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Governing Authority 
 
This policy was developed in accordance with the Department of Health Medicaid Provider Contact.  
 
Policy 
 
Davis Behavioral Health (DBH) will provide timely access to care for all clients qualifying for services.  
DBH will utilize an Electronic Health Record (EHR) for tracking, monitoring, calculating, and reporting 
adherence to performance standards for the first face-to-face appointment for initial contacts made 
during regular business hours. 
 
An initial contact is defined as a Medicaid enrollee requesting services for a new episode of care. 
 
Procedure 

 

1. DBH will adhere to performance standards as outlined by the Department of Health Medicaid 
Provider Contract. 

 
a. If based on the initial contact it appears the enrollee has an emergency, a qualified 

mental health worker from DBH will respond to the enrollee within 30 minutes.  If DBH 
determines that the enrollee has an emergency, DBH offers face-to-face emergency 
services within one hour from the time of the initial call or within a time frame mutually 
agreed upon by the enrollee or his or her agent and DBH. 

 
b. If it is determined during the initial contact that the enrollee required urgent care, DBH 

will offer face-to-face covered services within a maximum of five working days of the 
initial contact.  DBH will also provide appropriate information regarding emergency 
services to the enrollee with instructions to contact DBH if more immediate services are 
needed. 

 
c. If it is determined during the initial contact that the enrollee requires non-urgent care, 

DBH will offer face-to-face covered services within 15 working days of the initial contact. 
 

2. DBH intake will utilize the intake form located in Credible to capture required information.  The 
following elements will be captured in the system:  

 
a. Enrollee name, birth date, Medicaid ID, episode and intake date. 
b. Whether emergency face-to-face service was provided within the required time frame 

and, if not, the reason. 
c. Whether DBH sent a Notice of Action letter if DBH was unable to provide the initial face-

to-face service within the required time frame and the enrollee was not satisfied with 
waiting beyond the required time frame. 

d. The date and time of the first scheduled face-to-face appointment. 
e. Whether information on emergency services was given to the enrollee with instructions 

to contact DBH if more immediate services were needed. 
f. The status of scheduled face-to-face appointment. 

 
3. Measuring and monitoring timely access standards for the first face-to-face appointments. 
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a. New Medicaid clients are entered into the EHR intake form. Clients are classified by 

level of urgency and payer type.   
b. Client appointments are scheduled using Credible calendar.   
c. In the event that data changes, corrections, exclusions or inclusions occur, assigned 

DBH employees will document those changes on the intake form by editing the record. 
d. Tracking and monitoring of the access to care data is conducted monthly by the Main 

Street Clinic office manager to assure accuracy in the data entry (reviewing all dates, 
Medicaid IDs, if appointments were offered within standard etc.). The office manager will 
communicate findings back to Intake for correction. 

 
4. Procedures used for calculating and submitting the performance measures report to UDOH. 

 
1) All calendar year access to care data (information from the Credible intake form 

system) is compiled into one excel spreadsheet by the data manager. 

2) Utilizing Credible reports, initial contact data is separated into areas of Emergency, 
Urgent, and Non-urgent. 

3) Calendar year initial contact data is totaled by those who have met the standard of 
care and those who have not met the standard of care in each of the three 
categories (Emergency, Urgent, and Non-urgent). 

4) Information gathered is then entered in both the qualitative and quantitative sections 
of the Performance Measures Annual Report (PMAR) form by the data manager and 
submitted to the Corporate Compliance Officer for review.  

5) The Corporate Compliance Office reviews the PMAR and compares it with the initial 
contact data for accuracy. 

6) The PMAR is then submitted by the Corporate Compliance Officer. 
 

 
5. Enrollees who are placed on a waiting list for non-urgent care are queued in accordance with 

established criteria that treat like individuals in like circumstances similarly. 
 

a. If an appointment time for outpatient services is not immediately available within the 
required non-urgent time frame, the enrollee or his/her agent will be contacted with an 
available date and time not less than 24 hours before the required time frame lapses. 

b. DBH will place an enrollee on a waiting list only after providing an initial mental health 
evaluation and only if there is agreement between enrollee or the enrollee’s agent and 
DBH that the need for general outpatient services is not urgent. 

c. The enrollee, regardless of diagnosis or treatment needs, is given a follow-up 
appointment not to exceed 20 working days from the date of placement on the waiting 
list. 

d. If the enrollee is placed on waiting list for specialty services (e.g., specialized therapy 
groups, psychosocial rehabilitation groups or programs, etc.) or for services with a 
specific provider, DBH offers or provides other needed outpatient services in the interim. 

e. Enrollees may remain on waiting lists for specialty services or for services with specific 
providers until openings become available as long as other appropriate outpatient 
services are offered or provided in the interim. 
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f. If the enrollees (or their representatives) do not want other outpatient services in the 
interim, DBH documents the services that were offered and the enrollee’s (or his or her 
representative’s) decision. 

g. All enrollees will receive education about how to access emergency services. 
 
 

6. Monitoring access to care   
 

a. The Executive Leadership Team will run the access to care report from the Credible data 
base weekly. 

b. The corporate compliance officer will notify the clinical director anytime the non-urgent 
requests for services exceed ten (10) business days. 

c. The clinical director will take corrective action when necessary to adjust clinical capacity 
or individual assignments to ensure timely access to care. 

d. The corporate compliance officer will review access to care data by quarter with the 
QAPI committee. 



1 

 

 

 

 

 

 

POLICY 

Davis Behavioral Health will reimburse employees using personal vehicles for actual 
miles driven to conduct agency business. Employees will be reimbursed at a rate 
established by the DBH Finance Department using a formula derived from IRS business 
and charitable reimbursement rates. 

PURPOSE 

To establish a comprehensive policy regarding auto mileage allowances, provide for 
periodic adjustment of the allowance amount, and to establish reimbursement 
procedures for employees and volunteers.  

PROCEDURES 

1.0 In order to receive an auto mileage reimbursement, procedures must be followed. 

1.1 The requestor must be an employee or volunteer of Davis Behavioral Health 
and be recommended for mileage reimbursement by his/her supervisor, based 
on expected out-of-office responsibilities. 

1.2 An employee must have a valid Utah driver's license and insurance when 
driving a vehicle on agency business.  An employee must be able to provide 
proof of the same, if requested to do so by a supervisor or administrator.  

1.3 An employee whose driving privilege is revoked or whose automobile liability 
insurance is not in effect may not drive in the line of duty for the agency.  

1.4 Supervisors will verify the accuracy of the mileage report and approve the 
reimbursement request.  

2.0  Mileage Allowance  

2.1 Employees shall be reimbursed at the approved rate for miles driven in 
private vehicles on agency business. 

2.2 Reimbursable mileage begins at the first location where work for the agency 
is performed. 

MILEAGE 
REIMBURSEMENT 

5/07 

Financial 

1 of 2 

Mileage Allowance 

2/2012 
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2.3 The Finance Department shall be responsible for processing legitimate 
reimbursement requests under this policy.  

2.3.1 To receive mileage reimbursement under this policy, the employee 
must submit a Travel Reimbursement Request Form. 

2.3.3 If any reimbursement is due upon an employee's termination from 
eligibility under this policy, or termination from employment, the employee 
is responsible to submit a Travel Reimbursement Request Form for 
processing.  

2.4 Davis Behavioral Health may withhold payment of mileage reimbursement if 
such payment is in violation of this policy.  

3.0 Accident Procedure  

3.1 In the event that an employee is involved in an automobile accident while on 
agency business in his/her private vehicle, an Incident Report must be filed with 
the Corporate Compliance Officer. 



  
 
 
 
 
 
 
 
 
 
POLICY 
 
Federal law requires that under certain circumstances, Davis Behavioral Health (DBH) clients must be 
notified when a breach of protected data has occurred (unauthorized acquisition). DBH will report 
privacy breaches and will do all in its power to correct or ameliorate further privacy breaches. 
 
PROCEDURES 
 

1. Unauthorized acquisition or disclosure of private data to persons without a "need to know" is 
considered a privacy breach. This could include: discussing private data in public places, 
leaving documents containing private data unattended in public places, posting private data on 
unsecured websites, sending PHI in emails outside DBH, "misplacing" or otherwise losing 
unencrypted Protected Health Information (PHI), or Personal Identification Information (PII) 
stored on removable computer media, etc.  

 
2. The term "breach" does not include: 

 
A. Any unintentional acquisition, access, use, or disclosure of protected health by an employee 

or individual acting under the authority of a covered entity or business associate if: 
 
1) Such acquisition, access, or use was made in good faith and within the course and 

scope of the employment or other professional relationship of such employee or 
individual, respectively, with the covered entity or business associate; and  

 
2) Such information is not further acquired, accessed, used, or disclosed by any person; or 

 
B.  Any inadvertent disclosure from an individual who is otherwise authorized to access  
     protected health information at a facility operated by a covered entity or business associate  
     to another similarly situated individual at same facility; and 
 
C.  Any such information received as a result of such disclosure is not further acquired,  
     accessed, used, or disclosed without authorization by any person. 

 
3. The following disclosures may be considered a privacy breach (as determined by the 

completion of the Privacy Incident Tracking Report); 
 
A. Accidental Disclosures: Accidental disclosures are considered Privacy Incidents and must 

be reported unless: 
 

1) Such information is not further acquired, accessed, used, or disclosed by any person or 
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2) Any inadvertent disclosure from an individual who is otherwise authorized to access 

protected health information at a facility operated by a covered entity or business 
associate to another similarly situated individual at same facility; and 
 

3) Any such information received as a result of such disclosure is not further acquired, 
accessed, used, or disclosed without authorization by any person. 

 
B. Incidental Disclosures - If a workforce member is taking reasonable precautions and another 

individual happens to see or overhear private data that the workforce member is using, the 
workforce member will not be held liable for that disclosure and usually does not need to 
report it as an incident. 

 
C. Intentional disclosures - Intentional disclosures are Privacy Incidents that may result in 

disciplinary action. They may also result in personal liability, either in civil or criminal legal 
action. 

 
4. DBH will take the following steps when they learn that "unsecured" Protected Health Information 

(PHI) of the client’s has been subjected to unauthorized access, use or disclosure. 
 

A. DBH will conduct a Risk Assessment and determine to what degree the breach may have 
affected the client or clients. 

 
B. If it is determined that a client's PHI was, or is reasonably believed to have been, acquired by an 

unauthorized person and that the information could be used for fraudulent purposes, DBH will 
make reasonable efforts to notify any affected persons according to the guidelines below. 

 
C. Notification Requirement (see links below): 

▪ Notification of Individuals (45 CFR 164.404) 

▪ Notification to the Media (45 CFR 164.406) 

▪ Notification to the Secretary (45 CFR 164.408) 

▪ Notification by a Business Associate (45 CFR 164.410) 

▪ Law enforcement delay (45 CFR 164.412) 

▪ Administrative requirements and burden of proof (45 CFR 164.414) 
 

D. Notice to client(s) is required when computerized data containing personal information, that is 
unencrypted, is breached. Personal information includes: First name or first initial and last name 
in combination with (1) Social Security number; (2) drivers license number or identification card 
number; or (3) financial account number or credit or debit card number, in combination with and 
linked to any required security code, access, code, or password that would permit access to the 
person's account. 

 
E. Notice is not required if an investigation reveals that the misuse of personal information for 

identity theft or fraud purposes has not occurred, or is not reasonably likely to occur. 
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Procedures for Staff 
 
1. Unauthorized Disclosures - If an unauthorized disclosure or acquisition of private data occurs or is 

suspected to have occurred, or a record is misplaced or stolen, the procedures below will be 
followed  

 
A. Step in to correct the situation, if possible. For example: interrupt an improper chat in the copy 

room; rescue a document left in a public place; or lock up an area with access to private data. 
 

1) If the breach involves misplaced or stolen records containing private data, staff will do the 
following: 

 
a) If every effort has been made to retrieve a lost record and it has been determined that 

retrieval is unlikely.  Notify the corporate compliance officer. 
 

b) If a record that was believed to be lost or was known to have been stolen is later 
recovered, notify the corporate compliance officer. 

 
2) If the breach involved a computer system containing private data, staff will take immediate 

steps to secure the affected system and restore data, as appropriate. 
 

3) Report the breach, along with their contact information, immediately to their supervisor and 
the DBH compliance officer by the end of the workday. 

 
4) The corporate compliance officer will investigate and document the incident on the Privacy 

Incident Tracking Report.  The report should include the following information:  
 
 

▪ Date, time, and location of the incident (time may be estimated; location should be 
the location where the incident occurred). 

 
▪ The nature of the violation: a clear description of what happened and how, if known. 

 
▪ Type of private data involved: paper records, electronic records, or other type of 

data. 
 

▪ Other persons involved: names, titles, contact information, and how they were 
involved. 

 
▪ Any immediate harm known or observed: was data disclosed, altered, damaged, or 

destroyed? Was DBH/client aware? 
▪ Immediate corrective actions already taken: for example, documents or computer 

equipment were secured, accidental recipient of PHI was asked to return or destroy 
the data, email was retracted, etc. 

 
 
2. Inappropriate Disclosures (information mailed or faxed to an incorrect address or wrong individual): 
 

A. Make every effort to retrieve the information that was sent (have it mailed back or hand-carried), 
or get assurance from the recipient that it was destroyed. Document these efforts and the 
results on the HIPAA Privacy Incident Report form in the EHR. 



4 

 

 
B. Log the disclosure into the client file in the EHR. 

 
C. Indicate on the Privacy Incident Report form whether DBH (or DBH's legal representative) is 

aware of the disclosure or not. If the affected individual is unaware of the incident, the 
Compliance Office will either inform them or instruct the responsible department to do so. 

 
3. After investigation, if notification of affected persons or mitigation is required, departments and/or 

individuals involved in the privacy breach may be asked to assist with the notification process 
and/or in mitigating the harmful effects. 

 
REFERENCES: HIPAA Regulation: 45 CFT § 164.530 (e) and (f) (Sanctions and Mitigation) 
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POLICY: 
DBH understands that at times it is necessary for consumers and providers to cancel, or reschedule 
appointments.  Therefore, DBH attempts to make this process as efficient as possible while finding 
ways to better serve its consumers and provide timely access to care. 
 
PURPOSE:  
To allow consumers timely access to treatment through the management of providers schedules. 
 
PROCEDURE: 
Cancelation of Appointments: 
 
1.0 In the event that a consumer needs to cancel an appointment, support staff will enter the 

Credible calendar and cancel the appointment. Support staff may fill appointments canceled 
within 24 hours with a client from a waiting list after notifying the provider. 

2.0 In the event that a provider/DBH needs to cancel an appointment, the provider will notify the 
appropriate support staff and request their appointments be canceled or rescheduled.  Support 
will attempt to contact the consumer(s) a minimum of two times and make the requested 
appointment changes. Medical assistants will make contact with medical clients to reschedule 
any provider-canceled appointments. 

3.0 Providers must ensure that they block out time on their schedules that may be necessary for 
team meetings etc.   

 
 
Rescheduling of Appointments: 
 
1.0 In the event that a consumer needs to reschedule an appointment, support staff will enter the 

Credible calendar and reschedule the appointment to the next available time slot that meets the 
needs of the consumer and the provider. 

