
 JH Legacy Counseling, PLLC 
Joan Harris, M.A., LPC 

  
PROFESSIONAL SERVICES AGREEMENT 

  
Thank you for selecting me to help you plan your legacy. The purpose of this Agreement 
is to inform you about my professional background, professional services and business 
policies to insure that you understand our professional relationship.   
  
I am licensed by the state of Texas as a Licensed Professional Counselor (license #17015). 
I hold a Master’s Degree in Counseling and have been counseling since 1996.  I am not a 
lawyer, financial planner, investment advisor, or a Certified Public Accountant.   I will not 
give legal, financial, investment or tax advice.  Instead, I will encourage you to seek 
advice and counsel from these other professionals to help you carry out the ideas we 
discuss in our sessions. 
  
Legacy counseling is a unique combination of individual counseling, family counseling, 
and consultation that is designed to provide assistance with identifying your specific 
legacy goals.  We will identify current and future problems that may have an impact on 
your desired goals.  With your input, I will help you understand and find solutions to 
problems and obstacles that may have an impact on your legacy.  I will personally provide 
all professional services under this Agreement. 
  
The primary purpose for our work together will be to help you plan a meaningful legacy.   
The planning will begin with identifying your goals.  We will discuss how to achieve those 
goals in light of your family’s existing relational dynamics, and we will discuss innovative 
ways to approach the formulation of your legacy.  We will keep in mind any existing time 
constraints and will decide when to put the plan in action to achieve your goals.   This 
process will require a very active effort on your part.   
  
My services will be provided in a fairly standard format that will begin with a session to 
assess your individual situation, family structure and goals.  This session, which is charged 
on an hourly basis and usually lasts 3-4 hours, will take place in your home or my office.   
  
Following this first intensive session, you may need time to process the information we 
discussed as well as time to follow through with the course(s) of action that were agreed 
upon in the session.  Several follow-up one hour sessions (by telephone or in person) 
may be necessary after the initial meeting to finalize your plan and revisit your goals.  
This entire process can often take anywhere from a month or two to a year or more.   
The length of time needed to identify and finalize your legacy is dependent on your level 
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of participation and follow-through in coordinating the matters we discuss with other 
professionals.  
  
I am a therapist by training and will use a variety of counseling techniques and problem-
solving measures to assist you in the identification of your goals and the plan to achieve 
them.  If your situation requires a more definitive technique or approach, I will discuss 
that with you and we will agree how to proceed. 
  
If, during our work together, it becomes apparent to me that there are unresolved 
physical, emotional or mental health issues that require attention, I reserve the right to 
terminate our professional relationship and refer you to other health care professionals 
for evaluation and treatment.  By your signature below, you acknowledge that you have 
been advised of this position and you agree to abide by it. 
  
Professional Fees 
  
The hourly fee for my services in this capacity will be $375.00 an hour.  Amendments or 
adjustments to this fee might apply when services are requested outside the Texas Hill 
Country area.   Payment for my professional services will be due at the time the services 
are provided, unless we have made other arrangements in advance.    All payments will 
be made in cash or by check, and I will provide a receipt. It is unlikely that these services 
will be covered by your insurance as no diagnosis will be identified.  Please note that I 
will not file any insurance claims on your behalf.  By your signature below, you 
acknowledge that you have been advised of this matter and you have agreed to proceed. 
  
Process 
  
The process of helping you address the legacy you want to leave your family and loved 
ones is unique in that it can be the catalyst for clarifying your wishes.   Often this process 
proves to be exciting and liberating, and other times it may be stressful and challenging.   
This range of emotions is normal and part of the process of planning your legacy. 
  
Professional Records 
  
I will keep a file with intake information, and notes about our sessions.  My notes are not 
psychotherapy notes.  We will not be addressing mental or emotional conditions or 
problems, and I will not be providing a diagnosis.  Rather, they are notes of the matters 
discussed during our time together, your decisions, your consultation with other 
professionals, and a description of how you desire to achieve your legacy goals.  My 
notes are primarily for my use and are designed to help me track our discussions and  
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serve you better.   I encourage you to write down your thoughts and ideas during the 
sessions so you will have your own personal notes to refer to afterwards.    
  
