstances:  
  
• Child Abuse – If you inform me of any ongoing abuse, neglect, or maltreatment of any child, I am obliged to report 

such information to the county Department of Social Services. If asked by the Director of Social Services to turn over 
information from your records relevant to a child protective services investigation, I must do so.   

 
• Adult and Domestic Abuse – If you provide me with information that leads to reasonable belief that any disabled 

adult is in need of protective services because of abuse or neglect by another person, I must immediately report this 
to the Department of Social Services.  

 
• Health Oversight Activities – If I am the focus of an investigation/inquiry, your records may be subpoenaed by the 

North Carolina Psychology Board and other professional boards if necessary.  I will let you know if such a request has 
been received.   
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• Judicial and Administrative Proceedings – If you are involved in a court proceeding and a request is made for 
information about the professional services we provided you and/or the records thereof, such information is 
privileged under North Carolina law, and I will not release such information without the written authorization of you 
or your legally appointed representative, or a court order.  If a court order requires that your records be released, 
under law we must release them, even without your written consent or authorization.  I will let you know in advance 
if such an Order is received.  

 
• Serious Threat to Health or Safety – If I have a good faith belief that disclosure of your health information is 

necessary to prevent you or another individual from a substantial risk of imminent and serious physical injury, I may 
disclose your health information to the appropriate individuals, which may include but is not limited to family 
members, law enforcement, and/or the individual(s) at risk of harm.    

 
• Worker’s Compensation – If you file a worker’s compensation claim, I am required by law to provide your mental 

health information relevant to the claim to your employer and the North Carolina Industrial Commission. 
 

 

My Responsibilities 
 

• I am required by law to maintain the privacy and security of your protected health information.  
 

• I am required by law to inform you of my privacy practices.  
 

• I will let you know promptly if a breach occurs that may have compromised the privacy or security of your 
information. 

 
• I must follow the duties and privacy practices described in this notice and give you a copy of it.  

 
• I will not use or share your information other than as described here unless you tell me I can in writing.   

 

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html. 
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