 
No Show Appointments (see no-show policy) 
 
1.0 In the event that a consumer does not show for a scheduled appointment, it is the responsibility 

of support staff to record the appointment as a no-show on the appointment calendar. 
2.0 Clients that no-show for three consecutive appointments will be removed from the provider’s 

calendar. Clients with three consecutive no-shows will not be able to be scheduled (unless 
approved by provider), and will be placed on a wait list for the next available appointment. 
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OFFICE OF LICENSING CODE OF CONDUCT AND CLIENT RIGHTS 

STATEMENT OF PURPOSE 

The Office of Licensing is statutorily required to monitor minimum standards in safety and client care in 

the programs we license. Our rules are designed to ensure the physical safety of programs and guard 

against abuse, neglect, mistreatment, harm, exploitation or fraudulent behavior. This Code of Conduct 

outlines minimum client rights and program conduct standards that protect clients and promote the 

public trust across all categories of DHS Licensure. 
 

DEFINITIONS R501-1-1 
(for reference in the following code of conduct rule) 

(1) "Abuse" includes, but is not limited to: (a) attempting to cause harm; (b) threatening to cause harm; 

(c) causing non-accidental harm; (d) unreasonable or inappropriate use of a restraint, medication, 

confinement, seclusion or isolation that causes harm; (e) sexual exploitation, as defined in 78A-6-105; (f) 

sexual abuse, including sexual contact or conduct with a client, or as defined in 78A-6-105; (g) a sexual 

offense, as described in Title 76 Chapter 5; or (h) domestic violence or domestic violence related to child 

abuse. (i) "Abuse" does not include the reasonable discipline of a child, or the use of reasonable and 

necessary force in self-defense or the defense of others, as such force is defined in 76-2-4. 

(6) "Critical Incident" means an occurrence that involves: (a) abuse; (b) neglect; (c) exploitation; (d) 

death; (e) an injury requiring medical attention beyond basic first aid; (f) an injury that is a result of staff 

or client assault, restraint or intervention; (g) the unlawful or unauthorized presence or use of alcohol or 

substances; (h) the unauthorized departure of a client from the program; (i) outbreak of a contagious 

illness requiring notification of the local health department; (j) the misuse of dangerous weapons; or (k) 

unsafe conditions caused by weather events, mold, infestations, or other conditions that may affect the 

health, safety or well-being of clients. 

(8) "Exploitation" includes, but is not limited to: (a) the use of a client's property, labor, or resources 

without the client's consent or in a manner that is contrary to the client's best interests, or for the 

personal gain of someone other than the client; such as expending a client's funds for the benefit of 

another; or (b) using the labor of a client without paying the client a fair wage or without providing the 

client with just or equivalent non-monetary compensation, where such use is consistent with 

therapeutic practices; or (c) engaging or involving a client in any sexual conduct; or (d) any offense 

described in 76-5-111(4) or Section 76-5b-201 and 202. 

(10) "Fraud" means a false or deceptive statement, act, or omission that causes, or attempts to cause, 

property or financial damages, or for personal or licensee gain. Fraud includes the offenses identified as 

fraud in Utah Code Title 76 Chapter 6. 
 

(11) "Harm" means physical or emotional pain, damage, or injury 
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(15) "Licensee" is defined in 62A-2-101 and includes the person or persons responsible for 

administration and decision making for the licensed site or program. The term licensee may be used to 

describe a person or entity that has caused any of the violations described in 62A-2-112 that are related 

to the human services program. 

(18) "Mistreatment" means emotional or physical mistreatment: (a) emotional mistreatment is verbal or 

non-verbal conduct that results in a client suffering significant mental anguish, emotional distress, fear, 

humiliation, or degradation; and may include demeaning, threatening, terrorizing, alienating, isolating, 

intimidating, or harassing a client; and (b) physical mistreatment includes: (i) misuse of work, exercise 

restraint, or seclusion as a means of coercion, punishment, or retaliation against a client, or for the 

convenience of the licensee, or when inconsistent with the client's treatment or service plan, health or 

abilities; (ii) compelling a client to remain in an uncomfortable position or repeating physical movements 

to coerce, punish, or retaliate against a client, or for the convenience of the licensee; (iii) physical 

punishment. 

(19) "Neglect" means abandonment or the failure to provide necessary care, which may include 

nutrition, education, clothing, shelter, sleep, bedding, supervision, health care, hygiene, treatment, or 

protection from harm. 

(23) "Penalty" means the Office's denying, placing conditions on, suspending, or revoking a human 

services license due to noncompliance with statute or administrative rules, may include penalties 

outlined in 62A-2-112. A penalty does not include corrective action plans as used in this rule. 

(31) "Staff" means direct care employees, support employees, managers, directors, supervisors, 

administrators, agents, volunteers, owners, and contractors. 

(33) "Violation" means an act or omission by the licensee, or any person associated with the licensee, 

contrary to any administrative regulation, or local, state, or federal law applicable to the program. 

R501-1-12-1 Licensing Code of Conduct and Client Rights. 

(1) Licensees and staff shall: 
 

(a) accurately represent services, policies and procedures to clients, guardians, prospective clients, and 

the public; 

(b) create, maintain, and comply with a written policy that addresses the appropriate treatment of 

clients, to include the rights of clients as outlined in this section; 

(c) not abuse, neglect, harm, exploit, mistreat, or act in a way that compromises the health and safety of 

clients through acts or omissions, by encouraging others to act, or by failing to deter others from acting; 

(d) not use or permit the use of corporal punishment and shall only utilize restraint as described in R501- 

2; 

(e) maintain the health and safety of clients in all program services and activities, whether on or offsite; 
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(f) not commit fraud; 
 

(g) provide an insurer the licensee's records related to any services or supplies billed, upon request by 

an insurer or the Office; 

(h) require that any licensee or staff member who is aware of, or suspects abuse, neglect, mistreatment, 

fraud, or exploitation shall ensure that a report is made to the Office and applicable investigative 

agencies as outlined in R501-1-10-2, and in compliance with mandatory reporting laws, including 62A- 

4a-403 and 62A-3-305; 

(i) any licensee or staff member who is aware of, or suspects a violation of this rule, shall ensure that a 

report is made to the Office of Licensing at 801-538-4242 or directly to the licensor of the specific 

program or site; and 

(j) provide services and supervision that is commensurate with the skills, abilities, behaviors, and needs 

of each client. 

501-1-10(d): Critical incidents (as defined herein) shall be reported by the program to the Office of 

Licensing by the end of the following business day, to legal guardians of involved clients, and to any 

other agencies as required by law, including: (i) Child and Adult Protective Services; or (ii) Law 

Enforcement 
 

501-1-12-2 Clients have the right to: 

(a) be treated with dignity; 
 

(b) be free from potential harm or acts of violence; 
 

(c) be free from discrimination; 
 

(d) be free from abuse, neglect, mistreatment, exploitation, and fraud; 
 

(e) privacy of current and closed records; 
 

(f) communicate and visit with family, attorney, clergy, physician, counselor, or case manager, unless 

therapeutically contraindicated or court restricted; 

(g) be informed of agency policies and procedures that affect client or guardian's ability to make 

informed decisions regarding client care, to include: 

(i) program expectations, requirements, mandatory or voluntary aspects of the program; 
 

(ii) consequences for non-compliance; 
 

(iii) reasons for involuntary termination from the program and criteria for re-admission; (iv) 

program service fees and billing; and 
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(v) safety and characteristics of the physical environment where services will be provided. 
 

501-12-3 clients shall be informed of these rights and a copy signed by the client or guardian shall be 

maintained in the client file record. 

 
 

 

R501-12-4 requires that licensees shall train all staff annually on agency policies and procedures, 

Licensing rules, and the Licensing Code of Conduct. A document verifying this training shall be 

individually signed and dated by the trainer and staff member and maintained in the staff personnel 

file. 
 

The following acknowledgment and signature section may voluntarily   be 

adopted for use by programs in order to comply with rule. If programs opt not to 

use this specific form, it is expected that they create something 

comparable. OL recognizes the need for flexibility for programs to 

document proof of training when HR and recording practices aren’t 

conducive to hard-copy files, please discuss with your licensor   if 

necessary. 
 
 

ACKNOWLEDGMENTS 
• I have read and been provided with a personal copy of the OL Code of Conduct and Client Rights rule. 

• I understand this Code of Conduct and Client Rights rule and I agree to comply with it. 

• I have been trained and understand agency policies and procedures and agree to comply with them 

• I have been trained and understand Licensing rules and agree to comply with them 

• I had the opportunity to ask questions and received clarification about the Code of Conduct and Client 

Rights, Agency Policies and Procedures and Licensing rules. 

• I am aware of my responsibility to report any violations of this Code Rules to the Office of Licensing to the 

program licensor or to the highlighted phone number listed in section 1(i). 
 

Employee Signature Date 
 

Printed name of Employee _ 
 

• I provided a personal copy of the OL Code of Conduct and Client Rights rule to this employee. 

• This employee has been provided training on Agency policies and procedures and Licensing rules. 

• I offered this employee the opportunity to ask questions and provided clarification to all questions. 
 

Trainer Signature   Date   
 

Printed name of Trainer 
 

Program/Site Name _ 



 

 

DAVIS BEHAVIORAL HEALTH 

CONSUMER RIGHTS STATEMENT 

 

 

 

 

As a consumer of services at Davis Behavioral Health, including consumers who are 

enrolled in the Prepaid Mental Health Plan, you have the right to:  

 

 Be treated with respect and dignity  

 Have access to DBH’s 24-hour crisis services (801-773-7060)  

 Have your privacy protected, including receiving a copy of our Notice of Privacy 

Practices  

 Get information on all treatment options presented in a manner that is 

understandable to you  

 Take part in treatment decisions regarding your mental health care, including 

the right to refuse treatment  

 Be free from restraint or seclusion if it is used to coerce (force), discipline or used 

as a reaction (to retaliate), or for convenience, as specified in federal 

regulations on the use of restraint and seclusion  

 Get a copy of your medical record and, if appropriate, ask that it be amended 

or corrected when allowed by federal law  

 Be asked for written authorization before any interviews are audio or video 

taped 

 Get mental health care regardless of your race, color, national origin, disability 

(mental or physical), gender, religion or age in the admission, treatment or 

participation in DBH programs, services and activities. If you have questions or 

feel you have been treated unfairly or discriminated against for any reason, you 

may contact the Client Relations Officer, Shelly Tanner, at 801.336.1800. 

 Discuss any dissatisfaction with your therapist, your therapist’s supervisor, or the 

program supervisor. You also have the right to file a consumer grievance with the 

Client Relations Officer, Shelly Tanner, by calling 801.336.1800. 

 

The Medicaid Member Handbook can be located at dbhutah.org under “services.”  

If you are a consumer enrolled in the Prepaid Mental Health Plan, you also have the 

following rights:  

 

 Get information on the Prepaid Mental Health Plan  

 Get mental health services according to Davis Behavioral Health’s access and 

quality standards  

 

Client Initials____________  
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CONSUMER RESPONSIBILITIES  

 

 Protect the privacy of other clients. This includes not divulging information about 

clients in group treatment, the content of the group treatment, or in any way 

identifying the members of the group. 

 Arrive promptly for the scheduled appointments. If you are a parent/guardian 

and your child is in treatment, you are responsible to make the necessary 

arrangements for the child to come for the scheduled appointment  

 Notify your therapist at least 24 hours in advance (if possible) if you are unable to 

make a scheduled appointment  

 Pay your co-pay each time you receive services. If a third party payer (or 

insurance) is involved, you are also expected to promptly provide any necessary 

information (carrier, policy numbers, etc.) and to obtain any prior approval 

necessary for payment of services. At time of intake, the application for 

treatment has a release, which you sign; stating that any information needed to 

be provided to an insurance carrier for payment is being authorized.  

 If your insurance company denies payment or otherwise does not pay, you may 

then become responsible for partial or full payment of services provided 

(depending on the reason for the denial)  

 Inform the receptionist or business office if there are any changes in your 

financial situation, address or telephone number  

 Telephone calls: A telephone call to your therapist or case manager is a billable 

service. You may be charged your co-pay for phone calls over five minutes. 

 

Please initial all that apply:  

 

__________ I am aware of how to access DBH’s 24-hour crisis service. 

DBH has 24-hour emergency services seven days a week. Call 801.773.7060 

to talk with a crisis worker. You can talk to a crisis worker in person, Monday – 

Thursday 8 AM – 8 PM or Friday 8 AM – 5 PM. Go to either of our clinics. A 

crisis worker will see you within one hour. After hours and weekends you can 

go to the Crisis Recovery Unit (CRU) at 2250 N 1700 W Layton, Utah 84041 

and talk to someone.  

 

__________ I am aware of how to access alternative methods of transportation (for  

        clients enrolled in the Prepaid Mental Health Plan)  

 

__________ I am aware of how to access DBH’s grievance (complaint) process  

 

__________ I have received DBH’s Medicaid Member Handbook  

 

__________ I have received DBH’s Notice of Privacy Practices  

 

__________ I authorize DBH to serve and to obtain emergency care 

 

__________ I am aware of how to access alternative methods of transportation (for  

        clients enrolled in the Prepaid Mental Health Plan 

 



__________ I have been provided with information regarding Advanced Directives and  

        know that I may ask a therapist about any questions I may have. 

       I currently have Advance Directive and a copy has been provided to DBH 

   

  Y N 

 

 

 

Initial all that apply:  

  

 

__________ DBH may contact me at the following phone #, but may NOT leave a  

        message  

 

__________ DBH may leave a voice message for me at the following  

        

       phone # ____________________  

 

__________ DBH may NOT contact me via phone  

 

__________ DBH may send mail to my home address 

 

__________ DBH may NOT send mail to my home address  

  

 

 

 

I hereby acknowledge that I have read and understand this form.  

 

 

_____________________________________  ________________  

Signature      Date  

 

 

_____________________________________  ________________  

Witness Signature     Date 
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I. POLICY 

Davis Behavioral Health Inc. (DBH) will consistently maintain the highest level of professional, 
legal and ethical standards in the conduct of its business. DBH places the greatest importance 
upon its reputation for quality patient care, honesty, integrity and high ethical standards. 

 

II. PURPOSE 

To achieve and sustain ethical practices through the actions and conduct of all personnel, 
including management employees of DBH, and to prevent fraud, waste, and abuse in health 
care. Employees and agents who ignore or disregard the principles of this Policy will be subject 
to appropriate disciplinary or contractual action. Employees, volunteers, contractors and agents 
of DBH must be knowledgeable of standards imposed by applicable federal and state laws and 
regulations that impact its documentation, coding, billing, and competitive practices, as well as 
day-to-day activities. Contractors and agents are responsible for having policies & procedures 
regarding the prevention of fraud, waste, abuse, and the False Claims act. In particular, and 
without limitation, this Policy prohibits DBH and each of its employees, agents, and Medicaid 
members from directly or indirectly engaging or participating in any of the following: 

A. Improper Claims 

Presenting or causing to be presented to Davis County, the State of Utah, and/or the United 
States Government or any other healthcare payor, a claim for an item or service that was not 
provided as claimed. 

B. False Statement in Determining Rights to Benefits 

Making, using, or causing to be made or used, any false record, statement or representation of 
a fact to determine rights to any benefit or payment under any healthcare program. 

C. Conspiracy to Defraud 

Conspiring to get a healthcare payor to pay or allow a false claim. 

D. False Statement to Conceal Obligation to Pay 

Knowingly using or causing to be used a false record or statement to conceal, avoid, or 
decrease an obligation to pay money or transmit property. 

E. Patient Dumping 

Refusing to treat, transferring, or discharging any emergency patient without first providing for 
an appropriate mental health screening to determine whether or not an emergency condition 
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exists, and if it exists, stabilizing the condition or appropriately transferring the patient in 
accordance with policy. 