Following each session, I will send you a brief letter to recap the matters discussed and 
the action plan, as well as a time frame for the next session.   I will not prepare a detailed 
narrative of all the matters discussed in our meetings and you agree that you will not 
request such a narrative from me. 
  
The work we will do in this area is not like regular mental health counseling or 
psychotherapy.  I will keep the information that I am required to keep by law.   Under 
Texas law, I am required to provide you with copies of my records within 15 days of 
receiving a written request.   That means that if you want a copy of my records, you must 
send me a letter and tell me what you want from my file.  I will send you the requested 
records at no charge. 
  
Termination 
  
There may be times when a client decides that he/she would rather work with someone 
else.  At other times, I may recognize that I am not the proper person to assist a client 
with a particular problem.  If it is reasonably clear to me that I am not the most 
appropriate person to help you with your particular circumstances, or if it appears to me 
that you are not benefitting from our professional relationship and work together, I will 
end our professional relationship and refer you to another counselor.  Should this occur, I 
will send you a letter and provide the names of other professionals (including therapists) 
who may be able to assist you. 
  
Plan for Custody and Control of Records 
  
I am required by law to establish a plan for the custody and control of my records in the 
event of my death or incapacity.  I have established a plan to address the custody of my 
records in such an event.  In the event of my death, my executor will be provided with 
instructions on how to close my practice and notify my clients.  In the event of my 
disability or retirement, you will be notified how to obtain copies of your records from 
my office. 
  
Complaints 
  
In the event that you have a problem with my services, I would prefer to discuss it with 
you personally and make a concerted effort to move toward a reasonable solution that is 
acceptable to you.   If you determine that you wish to lodge a formal complaint regarding 
your counseling experience, you may call or write to:  
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Texas State Board Of Examiners of Professional Counselors 
Mail Code 1982 
P.O. Box 149347 
Austin, Texas 78714-9347 
Telephone: (800) 942-5540 
  
Limits on Confidentiality 
  
As a Licensed Professional Counselor, I am bound by the laws of the State of Texas and 
the Rules of the Texas State Board of Examiners of Professional Counselors.  You should 
be aware that there are limits to the confidentiality of our communications. 
  
Generally, privacy laws protect the confidentiality of all communication between you and 
your counselor. As a professional, I maintain the strictest ethical standards of 
confidentiality in my practice.  However, there are legal exceptions to confidentiality and 
situations where I may be required to disclose information about our counseling to third 
parties.  It is my policy to work only with those clients who understand and  acknowledge 
the limits of confidentiality under Texas law. 
   
1. If I receive a subpoena or a Court Order to produce my records or testify in court, I 

will obey the subpoena or Court Order regardless of whether or not you want me to 
do so.   
 

2. If at any time I believe that a child, an elderly person, or disabled person is being 
abused or neglected, I am required to file a report with the appropriate agency within 
48 hours.  If the abuse or neglect occurred some time ago, I may still be required to 
make the report if the child is under the age of 18 or the elderly/disabled person may 
still be vulnerable.   I will make these legally required reports regardless of your 
wishes.  
 

3. If I believe that a client is threatening serious bodily harm to another person, I may 
report the situation to medical or law enforcement personnel.   I may also personally 
contact any person who may be in danger and warn that person accordingly.  By your 
signature below, you agree that any such report would not be an unauthorized 
disclosure of confidential information. 
 

4. If a client threatens to harm him/herself,  I may report the situation to medical or law 
enforcement personnel.   I may also report the situation to family members or others 
who can provide protection and assistance.   By your signature below, you agree that 
any such report would not be an unauthorized disclosure of confidential information.    
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5. I will release information from your file when you provide written request or 
authorization to release information.  

  
As we work together, any specific exceptions to confidentiality will be identified as they 
arise.  
  
Finally, in an attempt to gain other perspectives and ideas as to how to best help you 
reach your goals, I may consult with other professionals.   These consultations are 
conducted in such a way that complete confidentiality is maintained, and no “identifying 
information” is ever shared in these consultations with other professionals.  
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JH Legacy Counseling, PLLC 
150 East Main Street, Ste. 305 
Fredericksburg, Texas 78624 

Phone:  (830) 456-3189 
  

NOTICE OF PRIVACY PRACTICES 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.   
PLEASE REVIEW THIS NOTICE CAREFULLY. 

