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Name_____________________________________________________________DOB_____________________________ 

PRIVACY NOTICES 
NOTICE OF PRIVACY PRACTICES: This noOce provides informaOon on how BrightStar Health and Wellness in MA and 
Peaceful Balance Health and Wellness in PA (“The PracOce”) will use and disclose your Protected Health InformaOon (PHI). 
This noOce also explains important rights you have regarding your PHI. “The PracOce” reserves the right to change this 
Privacy NoOce at any Ome.   

USE AND DISCLOSURE OF INFORMATION: We will use and disclose your PHI for a variety of treatment, payment, and 
healthcare operaOons purposes. Such disclosure of your PHI may be made via mail, telephone, facsimile (fax), modem, 
email, and/or internet as may be necessary for “The PracOce” to conduct business for these purposes. If your PHI contains 
any privileged or addiOonally protected informaOon under State of Federal Law (such as HIV tesOng/status, mental health 
records, or sexually transmi`ed infecOon (STI) etc.) you will be asked to sign a specific authorizaOon for the release of this 
addiOonally protected informaOon. All PHI at “The PracOces” will be handled in accordance with the Health InformaOon 
Portability and Accountability Act of 1996.  

Specifics of the HIPAA of 1996 can be found  on the CDC website at  h`ps://www.cdc.gov/phlp/publicaOons/topic/
hipaa.html#:~:text=The%20Health%20Insurance%20Portability%20and,the%20paOent's%20consent%20or%20knowledge. 

RELEASE OF INFORMATION TO SPECIFIED PARTIES: I understand that I have can consent to the release of my PHI to 
specified parOes. I have indicated below my preference in the release of my PHI to specified parOes. 

� I DO NOT give permission to “The PracOce” to release my medical informaOon to anyone – with the excepOon of the 
release of my PHI in order to facilitate emergency or urgent medical care and restrict the release of that informaOon to that 
which is necessary for the treatment of said emergency.  

� I give permission to “The PracOce” to speak with and release to my PHI to the following individuals: 

Name_____________________________________________RelaOonship_______________Phone_____________________ 

Name_____________________________________________RelaOonship_______________Phone_____________________ 

Name_____________________________________________RelaOonship_______________Phone_____________________ 

RESTRICTIONS ON USE AND DISCLOSURES: You have the right to request how “The PracOce” uses and discloses your health 
informaOon for the purposes of treatment, payment, and healthcare operaOons and disclosures to family and friends. You 
also have the right to ask us to send communicaOons including your PHI to an address, phone number (text), or e-mail of 
your choice. You also have the right to advise us on how to leave communicaOons (ie. messages on a voicemail or answering 
machine, with a person who answers the phone). These instrucOon should be outlined on the communicaOons document 
included in this packet.  

Signature___________________________________________________________ Date______________________________ 

PracOce RepresentaOve_________________________________________________________________________________ 

I understand that I can revoke this consent in wriOng, except to the extent that “The PracOce” has already taken acOon in reliance 
on it. I understand that if I revoke this consent “The PracOce” may refuse to provide me with treatment. I also understand that this 
consent authorizes “The PracOce” to use and disclose all past informaOon documented in my medical record in accordance with 
the Privacy NoOces provided. _______________IniOals  
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