F. Provision of Care to Contract-to-Contract Patients 

Failing to provide covered services or necessary care to residents of Davis County or other 
patients when a contractual duty exists due to Medicaid or Medicare contracts, private 
insurance contracts, or direct service contracts. 

G. Health Care Fraud/False Statements Relating to Healthcare Matters Executing, or attempting 
to execute, a scheme to defraud any healthcare benefit program. 

H. Anti-Referral 

Presenting a claim for reimbursement to any individual, third party payor, or other entity for 
health services because of a referral by a physician who has a financial relationship with DBH, 
unless the reimbursement is for health services that were provided within the physician’s 
employment or contractual duties with DBH for service provided to a patient of DBH. 

I. Anti-Kickback 

Knowingly and willfully soliciting or receiving any remuneration in return for:  

a) referring an individual for services;  

b) purchasing any goods, facility, service, or item; or,  

c) offering or paying any remuneration in cash or in-kind to induce someone to refer an 
individual for services, or to purchase any goods, facility, service, or item. 

J. Conflict of Interest 

Using their position at DBH or any influence, power, authority or confidential information they 
receive in their position, or DBH time, equipment, property, or supplies for private gain. 

K. Antitrust 

Engaging in any activity, which is in restraint of trade or monopolizes interstate commerce. 

L. Failure to Report Violations to Compliance Officer 

Not promptly reporting any issues of non-compliance with the provisions of this Policy to the 
DBH Corporate Compliance Officer as described in Section V of this Policy. 

 

III. PROCEDURE 

A. The Compliance Officer 

In an effort to ensure compliance with this Policy, the DBH Board of Directors is adopting a 
formal Compliance Program. To oversee and implement this program, DBH has appointed a 
Compliance Officer. The Compliance Officer will provide education and training programs for 
employees and volunteers, respond to inquiries from any employee regarding appropriate 
billing, documentation, coding and business practices, and investigate any allegations of 
possible impropriety. 

B. Compliance Committees 

The Compliance Officer will have one or more committees to advise and assist in the 
implementation of the Compliance Program. The current committee meets 2x a month and 
includes all members of DBH’s executive leadership team.  If another committee needs to be 
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established there will be consultation from the DBH executive team and may have one or more 
members, each of whom may have varying responsibilities within DBH. 

C. Reporting by Compliance Officer 

In general, recommendations from the Compliance Officer regarding compliance matters will be 
directed to the appropriate DBH officer or manager. In no case will DBH employees or 
managers endeavor to conceal any noncompliance. 

D. Reporting Procedure 

The Compliance Officer shall have an "open door" policy with respect to receiving reports of 
violations or suspected violations of the law or the Policy and with respect to answering any 
questions concerning adherence. Suspected or actual violations may be reported to the 
Compliance Officer by: 

(i) completing the Corporate Compliance Reporting Form and submitting it to the 
Compliance Officer via e-mail, inter-office mail, or registered mail; 

(ii) directly phoning the Compliance Officer on the dedicated, confidential Corporate 
Compliance phone line; or  

(iii) the Intranet; located under “Administrative Forms” on the DBH homepage. 

E. Whistleblower Rights 

All information being reported will be kept confidential to the full extent of the law. Under no 
circumstances shall the reporting of any such information or possible impropriety serve as a 
basis for any retaliatory action that may be taken against any employee, patient or other person 
making the report to the Compliance Officer, as long as such reporting was done in good faith. 
An individual who has personal knowledge and evidence of a fraud against the federal 
government can file a “qui tam” lawsuit on behalf of the government and, if successful, can 
receive a portion of any recovery. It is not sufficient for the whistle blower (also known as the 
“relator”) to merely report the alleged fraud to the government; he or she must actually initiate a 
lawsuit by filing a complaint in federal district court in order to be eligible for “recovered funds”. 
The complaint must be filed under seal (i.e., the contents of the complaint are not available to 
the public). The case will remain under seal while the government investigates the case, in 
order to allow the government to determine the strength of the charges. This confidentiality 
serves both to protect the whistleblower and the company while the case is being investigated. 
While a case is under seal, the government may conduct interviews and even issue search 
warrants, but it will not disclose the name of the whistleblower or the exact nature of its 
investigation. 

F. Personnel Actions 

Upon receiving a report of a suspected or actual violation, the Compliance Officer will take steps 
to ensure the appropriate investigation and resolution of the report. The Compliance Officer may 
also request immediate suspension of an employee with or without pay pending the completion 
of an investigation. In conjunction with the Executive Team and the Compliance Committee, the 
supervisor will prepare a corrective action plan to address and correct the identified problem. 
The compliance committee will monitor the implementation of the plan in consultation with the 
supervisor. 

Any personnel actions taken will be in compliance with DBH policies and procedures. Any lost 
wages will be restored if the employee is exonerated. If the alleged violation was committed by 
the Chief Executive Officer, the Corporate Compliance Officer shall immediately consult with 
legal counsel and the Board of Directors to determine the appropriate action. If the alleged 
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violation was committed by the Local Mental Health Authority, the Corporate Compliance Officer 
shall immediately consult with the Davis County Attorney, legal counsel, Chief Executive Officer, 
and the Board of Directors. 

 

IV. Educational Program  

The Educational Program is intended to provide each DBH employee and volunteer with an 
appropriate level of information and instruction regarding ethical and legal standards including, 
without limitation, standards for documentation, pertinent laws, coding, billing and competitive 
practices, and with the appropriate procedures to carry out the Policy. DBH will make available 
appropriate educational and training programs and resources to ensure that all employees and 
volunteers are thoroughly familiar with those areas of law that apply to and impact upon the 
conduct of their respective duties. Education on the Corporate Compliance Policy will be 
provided to all employees at New Employee Orientation and at least annually thereafter. 
Ongoing training includes identification and explanation of unacceptable practices and improper 
activities; explanation of the legal penalties for improper activities and the institutional penalties 
for failure to comply; explanation of the Compliance program, its elements, investigation 
protocols, and reporting procedures; and client confidentiality. The Human Resources 
department will maintain a system to document the training received.   

All training and educational materials will explain the obligation to report compliance issues and 
who to report them to.  Education information and training will be available to board members, 
employees, contractors, and other affiliates of the organization.  Training is mandatory for staff 
on at least an annual basis DBH will make every effort to provide appropriate compliance 
information to all employees and volunteers; it is not possible to anticipate every situation. 
Responsibility for compliance with this Program, including the duty to seek guidance when in 
doubt, rests with each DBH employee and volunteer. 

 

V. Employee/Agent Obligations 

A. Reporting Obligation: Employees and agents must immediately report to the Compliance 
Officer any suspected or actual violation (whether or not it is based on personal knowledge) of 
applicable law or regulations by DBH, any of its employees, or agents. 

B. Acknowledgment Statement: Each employee as part of their new employee orientation or 
annual performance evaluation, or agent upon entering a contract, contract renewal or contract 
review must complete and sign an Acknowledgment Statement to the effect that they fully 
understand the DBH Compliance Program and acknowledge their commitment to comply with 
the Program as an employee or agent of DBH. 

C. Employee Violation of Applicable Policy or Regulation: Violation of the Compliance Policy will 
be considered a violation of the DBH code of conduct. Violators will be subject to corrective 
action, up to and including termination of employment. 

D. Agent Violation of Applicable Policy and Regulation: Violation of the Compliance Policy will 
be considered a breach of contract and the contract will be terminated for cause. 

 

VI. Non-Employment or Retention of Sanctioned Individuals 

DBH shall not knowingly employ any individual; accept as a volunteer or contract with any 
person or entity, who has been convicted of a criminal offense related to healthcare, or who is 
listed by a federal agency as debarred, excluded or otherwise ineligible for participation in 
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federally funded healthcare programs. In addition, until resolution of such criminal charges or 
proposed debarment or exclusion, any individual who is charged with criminal offenses related 
to healthcare or proposed for exclusion or debarment shall be removed from direct responsibility 
for, or involvement in documentation, coding, billing or competitive practices. 

 

VII. Response to Reports of Violations 

DBH shall promptly respond to and investigate all allegations of wrongdoing by employees, 
volunteers, contractors, individuals in the community, or agents, whether such allegations are 
received via telephone or in any other manner. Upon the discovery that a material violation of 
the law or of the Policy has occurred, DBH shall take immediate action to rectify the violation, to 
report the violation to the appropriate regulatory body if necessary, and to sanction the culpable 
employee(s) or agent.  DBH will notify law enforcement if the case warrants this protocol. 

 

VIII. Auditing and Monitoring 

A. Importance of Auditing and Monitoring 

It is critical, for compliance with this Policy, to conduct regular auditing and monitoring of the 
activities of DBH, its employees and contractors in order to identify and promptly rectify any 
potential barriers to such compliance. In addition to investigating specific complaints, the 
Compliance Officer will monitor ongoing agency operations and internal controls. In addition, the 
Executive Director may select specific areas for review based on recommendations from the 
Compliance Committee, Board of Directors, or other groups.  The Compliance Committee and 
members of the Executive Team will work with the Compliance Officer in competing all 
monitoring activities.  

The Compliance Officer will seek advice and consult with the DBH’s legal counsel whenever a 
potential legal question is raised.  The Compliance Officer will immediately report to the 
Executive Director and Legal Counsel any suspected criminal or civil violations of the law.  The 
Executive Director, in consultation with Legal Counsel and the Compliance Officer, will refer the 
investigation to law enforcement, federal, or state authorities, as appropriate.  

B. Regular Audits 

Regular audits shall be conducted at the Board of Directors or Compliance Officer's direction. 
Such audits shall evaluate DBH compliance with this Policy and determine what, if any, issues 
exist. Such audits shall be designed and implemented to ensure compliance with this Policy and 
all applicable federal and state laws. 

C. Duty to Report Potential Medicaid Fraud 

If DBH becomes aware of potential fraud, waste, or abuse we will report the incident within15 
calendar days to the Office of Inspector General of Medicaid Services or The Medicaid Fraud 
and Control Unit (MFCU) and to the Department. If DBH becomes aware of potential enrollee 
fraud related to the enrollee’s eligibility for Medicaid, we will report the incident to DWS.  All 
other types of potential enrollee fraud or abuse will be made to the OIG. 

D. Compliance with Applicable Fraud Alerts 

The Compliance Officer shall regularly and periodically monitor the issuance of fraud alerts by 
the Office of the Inspector General of the Department of Health and Human Services. 

E. Retention of Records and Reports 
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All records and reports created in conjunction with DBH adherence to the Regulatory 
Compliance Policy are confidential and shall be maintained by DBH. 

This Regulatory Compliance Program has been adopted by the DBH Board of Trustees on the 
28th day of January, 2003. First Revision effective on the 26th day of October, 2005, second 

revision effective on the 1st day of January, 2007, third revision on the 22nd day of June, 
2010, fourth revision on the 26th day of October, 2011. 



 

 
 
Crisis Intervention 
 
 
 
 
 
POLICY 
Davis Behavioral Health will provide crisis assessment and crisis intervention services 
for all persons who phone in or walk in to any DBH facility and who is in an emergent, 
psychiatrically unstable condition. This service will be provided 24 hours a day, seven 
days a week. Emergency services are available without preauthorization. 
 
PURPOSE 
Professional ethics require licensed mental health professionals to provide services to 
persons who are in an emergent situation irrespective of funding considerations if that 
professional is the first contact.   
 
DEFINITION 
DBH defines Crisis (Emergency) Services as inpatient or outpatient covered services 
furnished by a master’s level (or higher) clinician who is qualified to furnish services 
required to evaluate and/or stabilize an emergency medical condition. 
 
 
PROCEDURE 
1. At least one DBH mental health professional will be identified as the crisis contact at 
all times of day, everyday of the year. 

a. These mental health professionals will be licensed to conduct psychotherapy, 
and will have knowledge of: 

i. Appropriate use of community services. 

ii. Crisis intervention techniques. 

iii. Risk assessment. 

iv. Procedures for involuntary hospitalization. 

b. During the daytime office hours, a crisis back-up will be identified from the 
available professionals on staff to provide crisis services when the primary 
responder is unavailable or responding to other crises. 

 
2. A DBH physician will be designated to be available to the crisis workers at all times for 
psychiatric consultation or hospital inpatient admission decisions. 
 
3. The crisis service will provide, based on need, either telephone intervention services 
or face-to-face assessments. Face-to-face evaluations can occur at any DBH facility or 
can occur in the community depending on circumstances, including the needs of the 
client, the needs of the community, and various safety considerations. The determination 
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will prioritize the best interest of the client. If a face-to-face assessment is indicated, the 
assessment will include: 

a. An assessment of risk of harm to self or others. 

b. Crisis intervention. 

c. A crisis stabilization plan. 

d. Appropriate referral for 

i. Medical screening (if necessary) 

ii. Follow-up services 

iii. Inpatient services 
 

4. During non-office hours, a crisis line will be operated by the adult residential unit to 
make certain that live answering capability is maintained around the clock. 

a. The phone number of this crisis line will be given to all clients at the time of 
orientation to services. 

b. The residential unit personnel answering the crisis line will refer any 
emergency to the on-call crisis worker. 

c. The on-call crisis worker will contact the client within thirty minutes of the 
referral. 

 
5. When the crisis evaluation indicates that hospitalization may be necessary, the crisis 
therapist is authorized to authorize up to the first 72 hours in the hospital. Any hospital 
that is desired by or most convenient for the consumer will be considered as a service 
provider. 



CRITICAL INCIDENTS/ 
SENTINEL EVENTS 
 
 
 
 
 
 
 
 
POLICY 
It is the policy of DBH to protect its clients, patients, property and staff from harm or threat of 
harm and, When possible, to act quickly and decisively at the point of occurrence to prevent or 
mitigate any harm or threat of harm. All critical incidents/sentinel events will be reviewed to 
determine the need for quality improvement activities on the part of the agency. 
 
 
PURPOSE 
To set up procedures to report, investigate and resolve where possible adverse incidents, which 
occur at DBH in order to insure safety of all consumers and staff. 
 
 
PROCEDURES 
1.0 Critical Incidents are those incidents that cause or threaten to cause physical 
and/or personal harm to clients, staff, and property. 
 
Examples of critical incidents which are covered by this procedure are: threats of 
suicides, assaults, fire, theft, accidents, overdoses, self-destructive acts, missing 
or misused medication. 
 
Sentinel events are those events that have resulted in the serious incapacitation or 
death of the consumer (suicide) or the serious incapacitation or death of another 
(homicide). 
 
1.1 All critical incidents/sentinel events will be handled and stabilized to the extent possible 
at the point and time of the incident. Where needed, assistance should be obtained 
from the Program Director, the AOC, or from whomever the program director deems 
necessary. 
 
1.2 In the event of a sentinel event, notification should be made to the AOC at the earliest 
available opportunity. The AOC has the responsibility for notifying the CEO and in-house legal 
counsel. 
 
1.3 All sentinel events involving a death of an active client are required to be reported to the 
State Division of Mental Health and Substance Abuse. The corporate compliance officer is 
charged with the responsibility of making the mandatory report to the State Division of 
Substance Abuse and Mental Health. The corporate compliance officer is responsible for 
convening the Critical Incident/Sentinel Event Review Committee which is comprised of the 
medical director, a member of the Board of Directors, the corporate compliance officer, the 
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CEO, the clinical director, the program director, and legal counsel. The purpose of the review 
committee is two-fold: 

a.) to aid and support in the de-briefing of staff involved 

b.) to determine what, if any quality improvement actions might be recommended. 

