
NOTICE OF HIPPA REGULATIONS & PRIVACY

Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain
rights regarding the use and disclosure of your protected health information. By checking the
box below, you are acknowledging that you have received a copy of HIPAA Notice of Privacy
Practices.

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

I. MY PLEDGE REGARDING HEALTH INFORMATION:

I understand that health information about you and your health care is personal. I am committed
to protecting your health information. I create a record of the care and services you receive from
me. I need this record to provide you with quality care and to comply with certain legal
requirements. This notice applies to all of the records of your care generated by this mental
health care practice. This notice will tell you about the ways in which I may use and disclose
health information about you. I also describe your rights to the health information I keep about
you and describe certain obligations I have regarding the use and disclosure of your health
information. I am required by law to:

• Make sure that protected health information (“PHI”) that identifies you is kept private.

• Give you this notice of my legal duties and privacy practices with respect to health information.

• Follow the terms of the notice that is currently in effect.

• I can change the terms of this Notice, and such changes will apply to all information I have
about you. The new Notice will be available upon request, in my office, and on my website.

II. HOW I MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU:

The following categories describe different ways that I use and disclose health information. For
each category of uses or disclosures, I will explain what I mean and try to give some examples.
Not every use or disclosure in a category will be listed. However, all of the ways I am permitted
to use and disclose information will fall within one of the categories.

For Treatment Payment, or Health Care Operations: Federal privacy rules (regulations) allow
health care providers who have a direct treatment relationship with the patient/client to use or
disclose the patient/client’s personal health information without the patient’s written



authorization, to carry out the health care provider’s own treatment, payment or health care
operations. I may also disclose your protected health information for the treatment activities of
any health care provider. This too can be done without your written authorization. For example, if
a clinician were to consult with another licensed health care provider about your condition, we
would be permitted to use and disclose your personal health information, which is otherwise
confidential, in order to assist the clinician in diagnosis and treatment of your mental health
condition.

Disclosures for treatment purposes are not limited to the minimum necessary standard.
Because therapists and other health care providers need access to the full record and/or full
and complete information in order to provide quality care. The word “treatment” includes,
among other things, the coordination and management of health care providers with a third
party, consultations between healthcare providers and referrals of a patient for health care from
one healthcare provider to another.

Lawsuits and Disputes: If you are involved in a lawsuit, I may disclose health information in
response to a court or administrative order. I may also disclose health information about your
child in response to a subpoena, discovery request, or other lawful process by someone else
involved in the dispute, but only if efforts have been made to tell you about the request or to
obtain an order protecting the information requested.

III. CERTAIN USES AND DISCLOSURES REQUIRE YOUR AUTHORIZATION:

1. Provider Notes. I do keep “provider notes” as that term is defined in 45 CFR § 164.501, and
any use or disclosure of such notes requires your Authorization unless the use or disclosure
is:
a. For my use in treating you.
b. For my use in training or supervising mental health practitioners to help them improve their
skills in group, joint, family, or individual counseling or therapy.
c. For my use in defending myself in legal proceedings instituted by you.
d. For use by the Secretary of Health and Human Services to investigate my compliance with
HIPAA.
e. Required by law and the use or disclosure is limited to the requirements of such law.
f. Required by law for certain health oversight activities pertaining to the originator of the
psychotherapy notes.
g. Required by a coroner who is performing duties authorized by law.
h. Required to help avert a serious threat to the health and safety of others.

2. Marketing Purposes. As a psychotherapist, I will not use or disclose your PHI for marketing
purposes.

3. Sale of PHI. As a provider, I will not sell your PHI in the regular course of my business.



IV. CERTAIN USES AND DISCLOSURES DO NOT REQUIRE YOUR AUTHORIZATION. Subject to
certain limitations in the law, I can use and disclose your PHI without your Authorization for the
following reasons:

1. When disclosure is required by state or federal law, and the use or disclosure complies with
and is limited to the relevant requirements of such law.

2. For public health activities, including reporting suspected child, elder, or dependent adult
abuse, or preventing or reducing a serious threat to anyone’s health or safety.

3. For health oversight activities, including audits and investigations.
4. For judicial and administrative proceedings, including responding to a court or administrative

order, although my preference is to obtain an Authorization from you before doing so.
5. For law enforcement purposes, including reporting crimes occurring on my premises.
6. To coroners or medical examiners, when such individuals are performing duties authorized

by law.
7. For research purposes, include studying and comparing the mental health of patients who

received one form of therapy versus those who received another form of therapy for the
same condition.

8. Specialized government functions, including, ensuring the proper execution of military
missions; protecting the President of the United States; conducting intelligence or
counter-intelligence operations; or, helping to ensure the safety of those working within or
housed in correctional institutions.