 
Your health record contains personal information about you and your health.  This information, which may 
identify you and relates to your past, present or future physical or mental health or condition and related 
health care services, is referred to as Protected Health Information (“PHI”).  This Notice of Privacy Practices 
describes how we may use and disclose your PHI in accordance with applicable law.  It also describes your 
rights regarding how you may gain access to and control your PHI.   
  
We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties 
and privacy practices with respect to PHI.  We are required to abide by the terms of this Notice of Privacy 
Practices.  We reserve the right to change the terms of our Notice of Privacy Practices at any time.  Any 
new Notice of Privacy Practices will be effective for all PHI that we maintain at that time.  We will provide 
you with a copy of the revised Notice of Privacy Practices by posting a copy on our website, sending a copy 
to you in the mail upon request, or providing one to you at your next appointment. 

  
HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU: 
For Treatment.  Your PHI may be used and disclosed by those who are involved in your care for the 
purpose of providing, coordinating, or managing your health care treatment and related services.  This 
includes consultation with clinical supervisors or other treatment team members.  We may disclose PHI to 
any other consultant only with your authorization. 

  
For Payment.  We may use or disclose PHI so that we can receive payment for the treatment services 
provided to you.  This will only be done with your authorization.  Examples of payment-related activities 
are: making a determination of eligibility or coverage for insurance benefits, processing claims with your 
insurance company, reviewing services provided to you to determine medical necessity, or undertaking 
utilization review activities.  If it becomes necessary to use collection processes due to lack of payment for 
services, we will only disclose the minimum amount of PHI necessary for purposes of collection. 
  
For Health Care Operations.  We may use or disclose, as needed, your PHI in order to support our business 
activities including, but not limited to, quality assessment activities, employee review activities, reminding 
you of appointments, to provide information about treatment alternatives or other health related benefits 
and services, licensing, and conducting or arranging for other business activities.  For example, we may 
share your PHI with third parties that perform various business activities (e.g., billing or typing services) 
provided we have a written contract with the business that requires it to safeguard the privacy of your PHI.  
For training or teaching purposes PHI will be disclosed only with your authorization. 

  
Required by Law.  Under the law, we must make disclosures of your PHI to you upon your request.  In 
addition, we must make disclosures to the Secretary of the Department of Health and Human Services for 
the purpose of investigating or determining our compliance with the requirements of the Privacy Rule. 
  
Following is a list of the categories of uses and disclosures permitted by HIPAA without an authorization. 
  
Abuse and Neglect  Judicial and Administrative Proceedings 
Emergencies   Law Enforcement 
National Security   Public Safety (Duty to Warn) 
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Without Authorization.  Applicable law and ethical standards permit us to disclose information about you 
without your authorization only in a limited number of other situations.  The types of uses and disclosures 
that may be made without your authorization are those that are: 
  
Required by law, such as the mandatory reporting of child abuse or neglect or mandatory government 
agency audits or investigations (such as the social work licensing board or health department) 
Required by Court Order 
Necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the 
public.  If information is disclosed to prevent or lessen a serious threat, it will be disclosed to a person or 
persons reasonably able to prevent or lessen the threat, including the target of the threat. 
  
Verbal Permission.  We may use or disclose your information to family members that are directly involved 
in your treatment with your verbal permission. 
  
With Authorization.  Uses and disclosures not specifically permitted by applicable law will be made only 
with your written authorization, which may be revoked. 
  
YOUR RIGHTS REGARDING YOUR PHI 
  
You have the following rights regarding your personal PHI maintained by our office.  To exercise any of 
these rights, please submit your request in writing to our Privacy Officer,_JOAN HARRIS , at 1241 S, St, Hwy 
16, Suite 3, Fredericksburg, Texas 78624.  
  