 
1.4 A licensed mental health professional, in the event of a critical incident, will determine: 

(a) If the client is currently stable, 

(b) What additional follow-up, if any, is necessary. 

(c) If the incident arises to a level that requires notification to the Program 
Supervisor. Within two regular working days after the incident is addressed 
and stabilized, the Program Supervisor will report the incident to the Program 
Director on the Incident Report Form. The Incident Report Form will not be 
entered into the clinical record of the client involved. 

 
1.5 The Program Director will determine: 

(a) Whether an investigation should be undertaken 

(b) If any procedures should be changed 

(c) If the file should be closed or reviewed by the Executive Leadership Team. If 
a review is indicated, the Program Director will send the Incident Report Form 
and recommendations to the ELT. 
 

1.6 The Critical Incident/Sentinel Event Review Committee will review the Program 
Director’s recommendations and make the following decisions: 

(a) Whether additional follow-up is necessary. 

(b) Whether further investigation is necessary. 

(c) Whether the incident should be reported to our insurance company, the 
corporate attorney, and/or governmental authorities. 
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Commitment to Cultural Competence 

Davis Behavioral Health, Inc. (DBH) believes that the pursuit of equality in healthcare must be in 

the forefront of all our efforts to serve the many individuals that seek our services. DBH places 

significant important on providing services that are of the highest quality available. In addition, 

DBH is committed to accommodating the unique needs of individuals and families who cultural 

perspectives and linguistic differences are significantly dissimilar from the main stream culture in 

Davis County, Utah. 

CLAS Standards 

DBH has adopted the enhanced National Standards for Culturally and Linguistically Appropriate 

Services (CLAS) in Health Care as the foundation for implementing cultural competence as a 

core element in the delivery of services. 

As defined by the U.S. Department of Health and Human Services Office of Minority Health, The 

National CLAS Standards aim to improve health care quality and advance health equity by 

establishing a framework for organizations to serve the nation’s increasingly diverse 

communities. 

The National CLAS Standards are outlined below: 

Principal Standard 

1. Provide effective, equitable, understandable and respectful quality care and services that 
are responsive to diverse cultural health beliefs and practices, preferred languages, 
health literacy and other communication needs. 

Governance, Leadership and Workforce 

2. Advance and sustain organizational governance and leadership that promotes CLAS 
and health equity through policy, practices and allocated resources. 
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3. Recruit, promote and support a culturally and linguistically diverse governance, 
leadership and workforce that are responsive to the population in the service area. 

4. Educate and train governance, leadership and workforce in culturally and linguistically 
appropriate policies and practices on an ongoing basis. 

Communication and Language Assistance 

5. Offer language assistance to individuals who have limited English proficiency and/or 
other communication needs, at no cost to them, to facilitate timely access to all health 
care and services. 

6. Inform all individuals of the availability of language assistance services clearly and in 
their preferred language, verbally and in writing. 

7. Ensure the competence of individuals providing language assistance, recognizing that 
the use of untrained individuals and/or minors as interpreters should be avoided. 

8. Provide easy-to-understand print and multimedia materials and signage in the languages 
commonly used by the populations in the service area. 

Engagement, Continuous Improvement and Accountability 

9. Establish culturally and linguistically appropriate goals, policies and management 
accountability, and infuse them throughout the organizations’ planning and operations. 

10. Conduct ongoing assessments of the organization’s CLAS-related activities and 
integrate CLAS-related measures into assessment measurement and continuous quality 
improvement activities. 

11. Collect and maintain accurate and reliable demographic data to monitor and evaluate 
the impact of CLAS on health equity and outcomes and to inform service delivery. 

12. Conduct regular assessments of community health assets and needs and use the 
results to plan and implement services that respond to the cultural and linguistic diversity 
of populations in the service area. 

13. Partner with the community to design, implement and evaluate policies, practices and 
services to ensure cultural and linguistic appropriateness. 

14. Create conflict- and grievance-resolution processes that are culturally and linguistically 
appropriate to identify, prevent and resolve conflicts or complaints. 

15. Communicate the organization’s progress in implementing and sustaining CLAS to all 
stakeholders, constituents and the general public. 

Cultural Competency Work Plan 

The DBH Executive Leadership Team (ELT) have the authority and responsibility to integrate 

cultural competence through all levels of the organization. The Human Resources Director has 

been specifically tasked with leading cultural competence effort, including the organization and 

direction of the DBH Cultural Competency Committee. 

Cultural Competency Committee 

Davis Behavioral Health has established a Cultural Competency Committee composed of a 

minimum of 4 individuals, including a Chair and three committee members. Responsibilities and 

assignments are delegated to all committed members. 

The role of the Committee shall be: 

▪ To promote cultural competency among staff and in all services provided by DBH 



▪ To develop and recommend the annual Cultural Competency Plan to the Executive 

Leadership Team (ELT) and to make relevant recommendations to the Quality 

Assurance and Performance Improvement (QAPI) committee. The Cultural Competency 

Plan will be presented to ELT in the first executive each July 

▪ Attend available statewide workshops and training 

▪ Compile, maintain, and disseminate information on internal and external resources for 

staff serving diverse populations 

▪ Coordinate with Human Resources Department to ensure that annual staff training 

pertaining to cultural competency is completed 

▪ Served as primary contact and educators for all cultural competency issues or concerns 

that arise at DBH 

Meetings 

The Cultural Competency Committee will meet at least quarterly on a date determined by the 

committee. Special meetings may be called at the discretion of the Chair to conduct business 

within the scope of the standing rules and/or to carry out the annual plan.  

A member of the Committee will be assigned to take minutes at each meeting and send follow-

up communication to the other committee members. 

Cultural Competency Plan 

The Cultural Competency Plan is reviewed and/or updated annually and will include one or 

more of the following components: 

▪ Goals and implementation 

▪ Delivery of services 

▪ Conflict and grievance resolution for consumers 

▪ Strategic partnerships with local community groups 

▪ Recruitment and retention of staff 

▪ Legal considerations 

▪ Cultural competency training 

Goals and Implementation 

To make the annual Cultural Competency Plan an effective tool for DBH, the Cultural 

Competency Committee will create 1-2 short-term and long-tern goals each year during the 

review and revision process for the annual Plan. Short-term goals will be focused on areas that 

can be completed within the 12-month scope each plan, have relevant and practical applications 

for immediate improvement, and we attainable with available resources.  

2017/18 Goals 

Short-term Goals 

1. Improve staff awareness of cultural competency by initiating cultural competency 

training. 

Long-term Goals 

Long-term goals will remain focused on DBH’s efforts to meet the CLSW principle standards of 

providing high quality culturally competent services to persons with diverse cultural health 

beliefs, practices, and languages. 



Delivery of Services 

Treatment staff at DBH are encouraged to perform assessments, treatment, and discharge 

planning in what that, when possible, take into consideration holistic approaches, cultural beliefs 

and values, family and other natural support systems, community resources, and any 

communication barriers that may be present. DBH will use a system of care approach that 

encourages wraparound services that meet the needs of families and include those in a 

consumer’s natural culture. DBH will promote the delivery of services in a culturally competent 

manner, to all members including those with limited English proficiency and diverse cultural and 

ethnic backgrounds, disabilities, and regardless of gender, sexual orientation or gender identity. 

Interpreters and Written Materials 

DBH will make every effort to provide services to consumers in their preferred language. In the 

absence of qualified and competent bilingual staff, interpreters (language, ASL, etc.) may be 

offered to overcome communication barriers on an as needed basis. In such instances, 

interpreters are required to maintain confidentiality, while providing complete and accurate 

interpretation. Family members, particularly children, will not be used as interpreters in mental 

health assessments, treatment, or other situations where impartiality is critical. Additionally, the 

same interpreter should be utilized over the course of treatment, whenever possible. Please 

refer to Attachment I for the “Language Interpreter and Translator Code of Professional 

Conduct” used by DBH. 

DBH will continue to comply with PMHP contract requirements to make interpreter services 

available to assist those with limited English proficiency to access services. 

Interpreters may not be limited to prevalent languages in the catchment area, but shall apply to 

all non-English languages. 

DBH will make interpretation services for all non-English languages available free of charge and 

notify members that oral interpretation is available for any all language and written translation is 

available in prevalent languages, including the use of auxiliary aids such as TTY/TDY and 

American Sign Language (ASL). Further, DBH will instruct members how to access these 

services. 

DBH Human Resources Department will include all non-English languages spoken by staff in 

the human resource information system (HRIS), which is currently administered by Paylocity. 

This information will be used to track potential internal interpreter sources. 

A list of names and phone numbers of interpreters and staff fluent in a 2nd language will be kept 

on the internal DBH website. 

DBH intake staff will complete the Clinical Information/Demographic Form as part of the intake 

process, whether consumers request and receive either interpreter services or services in a 

preferred language other than English. 

DBH will provide written materials that are critical to obtaining services in prevalent non-English 

languages in its service areas. DBH has identified Spanish as the sole prevalent non-English 

language in its service area in which critical written material will be provided. Critical materials 

include: provider directories, member handbooks, appeal and grievance notices, and denial and 

termination notices. 

DBH agree to meet the following criteria for all written material: 



▪ Use easily understood language and format 

▪ Use a font size no smaller than 12 point 

▪ Be available in alternative formats and through provision of auxiliary aids and service 

that takes into consideration the special needs of members with disabilities or limited 

English proficiency. 

▪ Include taglines in large print (18 point) and prevalent non-English languages 

describing how to request auxiliary aids and services, include written translation or 

oral interpretation and the toll-free and TTY/TDY customer service number, and 

availability of materials in alternative formats.  

Documentation 

DBH will maintain documentation of activities conducted by the agency and its staff. When 

requested, DBH will submit the written cultural competency plan and or documentation of the 

activities to the State of Utah Department of Human Services. 

Conflict and Grievance Resolution for Consumers 

The DBH Cultural Competency Committee will collaborate with the Corporate Compliance 

Officer and Executive Leadership Team (ELT) to ensure that conflict and grievance resolution 

processes are culturally and linguistically sensitive and capable of identifying, preventing, and 

resolving cross-cultural conflicts or complaints by consumers. 

Strategic Partnerships with Local Community Groups 

DBH staff members will strive to participate in community committees to ensure that the 

community needs are being met in a culturally sensitive manner. DBH believes that it is 

essential to gain trust by finding natural leaders from within the minority community as this helps 

clarify needs and how services need to be adapted to fit the needs of individuals. 

Recruitment and Retention of Staff 

The Cultural Competency Committee will work with the Human Resources Department to 

provide supervisors with resources related to the recruitment and retention of staff with diverse 

cultural and language backgrounds. 

Conflict and grievance resolution processes will be addressed in a culturally sensitive manner to 

help identify, prevent, and resolve cross-cultural conflicts or complaints by staff or consumers. 

Cultural competency training will be included in all new employee orientation meetings and 

material. 

Legal Considerations 

DBH complies with any other federal and State laws that pertain to member rights including Title 

VI of the Civil Rights Act of 1964 as implemented by regulations at 45CFR part 80; the Age 

Discrimination Act of 1975 as implemented by regulations at 45CFR part 91; the Rehabilitation 

Act of 1973, Title IX of the Education Amendments of 1972 (regarding education programs and 

activities), Titles II and III of the Americans with Disabilities Act; and section 1557 of the Patient 

Protection and Affordable Care Act. 

Title VI of the Civil Rights Act of 1964 

Title VI declares that no person shall be subject to discrimination based on race, color or 

national origin under any program or activity that receives federal financial assistance. 



What is the penalty for non-compliance with Title VI?  

• Loss of federal funds 

• Loss of future federal and state funding 

• Subject to legal actions from NC DHHS, legal services organizations and private 

individuals. 

• Possible “Informed Consent” issues which could lead to medical malpractice charges for 

both the public and private sector.  

Age Discrimination Act of 1975 

The Age Discrimination Act of 1975 prohibits discrimination on the basis of age in programs and 

activities receiving federal financial assistance. The Act, which applies to all ages, permits the 

use of certain age distinctions and factors other than age that meet the Act’s requirements. The 

Age Discrimination Act is enforced by the Civil Rights Center.  

Rehabilitation Act of 1973 

The Rehabilitation Act of 1973, as Amended (Rehab Act) prohibits discrimination on the basis of 

disability in programs conducted by federal agencies, in programs receiving federal financial 

assistance, in federal employment and in the employment practices of federal contractors. 

The standards for determining employment discrimination under the Rehab Act are the same as 

those used in Title I of the ADA; it protects “qualified individuals with disabilities.” An “individual 

with a disability” is a person who has a physical or mental impairment that substantially limits 

one or more major life activities, has a record of such impairment or is regarded as having such 

an impairment.  “Qualified” means the person satisfies the job-related requirements of the 

position he or she holds (or is applying for) and can perform its essential functions, with or 

without a reasonable accommodation. 

Title IX of the Education Amendments of 1972 

Title IX is a comprehensive federal law that prohibits discrimination on the basis of sex in any 

federally funded education program or activity. The principal objective of Title IX is to avoid the 

use of federal money to support sex discrimination in education programs and to provide 

individual citizens effective protection against those practices. Title IX applies, with a few 

specific exceptions, to all aspects of federally funded education programs or activities. In 

addition to traditional educational institutions such as colleges, universities, and elementary and 

secondary schools, Title IX also applies to any education or training program operated by a 

recipient of federal financial assistance. 

Americans with Disabilities Act (ADA) 

The landmark Americans with Disabilities Act (ADA) enacted on July 26, 1990, provides 

comprehensive civil rights protections to individuals with disabilities in the following areas: 

Title I Employment 

Business must provide reasonable accommodations to protect the rights of individuals with 

disabilities in all aspects of employment. Possible changes may include restructuring jobs, 

altering the layout of workstations, or modifying equipment. Employment aspects may include 

the application process, hiring, wages, benefits, and all other aspects of employment. Medical 

examinations are highly regulated. 



Title II Public Services 

Public services, which include state and local government instrumentalities, the National 

Railroad Passenger Corporation, and other commuter authorities, cannot deny services to 

people with disabilities participation in programs or activities which are available to people 

without disabilities. In addition, public transportation systems, such as public transit buses, must 

be accessible to individuals with disabilities. 

Title III Public Accommodations 

All new construction and modifications must be accessible to individuals with disabilities. For 

existing facilities, barriers to services must be removed if readily achievable. Public 

accommodations include facilities such as restaurants, hotels, grocery stores, retail stores, etc., 

as well as privately owned transportation systems. 

Title IV Telecommunications 

Telecommunications companies offering telephone service to the general public must have 

telephone relay service to individuals who use telecommunication devices for the deaf (TTYs) or 

similar devices. 

Title V Miscellaneous 

Includes a provision prohibiting either (a) coercing or threatening or (b) retaliating against the 

disabled or those attempting to aid people with disabilities in asserting their rights under the 

ADA. 

Section 1557 of the Patient Protection and Affordable Care Act 

Section 1557 is the nondiscrimination provision of the Affordable Care Act (ACA). The law 

prohibits discrimination on the basis of race, color, national origin, sex, age, or disability in 

certain health programs or activities. Section 1557 builds on long-standing and familiar Federal 

civil rights laws: Title VI of the Civil Rights Act of 1964, Title IX of the Education Amendments of 

1972, Section 504 of the Rehabilitation Act of 1973 and the Age Discrimination Act of 1975. 