9. For workers' compensation purposes. Although my preference is to obtain an Authorization
from you, I may provide your PHI in order to comply with workers' compensation laws.

10. Appointment reminders and health-related benefits or services. I may use and disclose your
PHI to contact you to remind you that you have an appointment with me. I may also use and
disclose your PHI to tell you about treatment alternatives, or other health care services or
benefits that I offer.

V. CERTAIN USES AND DISCLOSURES REQUIRE YOU TO HAVE THE OPPORTUNITY TO OBJECT.

1. Disclosures to family, friends, or others. I may provide your PHI to a family member, friend, or
other person that you indicate is involved in your care or the payment for your health care,
unless you object in whole or in part. The opportunity to consent may be obtained
retroactively in emergency situations.

VI. YOU HAVE THE FOLLOWING RIGHTS WITH RESPECT TO YOUR PHI:

1. The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right to ask
me not to use or disclose certain PHI for treatment, payment, or health care operations
purposes. I am not required to agree to your request, and I may say “no” if I believe it would
affect your health care.

2. The Right to Request Restrictions for Out-of-Pocket Expenses Paid for In Full. You have the
right to request restrictions on disclosures of your PHI to health plans for payment or health
care operations purposes if the PHI pertains solely to a health care item or a health care
service that you have paid for out-of-pocket in full.



3. The Right to Choose How I Send PHI to You. You have the right to ask me to contact you in a
specific way (for example, by cell or office phone) or to send mail to a different address, and I
will agree to all reasonable requests.

4. The Right to See and Get Copies of Your PHI. Other than “provider notes,” you have the right
to get an electronic or paper copy of your medical record and other information that I have
about you. I will provide you with a copy of your record, or a summary of it, if you agree to
receive a summary, within 30 days of receiving your written request, and I may charge a
reasonable, cost-based fee for doing so.

5. The Right to Get a List of the Disclosures I Have Made. You have the right to request a list of
instances in which I have disclosed your PHI for purposes other than treatment, payment, or
health care operations, or for which you provided me with an Authorization. I will respond to
your request for an accounting of disclosures within 60 days of receiving your request. The
list I will give you will include disclosures made in the last six years unless you request a
shorter time. I will provide the list to you at no charge, but if you make more than one request
in the same year, I will charge you a reasonable cost-based fee for each additional request.

6. The Right to Correct or Update Your PHI. If you believe that there is a mistake in your PHI, or
that a piece of important information is missing from your PHI, you have the right to request
that I correct the existing information or add the missing information. I may say “no” to your
request, but I will tell you why in writing within 60 days of receiving your request.

7. The Right to Get a Paper or Electronic Copy of this Notice. You have the right get a paper
copy of this Notice, and you have the right to get a copy of this notice by e-mail. And, even if
you have agreed to receive this Notice via e-mail, you also have the right to request a paper
copy of it.

CONSENT FOR TELEHEALTH CONSULTATION

1. I understand that my health care provider wishes me to engage in a telehealth consultation.
2. My health care provider explained to me how the video conferencing technology that will be

used to affect such a consultation will not be the same as a direct client/health care provider
visit due to the fact that I will not be in the same room as my provider.

3. I understand that a telehealth consultation has potential benefits including easier access to
care and the convenience of meeting from a location of my choosing.

4. I understand there are potential risks to this technology, including interruptions, unauthorized
access, and technical difficulties. I understand that my health care provider or I can
discontinue the telehealth consult/visit if it is felt that the videoconferencing connections are
not adequate for the situation.

5. I have had a direct conversation with my provider, during which I had the opportunity to ask
questions in regard to this procedure. My questions have been answered and the risks,
benefits and any practical alternatives have been discussed with me in a language in which I
understand.

CONSENT TO USE THE TELEHEALTH BY SIMPLE PRACTICE SERVICE



Telehealth by SimplePractice and Zoom is the technology service we will use to conduct
telehealth video conferencing appointments. It is simple to use and there are no passwords
required to log in. By signing this document, I acknowledge:

1. Telehealth by SimplePractice and Zoom is NOT an Emergency Service and in the event of an
emergency, I will use a phone to call 911.

2. Though my provider and I may be in direct, virtual contact through the Telehealth Service,
neither SimplePractice nor the Telehealth Service provides any medical or healthcare
services or advice including, but not limited to, emergency or urgent medical services.

3. The Telehealth application by SimplePractice Service and Zoom facilitates
videoconferencing and are not responsible for the delivery of any healthcare, medical advice
or care.

4. I do not assume that my provider has access to any or all of the technical information in the
Telehealth by SimplePractice Service – or that such information is current, accurate or
up-to-date. I will not rely on my health care provider to have any of this information in the
Telehealth by SimplePractice Service.