Right of Access to Inspect and Copy.  You have the right, which may be restricted only in exceptional 
circumstances, to inspect and copy PHI that may be used to make decisions about your care.  Your right to 
inspect and copy PHI will be restricted only in those situations where there is compelling evidence that 
access would cause serious harm to you.  We may charge a reasonable, cost-based fee for copies. 
Right to Amend.  If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to 
amend the information, although we are not required to agree to the amendment. 
Right to an Accounting of Disclosures.  You have the right to request an accounting of certain of the 
disclosures that we make of your PHI.  We may charge you a reasonable fee if you request more than one 
accounting in any 12-month period. 
Right to Request Restrictions.  .  You have the right to request a restriction or limitation on the use or 
disclosure of your PHI for treatment, payment, or health care operations.  We are not required to agree to 
your request unless the request is to restrict disclosure of PHI to a health plan for purposes of carrying out 
payment or health care operations, and the PHI pertains to a health care item or service that you paid for 
out of pocket. In that case, we are required to honor your request for a restriction.   
Right to Request Confidential Communication.  You have the right to request that we communicate with 
you about medical matters in a certain way or at a certain location. 
Breach Notification. If there is a breach of unsecured protected health information concerning you, we 
may be required to notify you of this breach, including what happened and what you can do to protect 
yourself 
Right to a Copy of this Notice.  You have the right to a copy of this notice. 
  
COMPLAINTS 
  
If you believe we have violated your privacy rights, you have the right to file a complaint in writing with 
__Joan Harris , our Privacy Officer, at 1241 S. Stare Hwy 16, Suite 3, Fredericksburg, TX 78624, or with the 
Secretary of Health and Human Services at 200 Independence Avenue, S.W., Washington, D.C. 20201, or 
by calling (202) 619-0257.  We will not retaliate against you for filing a complaint.   
  
The effective date of this Notice is __June 1, 2014_. 
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JH Legacy Counseling, PLLC 
150 East Main Street, Ste. 305 
Fredericksburg, Texas 78624 

  
Phone: (830) 456-3189 

  
Notice of Privacy Practices 

Receipt and Acknowledgment of Notice 
  
 
Patient/Client Name:____________________________________________ 
DOB: _____________________________ SSN:_________________________ 
  
I hereby acknowledge that I have received and have been given an opportunity to read a 
copy of ___________________________________ Privacy Practices.  I understand that if 
I have any questions regarding the Notice or my privacy rights, I can contact the Privacy 
Officer at ____________________________________________. 
  
_________________________________ 
Signature of Patient/Client 
  
  
_________________________________ 
Signature or Parent, Guardian or 
Personal Representative 
  
_________________________________ 
Date     
__________________________________________________________________ 
* If you are signing as a personal representative of an individual, please describe your 
legal authority to act for this individual (power of attorney, healthcare surrogate, etc.). 
  
  
      Patient/Client Refuses to Acknowledge Receipt: 
  
__________________________________________________________________ 
Signature of Staff Member   Date 
  
 
 

PRINT, FILL OUT, SIGN, AND RETURN TO JH LEGACY COUNSELING 
 

8 



9 

Acknowledgement 
  
Because of the potentially sensitive nature of legacy counseling, I ask you to agree to and 
initial the following statement:  
  
______ I have chosen to seek legacy counseling from Joan Harris as a way to identify 
and achieve the goals I have set for the legacy I have chosen.  The decisions I may make 
regarding my legacy are my own decisions.  Joan Harris is not responsible for any 
decisions that I make regarding the planning of my legacy.   
  
By your signature below, you are confirming that you are responsible for your own 
decisions, and you release me from any responsibility for how you design your own 
legacy. 
  
Informed Consent 
  
By signing below, you confirm that you have read the Professional Services Agreement 
carefully; you understand the nature and terms of the proposed professional relationship 
with JH Legacy Counseling, PLLC and Joan Harris, M.A., LPC; and you agree to abide by 
the terms of this agreement.   We both agree that a copy of this Agreement shall be given 
the same force and effect as the original.  Finally, by signing below, you give your 
informed consent for the professional services to be provided by JH Legacy Counseling, 
PLLC and Joan Harris, M.A., LPC.   