Section 1557 extends nondiscrimination protections to individuals participating in: 

▪ Any health program or activity any part of which received funding from HHS 

▪ Any health program or activity that HHS itself administers 

▪ Health Insurance Marketplaces and all plans offered by issuers that participate in those 

Marketplaces. 

Cultural Competence Training 

DBH has established a robust cultural competence training program for staff to complete on an 

annual basis. Components of the program include: 

▪ Annual review and acknowledgement of the cultural competency policy and cultural 

competency plan 

▪ Twelve (12) individual video training modules to be completed annually 

 

1. TedxMileHigh – Bobby Lefebre – Social Worker 

2. Cultural Humility 

3. Challenges & Rewards of a Culturally-Informed Approach to Mental Health 

4. Why Cultural Diversity Matters 

5. Everything You Wanted to Know About Culture 

6. What is Culturally Competent Healthcare? 



7. Youth Cultural Competency 

8. An Emptiness in My Heart: Coping with Mental Illness in a Foreign Land 

9. Why Culturally and Linguistically Appropriate Services (CLAS) Matter 

10. Overview of CLAS Standards 1 of 2 

11. Overview of CLAS Standards 2 of 2 

12. What is Cultural Competence and Why is it Important? 

 

▪ Voluntary completion of the Culturally Competent Care: A Cornerstone of Caring training 

offered by the U.S. Department of Health & Human Services Office of Minority Health is 

also encouraged for DBH employees. 

- This training provides up to nine (9) continuing education credits for licensed 

social workers at DBH. 

- https://ccnm.thinkculturalhealth.hhs.gov/default.asp 

Participation and completion of the required annual training is logged in Paylocity, the Human 

Resource Information System (HRIS) utilized by DBH. 

 

Attachment I – Interpreter Code of Ethics 

Interpreter Code of Ethics 

Language Interpreter and Translator Code of Professional Conduct 

Accuracy 

Interpreters/translators shall always thoroughly and faithfully render the source language 

message, omitting or adding nothing, considering linguistic variations in both source and target 

languages, conserving the tone and spirit of the source language message. 

Cultural Sensitivity and Courtesy 

Interpreters/translators shall be culturally competent, sensitive, and respectful of the 

individual(s) they serve. 

Confidentiality 

Interpreters/translators shall not divulge any information obtained through their assignments, 

including but not limited to information gained through access to documents or other written 

material. 

Disclosure 

Interpreters/translators shall not publicly discuss, report, or offer an opinion concerning matters 

in which they are or have been engaged, even when that information is not privileged by law to 

be confidential. 

Proficiency 

Interpreters/translators shall meet a minimum proficiency standard. 

Compensation 

The fee schedule agreed to shall be the maximum compensation accepted. 

Interpreters/translators shall not accept additional money, compensation, or favor for services 

reimbursed under contract. 

https://ccnm.thinkculturalhealth.hhs.gov/default.asp


Non-Discrimination 

Interpreters/translators shall always be neutral, impartial, and unbiased. Interpreters/translators 

shall not discriminate on the basis of gender, disability, race, color, national origin, age, 

socioeconomic or educational status, or religious or political beliefs, or sexual orientation. 

Self-Evaluation 

Interpreters/translators shall accurately and completely represent their proficiency, experience, 

and training. 

Impartiality 

Interpreters/translators shall disclose any real or perceived conflict of interest which would affect 

their objectivity in the delivery of service. 

Professional Demeanor 

Interpreters/translators shall be punctual, prepared, and dressed in a manner appropriate and 

not distracting for the situation. 

Scope of Practice 

Interpreters/translators shall not counsel, refer, give advice, or express personal opinions to 

individual for whom they are interpreting/translating, or engage in any other activities which may 

be construed to constitute a service other than interpreting/translating. 

Reporting Obstacles to Practice 

Interpreters/translators shall assess at all times their ability to interpret/translate. Should 

interpreters/translators have any reservations about their competency, they should notify the 

parties and offer to withdraw without threat of retaliation. Interpreter/translator may continue until 

more appropriate interpreters/translators can be secured. 

Ethical Violations 

Interpreters/translators should withdraw from service provision they perceive as a violation of 

any part of this Code. Any violation of the Code of Professional Conduct may cause termination 

of the contractual relationship. 

Professional Development 

Interpreters/translators should develop their skills and knowledge through professional training, 

continuing education, and interaction with colleagues and specialists in related fields. 

I agree to abide by the Davis Behavioral Health, Inc. Interpreter Code of Ethics. 

 

Name  Date 
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Uses and Disclosures 
 
Policy 1    Uses and Disclosures: For Treatment, Payment, and Health 
Care Operation  
 
Purpose  
 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the uses and disclosures of PHI 

from individuals with whom it has a direct treatment relationship.  

Policy 

Davis Behavioral Health will use and disclose PHI of clients for treatment, payment, and health 

care operations without obtaining explicit permission from those clients.   However, Davis 

Behavioral Health will make our best effort to obtain a release of information from those clients in 

the areas of treatment and payment.  We will not request an authorization to release information in 

the area of health care operations.  Additionally, Davis Behavioral Health will make our best effort 

to obtain a written acknowledgement from each client that he/she has received a copy of our Privacy 

Notice prior to providing treatment. 

  

Individuals seeking treatment have the right to request that Davis Behavioral Health restricts our uses 

and disclosures of their PHI for treatment, payment, and health care operations.  Davis Behavioral 

Health is not obliged to agree to those restrictions, but, if we do, we must abide by them.  Therefore, 

restrictions will not be granted without the express permission of the Privacy Officer who will 

evaluate an individual’s request and determine: 

1. If the restrictions are reasonable and 

2. If it is possible to implement the restriction in our practice. 

Should the request be granted, the Restriction Form will reflect the restrictions that have been 

allowed.  See Policy 13 for complete information on Restrictions. 

 

Davis Behavioral Health will, in all cases where a personal representative requests PHI on behalf of a 

client, consider the appropriateness of the request.  In any case where Davis Behavioral Health elects 

not to treat a person as a legal representative, we will do so because: 

1. Davis Behavioral Health has a reasonable belief that the individual has been or may be 

subjected to domestic violence, abuse, or neglect by such person; or 



2. Davis Behavioral Health, in the exercise of professional judgment, decides that it is not 

in the best interest of the individual to treat the person as the client’s legal representative. 

In any such case, it is the policy of Davis Behavioral Health to document that decision in the medical 

record and inform the Privacy Officer.  



 

 

 

Uses and Disclosures 
 
Policy 2    Uses and Discl osures: Authorizations 
 
Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the conditions for obtaining 

authorization, from individuals with whom it has a direct treatment relationship, for any use and/or 

disclosure of PHI that is not covered by the consent requirement or is not otherwise permitted or 

required under the Privacy Rule. 

 
Policy 

Davis Behavioral Health will obtain a signed authorization that meets the standards of the Privacy 

Rules from individuals prior to using or disclosing PHI in those situations in which authorizations are 

required under the Rule.  A copy of the authorization form presently in use in the Agency is found at 

the end of this policy.   

 

Individuals seeking treatment have the right to refuse to provide authorizations for use and disclosure 

of their PHI.  Davis Behavioral Health may not refuse to treat individuals who withhold their 

authorization except in the following circumstances: 

1. Treatment is research-related for the use or disclosure of PHI for such research; or 

2. The authorization is for PHI to be created in the course of treatment for the purpose of 

disclosure to a third party.  

 

Clients may revoke an authorization at any time.  The revocation must be in writing.  Any actions 

that Davis Behavioral Health has taken in reliance on a client’s consent will not be affected by the 

revocation.  Davis Behavioral Health is not required, for example, to retrieve PHI that we have 

disclosed prior to the revocation.  Should any employee be informed verbally that an individual has 

revoked an authorization provided to another entity, that employee should immediately inform the 

Privacy Officer 

 



Davis Behavioral Health may amend the authorization form presently in use as long as it is written in 

plain language and the following elements are present in the amended authorization form: 

1. A description of the information to be used or disclosed that identifies the information in a 

specific and meaningful fashion; 

2. The name or specific ID of the person(s), or class of persons, authorized to make the 

requested use or disclosure; 

3. The name or other specific ID of the person(s), or class of persons, to whom Davis 

Behavioral Health may make the requested use or disclosure; 

4. A description of each purpose of the requested use or disclosure.  The statement “at the 

request of the individual” is a sufficient description of the purpose when an individual 

initiates the authorization and does not, or elects not to, provide a statement of the purpose; 

5. An expiration date or event that relates to the individual or the purpose of the use or 

disclosure.  The statement ”end of the research study”, “none”, or similar language is 

sufficient if the authorization is for a use or disclosure of PHI for research, including for 

the creation and maintenance of a research database or research repository. 

6. The signature of the individual and the date.  If signed by a personal representative, a 

description of the authority of that person to act for the individual must be provided. 

 
Required Statements in the Authorization Form 

In addition to the core elements listed above, an authorization must contain statements that put the 

individual on notice of all of the following: 

1. The individual’s right to revoke authorization in writing and either:  

a. The exceptions to the right to revoke along with a description of how to revoke; or 

b. A reference to the Privacy Notice if Davis Behavioral Health’s Notice contains the 

information in a. above.  

2. Davis Behavioral Health may only condition treatment (or payment by Davis Behavioral 

Health if applicable) on obtaining a signed authorization when: 

a. It is providing research-related treatment and the authorization provides for the use 

or disclosure of PHI for such research; or 

b. It is providing treatment solely for the purpose of creating PHI for disclosure to a 

third party and the authorization is for the disclosure of PHI to that third party. 

3. The potential for PHI disclosed pursuant to the authorization to be subject to redisclosure 

by the recipient and no longer be protected by the Privacy Rule. 

 



An authorization that lacks any of these elements or statements is a defective authorization and will 

have no effect, therefore, Davis Behavioral Health requires that all of these elements or statements be 

in place in any authorization form version that may be developed in the future. 

 

In any situation where the specificity of the request is inadequate to provide assurance that Davis 

Behavioral Health will disclose the correct information, the authorization should be considered 

defective. 

 

In any situation where the relevant PHI will require extensive redaction, the individual will be given 

their entire record that he/she can redact prior to disclosure to the requestor of the information.  

 

In any situation where Davis Behavioral Health has conflicts between two or more authorizations or 

other forms of legal permission in our possession for the same individual for the use and disclosure 

the same PHI, Davis Behavioral Health will attempt to obtain a new, conforming written 

authorization that resolves the conflict between the other documents.  When a new authorization 

cannot be obtained, Davis Behavioral Health will rely upon the most restrictive form of permission in 

our possession. 

 

Substance Abuse Providers 

Federal regulations governing the confidentiality of substance abuse information (42 CFR, Part 2) are 

generally more restrictive than HIPAA and, therefore, Davis Behavioral Health will follow these 

regulatory requirements whenever the PHI of any client in a federally-assisted alcohol or drug abuse 

program is disclosed.  In any of our federally-assisted alcohol or drug abuse programs, Davis 

Behavioral Health must always obtain specific authorization for each disclosure of client records or 

other information concerning a client unless one of the regulatory exceptions applies.  See Policy 1, 

Uses and Disclosures (the section for Substance Abuse Providers).  The authorization form (called a 

“consent” form in the substance abuse federal regulations) will meet the regulatory requirements 

incorporated in the Form attached to this Policy. 



Davis Behavioral Health  
Release of Information Authorization Form 

AUTHORIZATION TO USE AND DISCLOSE HEALTH INFORMATION 
     

SECTION A:    USE OR DISCLOSURE OF HEALTH INFORMATION 
By signing this Authorization, I authorize the use or disclosure of my individually-identifiable health 
information maintained by:  
The Provider: Davis Behavioral Health: 
 
______________________________________________________________________________ 
Print Address 
 
My health information may be disclosed under this Authorization to: 
 
The Recipient [Person/Organization(s) receiving the information]: 
______________________________________________________________________________ 
Print Name 
______________________________________________________________________________ 
Print Address                           

Health information includes information collected from me or created by the Provider, or information received by the Provider from 

another health care provider, a health plan, my employer, or a health care clearinghouse.   Health information may relate to my past, 

present or future physical or mental health or condition, the provision of my health care, or payment for my health care services.  

Any provider that operates a federally-assisted alcohol or drug abuse program is prohibited from disclosing information about treatment 

for alcohol or drug abuse without my specific written authorization unless a disclosure is otherwise authorized by federal regulations 

governing Confidentiality of Alcohol and Drug Abuse Patient Records (42 CFR, Part 2).   

 
SECTION B:     SCOPE OF USE OR DISCLOSURE 
Check One: 
Health information that may be used or disclosed through this Authorization is as follows: 

�‰ All health information about me, including my clinical records, created or received by the Provider. This 
information may include, if applicable:  Information pertaining to the identity, diagnosis, prognosis or treatment 
for alcohol or drug abuse maintained by a federally-assisted alcohol or drug abuse program; or;  

�‰ All health information about me as described in the preceding checkbox, excluding the following: 
__________________________________________________________________________________________ 
__________________________________________________________________________________________           
__________________________________________________________________________________________ 

�‰ Specific health information including only: ______________________________________________________       
___________________________________________________________________________________________
___________________________________________________________________________________________
________________________________________________________________________________________ 
Note:   Describe the health information to be excluded or included in a specific and meaningful fashion.  

 
SECTION C:     PURPOSE OF THE USE OR DISCLOSURE 
The purpose(s) of this Authorization is (are): 

Check one: 
�‰ Specifically, the following purpose(s) : __________________________________________________________       

_______________________________________________________________________________________; or   

�‰ This request for information to be used or disclosed has been initiated by the Client and the Client does not elect 
to disclose its purpose.     
Note:  This box may NOT be checked if the information to be used or disclosed pertains to alcohol or drug 
abuse identity, diagnosis, prognosis or treatment. 

 
 



SECTION D:     EXPIRATION 
This Authorization expires in 90-days, unless otherwise noted here:  
 
____________________________________________________________________________________________________________(I
nsert applicable event or date – mm/dd/yy) 
Note:  If an expiration event is used, the event must relate to the Consumer or the purpose of the use or disclosure. 

 
SECTION E:  OTHER IMPORTANT INFORMATION 
1.   I understand that the Provider cannot guarantee that the Recipient will not re-disclose my health information to a third party.  The 
Recipient may not be subject to federal laws governing privacy of health information.   However, if the disclosure consists of treatment 
information about a consumer in a federally-assisted alcohol or drug abuse program, the Recipient is prohibited under federal law from 
making any further disclosure of such information unless further disclosure is expressly permitted by written consent of the consumer or 
as otherwise permitted under federal law governing Confidentiality of Alcohol and Drug Abuse Patient Records (42 CFR, Part 2). 
2.  I understand that I may refuse to sign this Authorization and that my refusal to sign will not affect my ability to obtain treatment (or 
payment, if applicable) from Davis Behavioral Health, except when I am (i) receiving research-related treatment or (ii) receiving health 
care solely for the purpose of creating information for disclosure to a third party. If either of these exceptions apply, my refusal to sign 
an authorization will result in my not obtaining treatment (or payment, if applicable) from Davis Behavioral Health. 
3.  I understand that I may revoke this Authorization in writing at any time, except that the revocation will not have any effect on any 
action taken by the Provider in reliance on this Authorization before written notice of revocation is received by the Provider. I further 
understand that that I must provide any notice of revocation in writing to the Privacy Office at Davis Behavioral Health.  The address of 
the Privacy Office is 291 South 200 West, Farmington, UT 84025. 
4. This paragraph is only applicable to certain Authorizations to disclose health information for marketing purposes:  I 
understand that Davis Behavioral Health may, directly or indirectly, receive remuneration from a third party in connection with the 
marketing activities undertaken by Davis Behavioral Health. 
5.  Davis Behavioral Health hereby binds itself to safeguard the records and not re-disclose any medical records in violation of law. 
6.  I understand that if I am a drug and/or alcohol patient, that Davis Behavioral Health must obtain a specific authorization for each 
disclosure of my records except: 
 a.  for internal program purposes; 
 b.  for medical emergencies; 
 c.  in response to court-ordered disclosure after I have had an opportunity to respond to the court; 
 d.  when I have committed or threaten to commit a crime; 
 e.  when the disclosure is for governmental audits or research purposes; or 
 f.  when reporting is required under state law for child abuse. 