5. To maintain confidentiality, I will not share my telehealth appointment link with anyone
unauthorized to attend the appointment.

By signing this form, I certify:

● That I have read or had this form read and/or had this form explained to me.
● That I fully understand its contents including the risks and benefits of the procedure(s).
● That I have been given ample opportunity to ask questions and that any questions have been

answered to my satisfaction.

MANDATORY DISCLOSURE STATEMENT

LICENSE INFORMATION: Aaron Smith is a Licensed Clinical Social Worker (CSW.09926679) in
the State of Colorado. DBA Potential Within Reach, 8751 E. Hampden Ave. Suite B-9, Denver, CO
80231. Business phone: 347-504-0633.

DEGREE INFORMATION: Aaron Smith graduated with a Master of Science in Social Work -
Advanced Clinical Practice track - from Columbia University in the City of New York.

● Columbia University School of Social Work  - 05/12 M.S. Masters of
Science in Advanced Clinical Practice (3.8 GPA)

● Metropolitan State University of Denver - 05/11
B.S. Bachelor of Social Work (Magna Cum Laude)

● University of Colorado Boulder - 12/07
B.A. Political Science; Ethnic Studies



CERTIFICATIONS:

● Associate Certified Life Coach (A.C.C.), International Coaching Federation (I.C.F) - Awarded
1/10/17

● Life Coaching Certification, JST Coaching & Training Program - Completed - 9/08/16
● Certificate in Legal Reasoning, the University of Texas at San Antonio - Awarded - 8/06

TRAININGS:

● DBT Training with Marsha Linehan
● Certificate in Overdose Prevention
● Motivational Interviewing
● Domestic Violence Assessment
● De-escalation Training
● Mindfulness-Based Stress Reduction Practices (MBSR)
● Empowerment through Expressive Arts
● Heterosexism, Homo/Transphobia Training
● Empowerment through Expressive Arts
● Solution-Based Casework
● Cognitive-Behavioral Therapy

REGULATION OF THERAPISTS: The Colorado Department of Regulatory Agencies has the
general responsibility of regulating the practice of licensed psychologists, licensed social
workers, licensed professional counselors, licensed marriage and family therapists, licensed
school psychologists practicing outside the school setting, licensed or certified addiction
counselors, and unlicensed individuals who practice psychotherapy.  The practice of licensed or
registered persons and Certified School Psychologists in the field of psychotherapy is regulated
by the Department of Regulatory Agencies. The regulatory requirements for mental health
professionals include the following:

● A Registered Psychotherapist is a psychotherapist listed in the State’s database and is
authorized by law to practice psychotherapy in Colorado, but is not licensed by the state and
is not required to satisfy any standardized educational or testing requirements to obtain a
registration from the state.

● A Certified Addiction Counselor I (CAC I) must be a high school graduate or equivalent,
complete required training hours and 1,000 hours of supervised experience.

● A Certified Addiction Counselor II (CAC II) must be a high school graduate or equivalent,
complete the CAC I requirements, and obtain additional required training hours, 2,000
additional hours of supervised experience, and pass a national exam.



● A Certified Addiction Counselor III (CAC III) must have a bachelor’s degree in behavioral
health, complete CAC II requirements, and complete additional required training hours, 2,000
additional hours of supervised experience, and pass a national exam.

● A Licensed Addiction Counselor must have a clinical master’s degree, meet the CAC III
requirements, and pass a national exam.

● A Licensed Social Worker must hold a master’s degree from a graduate school of social work
and pass an examination in social work.

● A Licensed Clinical Social Worker must hold a master’s or doctorate degree from a graduate
school of social work, practice as a social worker for at least two years, and pass an
examination in social work.

● A Psychologist Candidate, a Marriage and Family Therapist Candidate, and a Licensed
Professional Counselor Candidate must hold the necessary licensing degree and be in the
process of completing the required supervision for licensure.

● A Licensed Marriage and Family Therapist must hold a master’s or doctoral degree in
marriage and family counseling, have at least two years post-master’s or one-year
post-doctoral practice, and pass an exam in marriage and family therapy.

● A Licensed Professional Counselor must hold a master’s or doctoral degree in professional
counseling, have at least two years post-master’s or one-year postdoctoral practice, and pass
an exam in professional counseling.

● A Licensed Psychologist must hold a doctorate degree in psychology, have one year of
post-doctoral supervision, and pass an examination in psychology.