  
___________________________________  _________________ 
Signature    Date 
  
  
______________________________________________________ 
Printed Name 
  

  
 
 
 
 
 
 

PRINT, FILL OUT, SIGN, AND RETURN TO JH LEGACY COUNSELING 
 



JH LEGACY COUNSELING, PLLC 
Joan Harris, M.A., LPC 

  
Client Information 

Name:______________________________________________ Today’s Date:_________ 
Street Address:____________________________________________________________ 
City:_________________________________State:________________Zip:____________ 
Telephone: (hm)__________________(wk)________________(cell):_________________ 
Age:____________Date of Birth:_____________________ Sex: Male_____Female_____ 
  
Marital Status: Single___Divorced___Separated___Married___Engaged___Widowed___ 
  
Number of Marriages and length of each:_______________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
  
Occupation:______________________________________________________________ 
  
Education:________________________________________________________________ 
________________________________________________________________________ 
  
Person who referred you:____________________________________________________ 
  
Name of Attorney:_________________________________________________________ 
  
Name of CPA:_____________________________________________________________ 
  
Immediate Family Members (Parents, Children, Spouse, Dependents): 
   
Names        Age   Relationship                    
________________________   _________   ____________________________________ 
________________________   _________   ____________________________________ 
________________________   _________   ____________________________________ 
________________________   _________   ____________________________________ 
________________________   _________   ____________________________________ 
________________________   _________   ____________________________________ 
________________________   _________   ____________________________________ 
________________________   _________   ____________________________________ 
 
 
 

PRINT, FILL OUT, SIGN, AND RETURN TO JH LEGACY COUNSELING 
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JH LEGACY COUNSELING, PLLC 
Joan Harris, M.A., LPC 

 
Client Information 

  
Briefly describe your reasons for seeking legacy counseling: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
  
Is there significant conflict within your family?  Is so, please describe: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
  
Have you filed or been party of any lawsuits against family members? 
  
Yes_____________________________ No_______________________ 
  
Is there pending or contemplated litigation against family members 
  
Yes_____________________________ No_______________________ 
  
If the answer to either of the preceding questions is “yes,” please explain below: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
  
Is there any other information you think is important for me to know? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
 

PRINT, FILL OUT, SIGN, AND RETURN TO JH LEGACY COUNSELING 
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JH LEGACY COUNSELING, PLLC 
Joan Harris, M.A., LPC 

  
Client Information 

 

 
I understand that Joan Harris, LPC is relying on the information provided in this Client 
Information form in providing services to me.  I further understand that it is necessary to 
be truthful and accurate in answering the questions on this form.  By my signature below, 
I confirm that the information provided on this form is accurate.  I also agree to notify 
Joan Harris, LPC if any of the information provided on this form changes during the time 
frame that she is providing services to me. 
  
  
  
__________________________________  _________________ 
Signature    Date 
  
  
______________________________________________________ 
Printed Name 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PRINT, FILL OUT, SIGN, AND RETURN TO JH LEGACY COUNSELING 
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AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION 
Developed for Texas Health & Safety Code § 181.154(d) 

effective June 2013 

Please read this entire form before signing and complete all the 
sections that apply to your decisions relating to the disclosure 
of protected health information. Covered entities as that term is 
defined by HIPAA and Texas Health & Safety Code § 181.001 must 
obtain a signed authorization from the individual or the 
individual’s legally authorized representative to electronically 
disclose that individual’s protected health information. 
Authorization is not required for disclosures related to 
treatment, payment, health care operations, performing certain 
insurance functions, or as may be otherwise authorized by law. 
Covered entities may use this form or any other form that 
complies with HIPAA, the Texas Medical Privacy Act, and other 
applicable laws. Individuals cannot be denied treatment based 
on a failure to sign this authorization form, and a refusal to sign 
this form will not affect the payment, enrollment, or eligibility for 
benefits. 

NAME OF PATIENT OR INDIVIDUAL 
____________________________________________________ 
Last  First  Middle 
 
OTHER NAME(S) USED  
_________________________________________ 
 
DATE OF BIRTH Month________Day________ Year__________ 
 
ADDRESS ___________________________________________ 
____________________________________________________ 
CITY ___________________STATE_______ ZIP______________ 
 
PHONE(_____)___________ALT. PHONE (_____)____________ 
EMAIL ADDRESS (Optional): _____________________________ 

I AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL’S PROTECTED HEALTH 
INFORMATION: 
 