 
I have read and understand the terms of this Authorization. I have had an opportunity to ask questions about the use or disclosure of my 
health information.   
 
Client’s signature:__________________________________ _____________________  Date of signature: _________________ 
 
Print client’s full name: ______________________________________________________________  
 
When client is not competent to give consent, the signature of a parent, guardian, or other authorized legal representative is required. 
 
Signature of legal representative: ___________________________ ________________  Date of signature :_____________________ 
 
Print legal representative’s name: ________________________________________________________________________________ 
 
Optional:  Photo I.D. # of Signator __________________________________  Witness: ___________________________________ 

Davis Behavioral Health Substance Abuse Redisclosure Notice 
PROHIBITION ON REDISCLOSURE OF CONFIDENTIAL INFORMATION  

�x This notice accompanies a disclosure of information concerning a consumer in an alcohol or drug abuse 
treatment program, made to you with the consent of such consumer.  
�x This information has been disclosed to you from records protected by federal confidentiality 
rules governing federally-assisted drug or alcohol abuse programs (42 C.F.R., Part 2).  The federal rules 
prohibit you from making any further disclosure of this information unless further disclosure is expressly 
permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 
C.F.R., Part 2.  A general authorization for the release of medical or other information is not sufficient 
for this purposes.   
�x The federal rules restrict any use of the information to criminally investigate or prosecute any 
alcohol or drug abuse consumer. 



Uses and Disclosures 
 
Policy 3   Uses and Disclosures:  Opport unity for the Individual to Agree or 
Object  

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the conditions for providing 

clients with an opportunity, in advance of the use or disclosure of PHI for   

a. Involving other people in the individual’s care, or 

b. For notification about a client’s location, general condition, or death 

to agree to that particular use or disclosure, to prevent it, or to restrict it.  

 
Policy 

Davis Behavioral Health will verbally inform each individual, during the intake process, of their right 

to prevent or restrict Davis Behavioral Health from  

a. Disclosing PHI about them to persons involved in their care; and 

b. Notifying persons about their location, general condition, or death. 

The HIPAA Privacy Rules allows for Davis Behavioral Health to maintain facility directories.  

However, Davis Behavioral Health does not maintain a facility directory at any of our units.  If 

asked, we will not confirm orally, in writing, or through any other medium that an individual is our 

current or former client.   
 

With regard to clients who are present and have the capacity to make decisions, PHI may only be 

disclosed to people involved in their care (meaning relatives, friends, or community support people), 

if we:  

1. Notify the client in advance of the anticipated disclosure and obtain their agreement to 

disclose; 

2. Provide the clients with the opportunity to object to disclosures of PHI and the client 

does not express an opinion; or 

3. Can, in the exercise of our professional judgment, infer from the circumstances that the 

client does not object to the disclosure of PHI.   

 



With regard to clients who are not present or who are incapacitated or in an emergency situation, 

Davis Behavioral Health will disclose the minimum necessary PHI to persons involved in the client’s 

care: 

1) If the client is not a ward of the state or does not have a Advance Directive, court-appointed 

guardian, or other fiduciary, and 

2) If Davis Behavioral Health determines in the exercise of our professional judgment that it is 

in the client’s best interest. 

 

It will be our policy, when disclosing PHI to persons involved in the client’s care, to limit 

disclosures to PHI about the current circumstance.  In addition, should the care provider believe, in 

the exercise of his/her professional judgment, that a disclosure of PHI might cause the client 

serious harm, the care provider may withhold PHI from the person involved in their care.  Care 

providers should use their professional judgment about the scope of the person’s involvement in 

the client’s care (both to the length of time of that person’s involvement and to the depth of 

disclosure of PHI that is appropriate) in a particular circumstance. 

 

In disaster situations, no individual agreement will be required prior to disclosure of PHI to federal, 

state, or local agencies involved in disaster relief activities.  This policy also applies to any private 

disaster relief organization that is authorized by law or their charters to assist in disaster relief 

efforts. 

 



Uses and Disclosures 
 

Policy 4   Uses and Disclosures:  No Permission Required 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rule of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the conditions for responding to 

requests for disclosure of PHI in compliance with law and limited to the relevant requirements of 

the law that do not require the initial authorization or prior consent of the client. 

 

Policy 
Davis Behavioral Health has appointed a Privacy Officer, who is responsible for processing all 

requests for disclosures of PHI from external authorities in compliance with law and limited to the 

relevant requirements of that law.  We recognize that we are not compelled to make disclosures by 

the Privacy Rule, but that we may do so without fear of further penalty under the Privacy Rule. 

 

Disclosures of PHI, without permission or consent of the client, may or will (depending on the law 

and duty to report) occur under the following circumstances. 

 
Public Health Uses:  Disclosures of PHI may be made by Davis Behavioral Health without 
individual authorization to: 
1) A public health authority authorized to receive PHI for the purpose of preventing or 

controlling disease, injury, or disability; 
2) A public health authority or any other appropriate authority authorized by law to 

receive reports and do investigations of child abuse or neglect; 
3) A person subject to FDA jurisdiction (who is responsible for the quality, safety, or 

effectiveness activities of a particular product) to collect/report adverse events, product 
defects, or biological product deviations, to track FDA regulated products, to enable 
product recalls, repairs, or replacement/look backs, or to conduct post-marketing 
surveillance;   

4) A person who may have been exposed to a communicable disease or may otherwise be 
at risk of contracting or spreading a disease or condition and who was authorized by 
law to be notified (typically in the conduct of a public health investigation or 
intervention); or 

5) An employer generally in those situations where there are work-related injuries or 
workplace medical surveillance.  Agencies, who make disclosures to employers, must 
provide notice to individuals that they do. 

 
Victims of Abuse, Neglect or Domestic Violence:  (other than child abuse, see above) When 
Davis Behavioral Health reasonably believes an individual is a victim of abuse, neglect, or 
domestic violence, disclosures of PHI may be made without individual authorization to a legally 
appointed governmental authority when: 



1) It is required by law and the disclosure complies with and is limited to the 
requirements of the law, and Davis Behavioral Health informs the individual (victim) 
that the report has been made; 

2) The individual (victim) agrees to the disclosure; or 
3) It is expressly authorized by statute or regulation and either 

a. Davis Behavioral Health, in the exercise of its professional judgment, believes 
that disclosure is necessary to prevent serious harm to the individual or other 
potential victims; or 

b. The individual is unable to agree due to incapacity and the official who is to 
receive the information represents that he/she does not intend to use the PHI 
against that individual, and that an immediate enforcement activity depends 
upon the PHI and would be materially and adversely affected by waiting for 
the individual to recover.  

 
In each of these cases, the individual must be notified that the disclosure was made.  There are two 
exceptions: 

a. If Davis Behavioral Health believes, in the exercise of its professional judgment, 
that informing the individual would place the individual at risk of serious harm or 

b. If the person to be informed, as a personal representative, is the one believed 
responsible for the abuse, neglect, or other injury and that it would not be in the 
individual’s best interest as determined Davis Behavioral Health, exercising 
professional judgment, to inform the personal representative. 

 
Health Oversight:  Disclosures of PHI may be made by Davis Behavioral Health without 
individual authorization to health oversight agencies.  Disclosures must be for the purpose of 
oversight of the health care system. 
 
Judicial and Administrative Proceedings:  Disclosures of PHI may be made by Davis Behavioral 
Health without individual authorization when the request for PHI is made through or pursuant to an 
order from a court or administrative tribunal, or in response to a subpoena or discovery request, or 
other lawful process, by a party to the proceeding.  Any staff member receiving a subpoena must 
consult with the Privacy Officer or his designee, who will determine in consultation with legal 
counsel, the appropriateness of our response.  In this process, Davis Behavioral Health must ensure 
that the client’s privileged communication is protected and that the client has the opportunity to 
assert that privilege. 
 
Prior to delivering the subpoenaed records, Davis Behavioral Health should review the record and 
identify and redact any “sensitive information”, such as HIV status or other information limited by 
state law, unless they have obtained a specific authorization of the individual to disclose such 
information.  If there is information regarding substance abuse, Davis Behavioral Health must 
comply with the policies and procedures below regarding substance abuse records.  
 
Law Enforcement Purposes:  Disclosures of PHI may be made by Davis Behavioral Health, 
without individual authorization, to law enforcement officers for law enforcement purposes when 
disclosure of the PHI is required by law or the PHI is made in compliance with: 

a. A court order or court-ordered warrant or a subpoena or summons issued by a 
judicial officer; 

b. A grand jury subpoena; 
c. A civil investigative demand, administrative subpoena or summons or similar 

process if the request meets certain conditions related to the nature of the 
information sought. 



 
Davis Behavioral Health may also disclose limited identifying information in response to a request 
from law enforcement for the purpose of identifying a suspect, fugitive, material witness, or 
missing person, but only if the individual agrees to the disclosure or Davis Behavioral Health 
determines that the law enforcement purpose is to meet a serious danger to the individual or other 
persons. 
 
Davis Behavioral Health may also disclose PHI about an individual who is a victim of a crime, 
without a court order or without being required to do so by law. However, Davis Behavioral Health 
may do so only if the disclosure has been requested by a law enforcement official and the victim 
agrees to the disclosure or, in the case of the victim’s incapacity, the following occurs: 

a. The law enforcement official represents to Davis Behavioral Health that (i) the 
victim is not the subject of the investigation and (ii) an immediate law 
enforcement activity to meet a serious danger to the victim or others depends 
upon the disclosure; and 

b. Davis Behavioral Health determines, exercising professional judgment, that 
the disclosure is in the victim’s best interest.  

 
Davis Behavioral Health may also disclose to law enforcement officials, PHI about an individual 
who has died for the purpose of alerting law enforcement to the death of the individual if Davis 
Behavioral Health suspects that the death may be the result of criminal conduct. 
 
About Decedents:  Disclosures of PHI, including psychotherapy notes, may be made by Davis 
Behavioral Health, without individual authorization, to the medical examiners for identification of 
a deceased person or to determine the cause of death provided that the chief medical examiner or 
his designee has deemed the PHI relevant to establishing the cause and manner of death.  PHI may 
also be disclosed to funeral directors as necessary to carry out their legal duties. 
 
Cadaveric Donation of Organs, Eyes, or Tissues:  Disclosures of PHI may be made by Davis 
Behavioral Health, without individual authorization, to organ procurement and similar 
organizations. 
 
Research Purposes:  Disclosures of PHI may be made by Davis Behavioral Health, without 
individual authorization, as long as Davis Behavioral Health obtains: 
  

1. Certain representations from the researcher; 
2. Documentation identifying the IRB or privacy board and the date on which the alteration 

or waiver of authorization has been approved; 
3. A statement that the IRB or privacy board has determined that the alteration or waiver, in 

whole or in part, of authorization satisfies the following criteria:  
a. That the use or disclosure of PHI involves no more than a minimal risk to the privacy 

of individuals, based on, at least, the presence of the following elements: 
1) An adequate plan to protect the identifiers from improper use and disclosure; 
2) An adequate plan to destroy the identifiers at the earliest opportunity consistent 

with conduct or the research, unless there is a health or research justification for 
retaining the identifiers or such retention is otherwise required by law; and  

3) Adequate written assurances that the PHI will not be reused or disclosed to any 
other person or entity, except as required by law for oversight purposes or for other 
research that would be permitted under the Privacy Rule.  

b. The research could not be conducted without the waiver or alteration; and 
c. The research could not be conducted without access to and use of the PHI. 



4. A brief description of the PHI that is determined to be necessary; 
5. A statement that the alteration or waiver of authorization has been reviewed and approved 

under either normal or expedited review procedures, as follows: 
a. An IRB must follow the requirement of the Common Rule; 
b. A privacy board must review the proposed research at convened meetings at which a 

majority of members are present (at least one of whom is not affiliated with Davis 
Behavioral Health, the research sponsor, or related to any person who is affiliated with 
such entities); 

c. With respect to a privacy board, an expedited review procedure can be used if the 
research involves no more than minimal risk to the privacy of individuals who are 
subject of the PHI for which use or disclosure is sought.  The review and approval may 
be carried out by the chair of the privacy board or by a member designated by the 
chair; and  

d. The documentation of the waiver or alteration must be signed by the chair or 
designated member. 

 
To Avert a Serious Threat to Health or Safety:  Disclosures of PHI may be made by Davis 
Behavioral Health, without individual authorization, when Davis Behavioral Health believes, in 
good faith, that PHI: 

a. Is necessary to prevent or lessen a serious and imminent threat to the health or 
safety of a person or the public and that the disclosure is to a person(s) 
reasonably able to prevent or lessen the threat, including the target of the threat; 
or 

b. Is necessary for law enforcement authorities to identify or apprehend an 
individual who has made a statement admitting participation in a past violent 
crime that Davis Behavioral Health reasonably believes may have caused 
serious physical harm or where the individual appears to have escaped from a 
correctional institution or lawful custody. 

 
PHI may not be disclosed if it was learned in the course of treatment provided to affect the 
propensity to commit the crime, or counseling or therapy or through a request for such treatment, 
counseling, or therapy. 
 
Specialized government functions:  Disclosures of PHI may be made by Davis Behavioral 
Health, without individual authorization, to military authorities typically for the purpose of 
assuring proper execution of the military mission or for the purpose of determining eligibility for 
benefits.  PHI may also be disclosed to authorized federal authorities for the conduct of lawful 
intelligence or other lawful national security activities authorized by the National Security Act. 
 
Correctional institutions:  Disclosures of PHI may be made by Davis Behavioral Health, without 
individual authorization, to a correctional institution, or an official having lawful custody of an 
inmate, if it is necessary for the provision of healthcare, for health and safety purposes, or for 
maintenance of good order of the correctional institution. 
 
Workers’ Compensation:  Disclosures of PHI may be made by Davis Behavioral Health, without 
individual authorization, as authorized by and to the extent necessary to comply with the state’s 
Workers’ Compensation law. 
 
 
 



Substance Abuse Providers 
Federal Regulations governing the confidentiality of substance abuse information (42 CFR, Part 2) 
are generally more restrictive than HIPAA and should be followed when PHI of any client in a 
federally-assisted alcohol or drug abuse (“substance abuse”) program is disclosed.  The Federal 
Regulations prohibit the disclosure of records or other information concerning any client in a 
federally-assisted substance abuse program without the specific consent of the client, except: 
 

a. For internal program communication purposes.  Under this exception, program staff may 
disclose information to other staff within the program, or to an entity having direct 
administrative control over that program, if the recipient needs the information in 
connection with the provision of substance abuse diagnosis, treatment or referral for 
treatment. 

 
b. For medical emergencies posing an immediate threat to health and requiring immediate 

medical intervention.  Under this exception, disclosures may be made to public or private 
medial personnel to the extent necessary to meet a bona fide medical emergency of the 
client or any other person. 

 
c. In response to court-ordered disclosures where the court order has been issued in 

accordance with procedures specified by the Federal Regulations.  Court-ordered 
disclosures must be limited to the information essential to fulfill the purpose of the order, 
and they must be restricted to those persons who need the information. 