The practice of licensed or registered persons in the field of psychotherapy is regulated by the
Mental Health Licensing Section of the Division of Professions and Occupations. The Board of
Licensed Professional Counselor Examiners and the Board of Addiction Counselor Examiners
can be reached at 1560 Broadway, Suite 1350, Denver, Colorado 80202, (303) 894-7800.

CLIENT RIGHTS AND IMPORTANT INFORMATION:

● You are entitled to receive information from me about my methods of therapy, the techniques
I use, the duration of your therapy (if I can determine it), and my fee structure. Please ask if
you would like to receive this information.

● You can seek a second opinion from another therapist.
● You may terminate therapy at any time, although a closing session is recommended.
● In a professional relationship (such as ours), sexual intimacy between a therapist and a client

is never appropriate. If sexual intimacy occurs, it should be reported to the Department of
Regulatory Agencies, Mental Health Section.

● Generally speaking, the information provided by and to a client during therapy sessions is
legally confidential if the therapist is a licensed psychologist, licensed social worker, licensed
professional counselor, licensed marriage and family therapist, licensed or certified addiction
counselor, or a Registered Psychotherapist. If the information is legally confidential, the
therapist cannot be forced to disclose the information without the client’s consent.

CONFIDENTIALITY AND PRIVILEGED COMMUNICATION: Information disclosed to a licensed
psychologist, licensed social worker, licensed professional counselor, licensed marriage and



family therapist, licensed or certified addiction counselor, or a Registered Psychotherapist is
privileged communication and cannot be disclosed in any court of competent jurisdiction in the
State of Colorado without the consent of the person to whom the testimony sought relates.
There are exceptions to the general rule of legal confidentiality. These exceptions are listed in
the Colorado statutes (C.R.S. 12-43-218) and include, but are not limited to:

● If your therapist has reasonable cause to suspect that a child or elder has been abused or
neglected

● If you appear to be at serious risk for hurting yourself or another
● If you are involved in a criminal proceeding (i.e. charged with a crime)
● When you or your representative files a lawsuit or grievance against the therapist

You should be aware that provisions concerning disclosure of confidential communications
shall not apply to any delinquency or criminal proceedings, except as provided in C.R.S.
13-90-107. There are exceptions that I will identify to you as the situations arise during therapy,
but these exceptions include:

● Participation in in-home therapy. I cannot guarantee the confidentiality of communications
shared in a home where other individuals may overhear the treatment session.

● Participation in services outside the office. I cannot guarantee the confidentiality of
communications shared in a public space where other individuals may overhear the
treatment session.

● Participation in virtual therapy. I cannot guarantee the confidentiality of communications
shared virtually, including via Simple Practice virtual platform, Zoom, text message (Simple
Practice client portal and Google Voice, and the telephone. These communications involve
technology over which I have no control, and other individuals may overhear the treatment
sessions.

GRIEVANCES: If you feel that your rights as a client have been violated, you may file a grievance
with the Board of Licensed Professional Counselor Examiners or the Board of Addiction
Counselor Examiners at 1560 Broadway, Suite 1350, Denver, Colorado 80202, (303) 894-7800.

LIMITS OF MY SERVICE: I do not provide emergency services. If you find yourself or your child in
a life-threatening situation, you agree to take the necessary steps to keep yourself and your child
safe, up to and including calling 911 or going to an emergency room (at your cost).

LIMITS OF COMMUNICATION: My business hours are Monday-Friday from 10 am-6 pm. If you
attempt to reach my outside of these business hours, your call will be returned within 48 hours.

● It is my policy not to email or text message with clients aside from scheduling or
administrative matters. All non-scheduling communications must take place over the phone
or in person.



● I do not connect with clients online or on any social media platform in any capacity. Any
requests that we connect on social media are inappropriate and will be denied. There are no
exceptions to this policy.

SHARED SPACE: I share office space with other professionals. However, aside from shared
space, these professionals are not in any way affiliated with my practice, nor am I affiliated with
theirs. All patient records are stored securely and separately.

Counseling Services to Minors: As of October 2019, a minor who is twelve years of age or older
may now receive psychotherapy services with or without the consent of the minor’s parent or
guardian if the minor is knowingly and voluntarily seeking those services and the services are
clinically indicated and necessary to the minor’s wellbeing. For additional information, please
request a copy of the Minor Consent Form.

I have read the preceding information, it has also been provided verbally, and I understand my
rights as a client or as the client’s responsible party.

I have read the preceding information and understand my rights as a client or as the client’s
responsible party.

EFFECTIVE DATE OF THIS NOTICE

This notice went into effect on September 20, 2013

BY CLICKING ON THE CHECKBOX BELOW I AM AGREEING THAT I HAVE READ, UNDERSTOOD
AND AGREE TO THE ITEMS CONTAINED IN THIS DOCUMENT.


