Yoga and Art Therapy Informed Consent/ Waiver

1. I am participating in an art therapy/ yoga session during which I will receive information about yoga and physical/ emotional health. I recognize that yoga requires physical exertion, which may be strenuous and may cause physical injury, and I am fully aware of the risks and hazards involved. In addition, doing emotional exploration and art therapy can cause an increase in negative or in positive feelings. Please also be aware of this.
2. I understand that it is my responsibility to consult with an appropriate medical professional prior to and regarding my participation in any physical fitness program, including yoga. If needed, I will also agree to seek additional mental health resources.
3. In further consideration of participate in the yoga classes, I knowingly and voluntarily waive any claim I may have against the instructor/ art therapist for injuries or damages that I may sustain as a result of participating in classes or workshops.
4. I also understand that as part of this group, confidentiality must be maintained. The names of group members as well as the content discussed/ artwork created must remain confidential in order to uphold the safety of the group.

I have read the above release and waiver of liability and fully understand its contents. I voluntarily agree and to the terms and conditions stated above.

Printed Name: __________________________________________________________

Signature: _____________________________________________________________

Guardian Signature if under 18:____________________________________________

Emergency Contact: _____________________________________________________

Date: _________________________________________________________________



HIPAA Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW HEALTHCARE INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
This Notice of Privacy Practices describes how I may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health information. "Protected health Information" is information about you, including demographic information that may identify you and that relates to your past, present, or future physical or mental health related to health care services. 
Uses and Disclosures of Protected Health Information 
Your protected health information may be used and disclosed to others outside of my office that are involved in your care and treatment for providing health care services to you, to pay your health care bills, and any other use required by law. 
Treatment: I will use and disclose your protected health information to provide, coordinate, or manage your health care and related services. This includes the coordination or management of your health care with a third party. For example, I would disclose your protected health information, as necessary to another health agency or health care provider that provides care to you to ensure that they had necessary information to treat you. 
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. Healthcare Operations: I may use or disclose your protected health information in the following situations without your authorization. These situations include: as Required By Law; Child abuse, physical neglect and/or sexual abuse; Adult and Domestic abuse of an incapacitated or vulnerable adult. 
Judicial and Administrative Proceedings: if you are involved in a court proceeding and a request is made for information about professional services I have provided. 
Serious Threat to Health or Safety: if I believe there is an imminent risk of harm to yourself or others. 
Worker's Compensation: it may be necessary to comply with laws relating to worker's compensation or other similar programs.
Other Permitted and Required Uses and Disclosures will be make only with your consent, authorization or opportunity to object unless required by law. 
You may revoke this authorization, at any time, in writing, except to the extent that I have taken an action in reliance on the use or disclosure indicted in the authorization. 
Your Rights Following is a statement of your rights with respect to your protected health information. 
You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the following records: psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.
You have the right to request a restriction of your protected health information. This means you may ask me not to use or disclose any part of your protected health information for the purposes of treatment, payment, or healthcare operations. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply. I am not required to agree to a restriction that you may request. If I believe it is in your best interest to permit use ar disclosure of your protected health information, your protected health information will not be restricted. You then have the right to choose another Healthcare Professional.
You may have the right to request an amendment of your protected health information. If I deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. 
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. I reserve the right to change the terms of this notice and will inform you in person of any change. You then have the right to object or withdraw as provided in this notice.  
Complaints: You may complain to Dr. Jennifer G. Albright, DAT, ATRL, LPC/AODA HIPAA Officer, if you believe your privacy rights have been violated. I will not retaliate against you for filing a complaint.
This notice is effective November 1, 2017. I am required by law to maintain the privacy of, and provide individuals with, this notice. 
I have read the information contained within this consent form and HIPAA notice of privacy practices. My signature below indicates my consent to treatment as well as my understanding and agreement to the term contained within this consent form and HIPAA notice. I have been provided with a copy of the HIPAA form. I have also been provided with an opportunity to discuss any concerns that I may have.

_________________________						____________________
Patient Signature 								Dated

__________________________						____________________
If applicable, name and signature of parent, guardian, or legal representative. 	Dated
By signing on this line, I declare that I am the parent, guardian, or legal 
representative of the patient.		

__________________________						____________________
Witness 									Dated