 
If the order is sought by law enforcement officials or prosecutors, there are five additional criteria 
that must be met: 

i. The crime must be extremely serious,  
ii. The records requested must be likely to have information of significance to the 

investigation or prosecution; 
iii. There is no other practical way to obtain the information; 
iv. The public interest in disclosure outweighs any actual or potential harm to the 

patient or the client-patient relationship and the ability of the program to provide 
services to other patients; and 

v. When law enforcement personnel seek the order, the program has had an 
opportunity to be represented by counsel. 

 
A federally-assisted substance abuse program is prohibited from disclosing PHI about clients in 
response to subpoenas unless: 

i. The client has signed a proper consent form for the disclosure or 
ii. A court has ordered the program to release the PHI after giving the client and the 

program an opportunity to be heard and after making a “good cause” 
determination. 

 
d.   When a client has committed or threatened to commit a crime on the program premises or 

against program personnel.  Under these circumstances the program may report the crime 
to a law enforcement agency or seek its assistance.  The program may disclose the 
circumstances of the incident, including the suspect’s name, address, last known 
whereabouts, and the suspect’s status as a client at the program. 

 
e.   When the disclosure is for research purposes.  Under this exception the program may 

release PHI to researchers the program director determines are qualified.  



   
f.    When a government agency that funds or regulates the program, a third-party payor or a 

peer review organization requests access to program records.  The auditor or evaluator 
must agree in writing that it will re-disclose identifying information only: 

i. Back to the program; 
ii. Pursuant to a court order to investigate or prosecute the program (not a client), or 

iii. To a government agency that is overseeing a Medicare or Medicaid audit or evaluation. 
       

Records may be removed only upon a promise in writing to safeguard the records, not to re-
disclose the records in violation of law, and to destroy all client-identifying information when the 
audit or evaluation is completed. 

 

g.   When the program is reporting under state law incidents of suspected child abuse and 
neglect to appropriate authorities. 

 
h.   When the disclosure is to a “qualified service organization” (QSO).  A QSO is a person or 

entity that provides services to the program.  
  

If the program receives a request for disclosure of a client’s record that is not permitted under the 
Federal Regulations, the program must refuse to make the disclosure and must ensure that the 
refusal is accomplished in a way that does not reveal the individual has ever been diagnosed or 
treated for an alcohol or drug problem. 
 
Any PHI disclosed without authorization of a client in a federally-assisted substance abuse program 
authorization, may only be made in consultation with the Privacy Officer. 
 



Uses and Disclosures 

Policy 5   Uses and Disclosures:  Business Associates 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rule of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the nature of the third party 

relationships that will be considered to be Business Associates and the requirements for contracting 

with them. 

 
Policy 
 
 Any vendor or independent contractor who proposes to do business with Davis Behavioral Health 

will be subjected to procedures that will determine if the vendor or subcontractor is a Business 

Associate.  We will consider any vendor or independent contractor to be a Business Associate if they 

have the following characteristics: 

1. they perform a function or activity on our behalf that  involves the use or disclosure of 

PHI or provide any legal, actuarial, accounting, consulting, data aggregation or  

management, administrative, accreditation, or financial services to or for us; 

2. they are not involved in the treatment of a client; and 

3. they are not providing consumer-conducted financial transactions. 

  

Any vendor or independent contractor (but not any member of our workforce) who qualifies as a 

Business Associate will be required to sign a Business Associate Agreement or an Agreement that 

includes Business Associate provisions.  The Agreement will be attached to this policy (see page __). 

 

Amendments to the Business Associates Agreement may not be made without the approval of legal 

counsel.   

  

Protection of our client’s health information is important to us, therefore we require our employees to 

be sensitive to the behavior of our Business Associates and to report any conduct that appears 

inappropriate.   

 

 

Form 1 – Business Associate Agreement – New Contracts 



 
BUSINESS ASSOCIATE AGREEMENT  

With [Full Legal Name of Business Associate] 
Effective Date: [Insert Effective Date of this Agreement] 

 
This Business Associate and Chain of Trust Agreement (the “Agreement”) is made as of the 
Effective Date set forth above, by and between Davis Behavioral Health, Inc. (“Health Care 
Provider”) with a principal office at 291 South 200 West, Farmington, UT 84025 and [Insert full 
legal name of Business Associate] (“Business Associate”) with a principal office at [Insert 
address of Business Associate]. 
 
Whereas, Health Care Provider desires to disclose, and Business Associate desires to use, disclose, 
create, and/or receive, Individually Identifiable Health Information (i) on behalf of the Health Care 
Provider in the performance of certain functions or activities involving Individually Identifiable 
Health Information, or (ii) while providing certain designated services (including legal, actuarial, 
accounting, consulting, data aggregation, management, administrative, accreditation, or financial 
services) to or for the Health Care Provider;  
 
Whereas, Health Care Provider and Business Associate wish to comply with the Health Insurance 
Portability and Accountability Act of 1996 (42 U.S.C. §1320(d)) (“HIPAA”) including without 
limitation the Standards for Privacy of Individually Identifiable Health Information (42 C.F.R., Part 
160 and 164), the Standards for Electronic Transactions (45 C.F.R., Part 160 and 162) and the 
Security Standards (45 C.F.R., Part 142) (collectively, the “Standards”) promulgated or to be 
promulgated by the Secretary of Health and Human Services (the “Secretary”). 
 
I.  Definitions. 
The following terms, as used in this Agreement, shall have the meanings set forth below: 

1.1 "Data Aggregation" means, with respect to Protected Health Information created or 
received by Business Associate in its capacity as the business associate of Health Care 
Provider, the combining of such Protected Health Information by Business Associate with 
the Protected Health Information received by Business Associate in its capacity as a 
business associate of another covered entity, to permit data analyses that relate to the 
health care operations of the respective covered entities. 

1.2 "Designated Record Set" means a group of records maintained by or for Health Care 
Provider that is (i) the medical records and billing records about individuals maintained 
by or for Health Care Provider, (ii) the enrollment, payment, claims adjudication, and 
case or medical management record systems maintained by or for a health plan; or (iii) 
used, in whole or in part, by or for Health Care Provider to make decisions about 
individuals.  As used in this Agreement, the term "Record" means any item, collection, or 
grouping of information that includes Protected Health information and is maintained, 
collected, used, or disseminated by or for the Health Care Provider. 

1.3 "Electronic Media" means the mode of electronic transmissions.  It includes the 
internet, extranet (using internet technology to link a business with information only 
accessible to collaborating parties), leased lines, dial-up lines, private networks, and those 
transmissions that are physically moved from one location to another using magnetic 
tape, disk, or compact disk media.  

1.4 “Individually Identifiable Health Information" means information that is a subset of 
health information, including demographic information collected from an individual, and  



   (a) is created or received by a health care provider, health plan, employer, or health 
care clearinghouse; and   

 (b) relates to the past, present, or future physical or mental health or condition of an 
individual; the provision of health care to an individual; or the past, present or future 
payment for the provision of health care to an individual; and (i) identifies the 
individual, or (ii) with respect to which there is a reasonable basis to believe the 
information can be used to identify the individual.   

1.5 "Protected Heath Information" or “PHI” means Individually Identifiable Health 
Information that is (a) transmitted by electronic media, (b) maintained in any medium 
constituting Electronic Media; or (c) transmitted or maintained in any other form or 
medium.  "Protected Health Information" does not include (a) education records covered 
by the Family Educational Right and Privacy Act, as amended, 20 U.S.C. §1232g and (b) 
records described in 20 U.S.C.§1232g(a)(4)(B)(iv).  

 
II.  Obligations of Business Associate With Respect to PHI. 

2.1 Use and Disclosure of PHI.  Business Associate shall use and disclose PHI only as 
required to satisfy its obligations under this Agreement or as required by law and shall not 
otherwise use or disclose any PHI.  Health Care Provider shall not request Business 
Associate to use or disclose PHI in any manner that would not be permissible under the 
Standards for Individually Identifiable Health Information (hereinafter, the “Privacy 
Standards”) if done by Health Care Provider [Optional: except with respect to uses and 
disclosures of PHI for data aggregation or management and administrative activities of 
Business Associate, as provided in Sections 2.12 and 2.13 of this Agreement, 
respectively]. 

2.2 Purposes and Limitations on Use or Disclosure of PHI.   
2.2.1 Purposes.  Except as otherwise provided in this Agreement, Business Associate 

may use or disclose PHI on behalf of, or to provide services to, Health Care 
Provider only for the following purposes, so long such use or disclosure of PHI 
would not violate the Privacy Standards if used or disclosed by the Health Care 
Provider:  

  
[List specific purposes for Business Associate’s use or disclosure of PHI] i.e., 

to conduct a survey and determine the accreditation status of Health Care 
Provider; to provide accounting services to Provider; to conduct research services 
using patient medical records for XYZ purposes, etc.   

2.2.2 Property Rights in PHI.  Business Associate hereby acknowledges that, as 
between Business Associate and Health Care Provider, all PHI shall be and 
remain the sole property of Health Care Provider, including any forms of PHI 
developed by Business Associate in the course of fulfilling its obligations under 
this Agreement.   

2.2.3 Minimum Necessary.  Business Associate further represents that, to the extent 
Business Associate requests Health Care Provider to disclose PHI to Business 
Associate, such request is only for the minimum necessary PHI for the 
accomplishment of Business Associate’s purposes.  

2.3  Safeguards and Security.   
2.3.1 Safeguards.  Business Associate agrees to use all appropriate safeguards to 

prevent use or disclosure of the PHI other than as provided for by this Agreement 
or as required by law. 

2.3.2.  Security.  Business Associate shall establish security policies, processes and 
procedures in compliance with the Security Standards including without 
limitation administrative procedures, physical safeguards, technical security 



services, and technical security mechanisms, in order to protect the integrity and 
confidentiality of PHI exchanged electronically.  Business Associate 
acknowledges and agrees that the legal, technical or business requirements for 
security of PHI may change and that, at any time during the term of this 
Agreement, Health Care Provider shall have the right to require Business 
Associate to adopt new policies, processes and procedures, or to require 
modifications to existing policies, processes and procedures.  Health Care 
Provider shall communicate in writing such new or altered requirements to 
Business Associate, and Business Associate agrees to promptly implement such 
requirements.  Business Associate shall supply a written copy of its security 
policies and procedures to Health Care Provider upon the execution of this 
Agreement. 

2.4  Reporting Disclosures of PHI:  Mitigation.  Business Associate shall report any use or 
disclosure in violation of this Agreement within two business days of learning of such 
violation by Business Associate or its officers, directors, employees, contractors or other 
agents or by any third party to which Business Associate has disclosed PHI.  Business 
Associate agrees to mitigate promptly at the direction of Health Care Provider any 
harmful effect of a use or disclosure of PHI by Business Associate in violation of the 
requirements of this Agreement.  Health Care Provider may, at its sole discretion, access 
records of Business Associate, direct an investigation of a use or disclosure by Business 
Associate, and determine the appropriate method of mitigation; Business Associate agrees 
to cooperate fully with Health Care Provider in any such investigation or mitigation.    

2.5 Employees, Subcontractors, and Agents.  Business Associate hereby represents and 
warrants that its employees and agents will be specifically advised of, and shall comply in 
all respects with, the terms and conditions of this Agreement.  Business Associate shall 
obtain and maintain, in full force and effect, a binding contract with each of its agents 
including without limitation subcontractors who will have access to PHI and whose PHI is 
received from, or created or received by, Business Associate on behalf of the Health Care 
Provider.  Business Associate shall further ensure that any such agent agrees in such 
contract to the same restrictions and conditions that apply through this Agreement to 
Business Associate with respect to such PHI.   

2.6  Accounting of Disclosures.   
2.6.1  Accounting by Business Associate.  Business Associate agrees to document any 

disclosures of PHI made by Business Associate, as well as other information 
related to such disclosures, as would be required for Health Care Provider to 
respond to a request by an individual for an accounting of disclosures of PHI in 
accordance with 45 C.F.R. §164.528.  Business Associate also agrees to provide 
Health Care Provider, in a time and manner designated by Health Provider, 
information collected in accordance with this section of the Agreement, to permit 
Health Care Provider to respond to a request by an individual for an accounting 
of disclosures of PHI in accordance with 45 C.F.R. §164.528.   

 2.6.2 Recordkeeping.  Business Associate agrees to implement an adequate record 
keeping process to enable it to comply with the requirements of this section of the 
Agreement. 

2.7 Privacy Practices.  Business Associate hereby acknowledges and agrees that Health Care 
Provider has provided it with a copy of its Notice of Privacy Practices.  Business 
Associate agrees to comply with the practices identified in the Notice of Privacy 
Practices, to the extent that such practices would apply to Health Care Provider if it were 
performing Business Associate’s functions, and will utilize as appropriate Health Care 
Provider’s form documents.  Health Care Provider hereby reserves the right to change the 
applicable privacy practices and related documents at any time.  To the extent that such 



changes affect the duties and obligations of Business Associate under this Agreement, 
Business Associate will implement such changes within 10 days of receipt of notice of the 
change.   

2.8  Revocation or Modification of Consumer Permission.  Health Care Provider shall 
provide Business Associate with any changes in, or revocation of, permission by an 
individual to use or disclose PHI, if such changes affect Business Associate's permitted or 
required uses and disclosures.   

2.9 Consumer Restrictions on Uses and Disclosures.  Health Care Provider shall notify 
Business Associate of any restriction to the use or disclosure of PHI that Davis 
Behavioral Health has agreed to in accordance with 45 C.F.R. §164.522, to the extent that 
such restriction may affect Business Associate’s use or disclosure of PHI.   

2.10  Availability of Books and Records.  Business Associate agrees to make internal 
practices, books, and records, including policies and procedures and PHI, relating to the 
use and disclosure of PHI received from, created, or received by Business Associate (on 
behalf of Health Care Provider) available to Health Care Provider, or at the request of 
Health Care Provider to the Secretary, in a time and manner designated by the Health 
Care Provider or the Secretary, for purposes of the Secretary determining Health Care 
Provider's compliance with the Privacy Standards.  The provisions of this section shall 
survive termination of this Agreement.   

2.11 Notice of Request for PHI.  Business Associate agrees to notify Health Care Provider 
within two business days of receipt of any request, subpoena or other legal process to 
obtain PHI or an accounting of PHI.  Health Care Provider in its discretion shall 
determine whether Business Associate may disclose PHI pursuant to such request, 
subpoena, or other legal process.  Business Associate agrees to cooperate fully with 
Health Care Provider in any legal challenge initiated by Health Care Provider in response 
to such request, subpoena, or other legal process.  The provisions of this section shall 
survive the termination of this Agreement. 

[Optional:  Include the following section only if you intend Business Associate to be able 
to use PHI in its own management or administration functions.] 
2.12 Proper Management and Administration of Business Associate. 

2.12.1  Permissible Uses.  Except as otherwise limited in this Agreement, Business 
Associate may use PHI for the proper management and administration of the 
Business Associate or to carry out the legal responsibilities of the Business 
Associate.   

