EVA Care Counseling

9578 Rt. 434

Vestal, NY 13760

Acknowledgement of Privacy Practices Notification
As a client of EVA Care, I affirm that I have read and received a copy of my rights under the Health Insurance Portability and Accountability Act of 1996, hereafter known as HIPAA, from EVA Care. I further affirm that I have had the opportunity to ask questions in order to clearly understand my rights under HIPAA. I affirm that I understand my rights under HIPAA.
At this time, I request that NO personal health information related to my person or any services or treatment administered by EVA Care be shared, published, or distributed in any way. I understand that EVA Care will act to protect my personal health information.
I understand that EVA Care will request my permission in writing should the need arise to share my personal health information for any reason. 
NAME:____________________________________________

Signed:____________________________________________

DATE:__________________________