Person/Organization Name ______________________________________________ 
Address  ______________________________________________________________ 
City __________________________________ State ________ Zip Code __________ 
Phone (_______)_________________Fax (_______)______________________ 
WHO CAN RECEIVE AND USE THE HEALTH INFORMATION? 
Person/Organization Name _______________________________________________ 
Address  ______________________________________________________________ 
City ___________________________________ State ________ Zip Code __________ 
Phone (_______)_________________Fax (_______)___________________________ 

REASON FOR DISCLOSURE 
(Choose only one option below) 
 Treatment/Continuing 
 Medical Care 
 Personal Use 
 Billing or Claims 
 Insurance 
 Legal Purposes 
 Disability Determination 
 School 
 Employment 
 Other  ______________________ 

WHAT INFORMATION CAN BE DISCLOSED? Complete the following by indicating those items that you want disclosed.  The signature of a 
minor patient is required for the release of some of these items. If all health information is to be released, then check only the first box. 

    All health information History/Physical Exam           Past/Present Medications          Lab Results 
     Physician’s Orders Patient Allergies                Operation Reports           Consultation Reports 
     Progress Notes   Discharge Summary               Diagnostic Test Reports                       EKG/Cardiology Reports 
     Pathology Reports Billing Information                Radiology Reports & Images               Other________________ 
Your initials are required to release the following information: 
______Mental Health Records (excluding psychotherapy notes)              ______Genetic Information (including Genetic Test Results) 

______Drug, Alcohol, or Substance Abuse Records                ______ HIV/AIDS Test Results/Treatment 

EFFECTIVE TIME PERIOD. This authorization is valid until the earlier of the occurrence of the death of the individual; the individual 
reaching the age of majority; or permission is withdrawn; or the following specific date (optional): Month _____ Day _____ Year _____ 
RIGHT TO REVOKE: I understand that I can withdraw my permission at any time by giving written notice stating my intent to revoke 
this authorization to the person or organization named under “WHO CAN RECEIVE AND USE THE HEALTH INFORMATION.” I understand 
that prior actions taken in reliance on this authorization by entities that had permission to access my health information will not be 
affected. 
SIGNATURE AUTHORIZATION: I have read this form and agree to the uses and disclosures of the information as described. I 
understand that refusing to sign this form does not stop disclosure of health information that has occurred prior to revocation or that is 
otherwise permitted by law without my specific authorization or permission, including disclosures to covered entities as provided by 
Texas Health & Safety Code § 181.154(c) and/or 45 C.F.R. § 164.502(a)(1). I understand that information disclosed pursuant to this 
authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal or state privacy laws. 
SIGNATURE X_____________________________________________________ ______________________ 
Signature of Individual or Individual’s Legally Authorized Representative  DATE 
Printed Name of Legally Authorized Representative (if applicable): _______________________________________________________ 
If representative, specify relationship to the individual: ¨ Parent of minor ¨ Guardian ¨ Other ________________________________ 
A minor individual’s signature is required for the release of certain types of information, including for example, the release of 
information related to certain types of reproductive care, sexually transmitted diseases, and drug, alcohol or substance abuse, and 
mental health treatment (See, e.g., Tex. Fam. Code § 32.003). 
SIGNATURE X_____________________________________________________ ________________________ 
Signature of Minor Individual    DATE 
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Important Information About the Authorization to Disclose Protected Health Information 
Developed for Texas Health & Safety Code § 181.154(d) 

effective June 2013 

  
The Attorney General of Texas has adopted a standard Authorization to Disclose Protected Health Information in accordance with 
Texas Health & Safety Code § 181.154(d). This form is intended for use in complying with the requirements of the Health Insurance 
Portability and Accountability Act and Privacy Standards (HIPAA) and the Texas Medical Privacy Act (Texas Health & Safety Code, 
Chapter 181). Covered Entities may use this form or any other form that complies with HIPAA, the Texas Medical Privacy Act, and 
other applicable laws. 

 
Covered entities, as that term is defined by HIPAA and Texas Health & Safety Code § 181.001, must obtain a signed authorization from 
the individual or the individual’s legally authorized representative to electronically disclose that individual’s protected health 
information. Authorization is not required for disclosures related to treatment, payment, health care operations, performing certain 
insurance functions, or as may be otherwise authorized by law . (Tex. Health & Safety Code §§ 181.154(b),(c), § 241.153; 45 C.F.R. §§ 
164.502(a)(1); 164.506, and 164.508). 
 
The authorization provided by use of the form means that the organization, entity or person authorized can disclose, communicate, or 
send the named individual’s protected health information to the organization, entity or person identified on the form, including 
through the use of any electronic means. 

 
Definitions - In the form, the terms “treatment,” “healthcare operations,” “psychotherapy notes,” and “protected health information” 
are as defined in HIPAA (45 CFR 164.501). “Legally authorized representative” as used in the form includes any person authorized to act 
on behalf of another individual. (Tex. Occ. Code § 151.002(6); Tex. Health & Safety Code §§ 166.164, 241.151; and Tex. Probate Code § 
3(aa)). 

Health Information to be Released - If “All Health Information” is selected for release, health information includes, but is not limited 
to, all records and other information regarding health his tory, treatment, hospitalization, tests, and outpatient care, and also 
educational records that may contain health information. As indicated on the form, specific authorization is required for the release of 
information about certain sensitive conditions, including: 
• Mental health records (excluding “psychotherapy notes” as defined in HIPAA at 45 CFR 164.501). 
• Drug, alcohol, or substance abuse records. 
• Records or tests relating to HIV/AIDS. 
• Genetic (inherited) diseases or tests (except as may be prohibited by 45 C.F.R. § 164.502). 

 
Note on Release of Health Records - This form is not required for the permissible disclosure of an individual’s protected health 
information to the individual or the individual’s legally authorized representative. (45 C.F.R. §§ 164.502(a)(1)(i), 164.524; Tex. Health & 
Safety Code § 181.102). If requesting a copy of the individual’ s health records with this form, state and federal law allows such access, 
unless such access is determined by the physician or mental health provider to be harmful to the individual’s physical, mental or 
emotional health. (Tex. Health & Safety Code §§ 181.102, 611.0045(b); Tex. Occ. Code § 159.006(a); 45 C.F.R. § 164.502(a)(1)). If a 
healthcare provider is specified in t he “Who Can Receive and Use The Health Information” section of this form, then permission to 
receive protected health information also includes physicians, other health care providers (such as nurses and medical staff) who are 
involved in the individual’s medical care at that entity’s facility or that person’s office, and health care providers who are covering or on 
call for the specified per son or organization, and staff members or agents (such as business associates or qualified services 
organizations) who carry out activities and purposes permitted by law for that specified covered entity or person. If a covered entity 
other than a healthcare provider is specified, then permission to receive protected health information also includes that organization’s 
staff or agents and subcontractors who carry out activities and purposes permitted by this form for that organization. Individuals may 
be entitled to restrict certain disclosures of protected health information related to services paid for in full by the individual (45 C.F.R. § 
164.522(a)(1)(vi)). 
 
Authorizations for Sale or Marketing Purposes - If this authorization is being made for sale or marketing purposes and the covered 
entity will receive direct or indirect remuneration from a third party in connection with the use or disclosure of the individual’s 
information for marketing, the authorization must clearly indicate to the individual that such remuneration is involved. (Tex. Health & 
Safety Code §181.152, .153; 45 C.F.R. § 164.508(a)(3), (4)). 
Limitations of this form - This authorization form shall not be used for the disclosure of  Charges - Some covered entities any 
health information as it relates to: (1) health benefits plan enrollment and/or related may charge a retrieval/processing 
enrollment determinations (45 C.F.R. § 164.508(b)(4)(ii), .508(c)(2)(ii); (2) psychotherapy fee and for copies of medical notes 
(45 C.F.R. § 164.508(b)(3)(ii); or for research purposes (45 C.F.R. § 164.508(b)(3)(i)). records.  (Tex. Health & Safety Code 
     § 241.154). 
Use of this form does not exempt any entity from compliance with applicable federal Right to Receive Copy - The 
or state laws or regulations regarding access, use or disclosure of health information  individual and/or the individual’s or 
other sensitive personal information (e.g., 42 CFR Part 2, restricting use of information  legally authorized representative has 
pertaining to drug/alcohol abuse and treatment), and does not entitle an entity or its  a right to receive a copy of this 
employees, agents or assigns to any limitation of liability for acts or omissions in  authorization. 
connection with the access, use, or disclosure of health information obtained through use of the form. 
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