2.12.2  Permissible Disclosures.  Except as otherwise limited in this Agreement, 
Business Associate may disclose PHI for the proper management and 
administration of the Business Associate, provided that disclosures are required 
by law, or that Business Associate obtains reasonable assurances from the person 
to whom the information is disclosed that it will remain confidential and used or 
further disclosed only as required by law or for the purpose for which it was 
disclosed to the person, and the person notifies the Business Associate of any 
instances of which it is aware in which the confidentiality of the information has 
been breached.   

[Optional:  Include the following section only if you intend Business Associate to perform 
Data Aggregation functions.]  
2.13 Data Aggregation.  Except as other limited in this Agreement, Business Associate may 

use PHI to provide Data Aggregation services to Health Care Provider as permitted by 42 
C.F.R. § 164.504(e)(2)(i)(B).   

[Optional:  Include the following section only if Business Associate will receive PHI in 
Designated Record Sets.]  



2.14   Access to Records in a Designated Record Set.  At the request of Health Care Provider 
and in the time and manner designated by Health Care Provider, Business Associate 
agrees to provide access to PHI in a Designated Record Set to Health Care Provider (and 
its employees and agents) or, as directed by Health Care Provider, to an individual in 
order to meet the requirements under 45 C.F.R. § 164.524. 

[Optional:  Include the following section only if Business Associate will receive PHI in 
Designated Record Sets.]  
2.15 Amendment of Records in a Designated Record Set.  At the request of Health Care 

Provider and in the time and manner designated by Health Care Provider, Business 
Associate agrees to make any amendment(s) to PHI in a Designated Record Set that the 
Health Care Provider (or its employees or agents) directs or agrees to pursuant to 45 
C.F.R. § 164.526.   

III.  Other Obligations of Business Associate. 
 
          [Insert Duties and Obligations of Business Associate Not Related to HIPAA] 

 
IV.  Other Obligations of Health Care Provider. 
 
         [Insert Duties and Obligations of Health Care Provider Not Related to HIPAA] 
 
V.  Term and Termination. 

5.1  Term. 
[Insert provisions relating to term of this Agreement – the Term to commence with the 
Effective Date.  If Business Associate functions are the only activities to be performed under 
this Agreement, you may use the following provision:] 

 The term of this Agreement shall commence upon the Effective Date and continue 
thereafter for a period of [Insert period (in days, months or years) that contract is in 
effect] or until earlier terminated in accordance with Section 5.2 below.    

5.2  Termination. 
5.2.1     General Termination Provisions. 

[Insert general provisions relating to the termination of this Agreement.  If Business 
Associate functions are the only activities to be performed under this Agreement and you 
wish to permit Business Associate to terminate this Agreement without cause, you may 
use the following provision:] 

Either Health Care Provider or Business Associate may terminate this Agreement 
at any time without cause with [Insert number of days of required notice – 
typically 30 to 120 days, depending upon the time period needed for a 
transition] day’s prior written notice.  

5.2.2 Termination Upon Breach.  Any other provision of this Agreement 
notwithstanding, this Agreement may be terminated by Health Care Provider 
upon five business days written notice to Business Associate in the event that the 
Business Associate breaches any provision (including any covenant, 
representation, warranty, or condition) contained in Article II of this Agreement 
or any other such provision of this Agreement that relates to PHI and such breach 
is not cured within the five day notice period; provided, however, that in the 
event that termination of this Agreement is not feasible in Health Care Provider's 
sole discretion, Business Associate hereby acknowledges that Health Care 
Provider shall have the right to report the breach to the Secretary.    

5.2.3   Return or Destruction of PHI upon Termination.   
 5.2.3.1 General Provisions.  Upon termination of this Agreement, Business 

Associate shall either return or destroy, at the option of Health Care 



Provider, all PHI received from the Health Care Provider, or created or 
received by Business Associate on behalf of the Health Care Provider 
and which Business Associate still maintains in any form.  Business 
Associate shall not retain any copies of such PHI.   

5.2.3.2 Alternative Arrangement.  Notwithstanding the foregoing, to the extent 
that the Health Care Provider agrees that it is not feasible to return or 
destroy such PHI, Business Associate shall provide Health Care Provider 
with a written acknowledgement and notification of the conditions that 
make return or destruction infeasible.  Business Associate hereby agrees 
to (a) extend the protections of this Agreement to such PHI only for those 
purposes that make the return or destruction infeasible, (b) limit further 
uses and disclosures of such PHI to such purposes, and (c) extend any 
term or provision of this Agreement relating to PHI so that such term or 
condition shall survive termination of this Agreement.  Thereafter, such 
PHI shall be used or disclosed solely for such purpose or purposes, which 
prevented the return or destruction of such PHI.   

5.2.3.3 Applicability of Provisions.  The provisions of this section of the 
Agreement shall apply, to the same extent that it applies to Business 
Associate, to PHI that is in the possession of agents of Business 
Associate.  

5.2.4  Health Care Provider’s Right to Cure.  At the expense of Business Associate, 
Health Care Provider shall have the right to cure any breach of Business 
Associate's obligations under this Agreement with respect to PHI.  Health Care 
Provider shall give Business Associate notice of its election to cure any such 
breach and Business Associate shall cooperate fully in the efforts by the Health 
Care Provider to cure Business Associate’s breach.  All requests for payment for 
such services of the Health Care Provider shall be paid within 30 days of Business 
Associate’s receipt of the request for payment.   

 
 
 
VI.  Miscellaneous. 

6.1  Indemnification.   
[Insert an indemnification provision for this Agreement.  If the only purpose of this 
Agreement is to comply with HIPAA’s business associate requirements, you may use the 
following indemnification provision.] 
 Business Associate hereby agrees to indemnify and hold Health Care Provider and its 

employees and agents harmless from and against any and all loss, liability, or damages, 
including reasonable attorneys' fees, arising out of or in any manner occasioned by a 
breach of any provision of this Agreement by Business Associate, or its employees or 
agents.   

6.2  Insurance.   
 [Insert insurance provision for this Agreement.  If the only purpose of this 

Agreement is to comply with HIPAA’s business associate requirements, you may 
use the following insurance provision.] 

 Business Associate shall obtain and maintain, at its sole expense, during the term of this 
Agreement liability insurance on an occurrence basis with responsible insurance 
companies covering claims based upon a violation of any of the Standards or any 
applicable state law or regulation concerning the privacy of patient information and 
claims based upon its obligations pursuant to Section 6.1 of this Agreement in amount 
not less than [Insert minimum amount of required coverage; for high risk business 



associates – suggest $1,000,000 per claim.]  [Optional, suggest inserting for high or 
medium risk business associates: Such insurance policy shall name Health Care 
Provider as an additional named insured and shall provide for 30 days prior written 
notice to Health Care Provider in the event of any decrease, cancellation, or non-renewal 
of such insurance.]  A copy of such policy or a certificate evidencing the policy shall be 
provided to Health Care Provider upon written request.   

6.3 Injunction.  Business Associate hereby agrees that Health Care Provider will suffer 
irreparable damage if Business Associate breaches this Agreement and that such 
damages will be difficult to quantify.  Business Associate hereby agrees that Health 
Care Provider may file an action for an injunction to enforce the terms of this 
Agreement against Business Associate, in addition to any other remedy Health Care 
Provider may have.  

6.4 Independent Contractor.  Under this Agreement, Business Associate shall at all times 
be acting and performing in the status of independent contractor to Health Care 
Provider.  Business Associate shall not by virtue of this Agreement be deemed a partner 
or joint venturer of Health Care Provider.  No person employed by Business Associate 
will be an employee of Health Care Provider, and Health Care Provider shall have no 
liability for payment of any wages, payroll taxes, and other expenses of employment for 
any employee of Business Associate.  Business Associate is constituted the agent of 
Health Care Provider only for the purpose of, and to the extent necessary to, carrying 
out its obligations under this Agreement.    

6.5   Authorization for Agreement.  Business Associate represents and warrants that the 
execution and performance of this Agreement by Business Associate has been duly 
authorized by all necessary laws, resolutions and corporate action, and this Agreement 
constitutes the valid and enforceable obligations of the Business Associate in 
accordance with its terms.   

6.6  Governing Law and Choice of Forum.  The parties agree that this Agreement shall be 
construed in accordance with the laws of the State of Utah, without regard to conflict of 
laws principles.  The parties further agree that any litigation concerning this Agreement 
shall only be brought in a court of competent jurisdiction within the State of Utah.  To 
the extent that the Privacy Standards apply to any provision in this Agreement, any 
ambiguity shall be resolved in favor of a meaning that permits Health Care Provider to 
comply with the Privacy Standards.   

6.7 Binding Agreement:  Assignment.  This Agreement shall inure to the benefit and be 
binding upon the parties hereto and their respective successors and assigns; provided, 
however, that Business Associate may not assign any rights or obligations under this 
Agreement without the prior written consent of Health Care Provider.   

6.8 Notices.  Any notice, request, demand, report, approval, election, consent or other 
communication required or permitted under the terms of this Agreement (collectively, 
“Notice”) shall be in writing and either delivered personally, by registered or certified 
mail, return receipt requested, postage prepaid, or by reputable overnight courier, 
addressed as follows: 

 
 To Health Care Provider:     
  Davis Behavioral Health, Inc. 
  291 South 200 West 
  Farmington, UT, 84025 
   
 
 With a copy to:  
 



 To Business Associate: 
  [Insert Full Legal Name of Entity] 
  [Street Address] 
  [City or Town, State, Zip Code] 
  Attn:  [Insert Title of Officer in Business Associate’s   
  Organization, i.e., President] 
 
  
 
 With a copy to: [If copy is desired, insert name and address of person to    
  whom copy should be sent.]  

 
or at such other address as either party may designate by Notice.  Notice shall be deemed to 
have been given when received if delivered personally, three days after postmarked if sent 
by certified mail, or one day after deposited with an overnight courier.   

6.9    Integration.  This Agreement constitutes the sole and only agreement of the parties 
hereto with respect to the subject matter herein.  Any and all prior agreements, 
promises, proposals, negotiations or representations, whether written or oral, which are 
not expressly set forth in this Agreement are hereby superseded and are of no force or 
effect.   

6.10    Amendment.  This Agreement may not be amended, modified or terminated orally, 
and no amendment, modification, termination or attempted waiver shall be valid unless 
in writing signed by the party against whom the same is sought to be enforced.   

6.11 Severability.  Should any provision of this Agreement or application thereof be held 
invalid, illegal or unenforceable for any reason whatsoever, then notwithstanding such 
invalidity, illegality or unenforceability, the remaining terms and provisions of this 
Agreement shall not be affected and shall continue to be valid and enforceable to the 
fullest extent permitted by law unless to do so would defeat the purposes of this 
Agreement.   

6.12 Survival.  All matters that (a) expressly survive the termination of this Agreement 
including without limitation the provisions of Sections 2.10, 2.11, 5.2.3, and 5.2.4, (b) 
relate to the termination of this Agreement, or (c) in the normal course would not occur 
or be effectuated until after any such termination, as well as all rights and obligations 
of the parties pertaining thereto, shall survive any termination and be given full force 
and effect notwithstanding any termination of this Agreement.   

6.13 Waiver.  The failure at any time by either party to require or demand performance of 
any provision of this Agreement shall not constitute a waiver by such party of such 
provision and shall not affect such party’s full right to require performance at any later 
time.   

6.14 Legislative, Regulatory or Administrative Changes.  In the event of a change in 
federal, state or local law, any of which could, in Health Care Provider’s reasonable 
judgment, materially and adversely affect the manner in which either party may 
perform services under this Agreement, the parties shall immediately amend this 
Agreement to comply with the law, regulation, or policy and approximate as closely as 
possible the arrangements set forth in this Agreement as it existed immediately prior to 
the change in law, regulation or policy. 

6.15 Joint Notices.  If applicable, in this Agreement the term “covered entity” shall include 
all entities covered by a joint Notice of Privacy Practices. 

6.16 Business Associates That Are Covered Entities.  In the event a Business Associate is 
a “covered entity” under the Privacy Standards, Business Associate may designate a 



“health care component” of that entity, pursuant to 45 C.F.R. § 164.504(a) as the 
Business Associate for purposes of this Agreement. 

6.17 No Third Party Beneficiary.  Nothing express or implied in this Agreement is 
intended to confer, nor shall anything herein confer, upon any person other than the 
parties to this Agreement and their respective successors or assigns, any rights, 
remedies, obligations or liabilities whatsoever. 

6.18 Headings.  The headings to the various paragraphs of this Agreement have been 
inserted for convenient reference only and shall not modify, define, limit or expand the 
provisions of this Agreement.   

6.19 Counterparts.  This Agreement may be executed in one or more counterparts, all of 
which shall be considered one and the same instrument. 

 
In Witness Whereof, Health Care Provider and Business Associate have caused this instrument to 
be duly executed by their authorized representatives as of the Effective Date. 
Davis Behavioral Health, Inc. 
 
 
________________________________________ 
By:  [ Insert “President” or Title of Other Authorized Officer] 
 
[Insert Full Legal Name of Business Associate] 
 
_______________________________________ 
By:  [ Insert “President” or Title of Other Authorized Officer] 



 
Form 2 – Business Associate Addendum – Amendment to 

Existing Contract 
 

BUSINESS ASSOCIATE ADDENDUM  
With [Full Legal Name of Business Associate] 

Effective Date: [Insert Effective Date of this Addendum] 
 
This Business Associate and Chain of Trust Addendum (the “Addendum”) is made as of the 
Effective Date set forth above, by and between Davis Behavioral Health, Inc. (“Health Care 
Provider”) and [Insert full legal name of Business Associate] (“Business Associate”) as a duly 
executed amendment to [Insert name of original contract] originally effective as of [Insert 
effective date of original contract] (the “Agreement”). 
 
Whereas, Health Care Provider and Business Associate desire to amend the Agreement with this 
Addendum in order to permit the use or disclosure of Individually Identifiable Health Information 
between Health Care Provider and Business Associate and to permit Business Associate as 
necessary to use, disclose, create and/or receive Individually Identifiable Health Information (i) 
on behalf of the Health Care Provider in the performance of certain functions or activities 
involving Individually Identifiable Health Information, or (ii) while providing certain designated 
services (including legal, actuarial, accounting, consulting, data aggregation, management, 
administrative, accreditation, or financial services) to or for the Health Care Provider;  
 
Whereas, Health Care Provider and Business Associate wish to comply with the Health 
Insurance Portability and Accountability Act of 1996 (42 U.S.C. §1320(d)) (“HIPAA”) including 
without limitation the Standards for Privacy of Individually Identifiable Health Information (42 
C.F.R., Part 160 and 164), the Standards for Electronic Transactions (45 C.F.R., Part 160 and 
162) and the Security Standards (45 C.F.R., Part 142) (collectively, the “Standards”) promulgated 
or to be promulgated by the Secretary of Health and Human Services (the “Secretary”). 
 
I.  Definitions. 
The following terms, as used in this Addendum, shall have the meanings set forth below: 

1.1 "Data Aggregation" means, with respect to Protected Health Information created or 
received by Business Associate in its capacity as the business associate of Health Care 
Provider, the combining of such Protected Health Information by Business Associate 
with the Protected Health Information received by Business Associate in its capacity as 
a business associate of another covered entity, to permit data analyses that relate to the 
health care operations of the respective covered entities. 

1.2 "Designated Record Set" means a group of records maintained by or for  Health Care 
Provider that is (i) the medical records and billing records about individuals maintained 
by or for Health Care Provider, (ii) the enrollment, payment, claims adjudication, and 
case or medical management record systems maintained by or for a health plan; or (iii) 
used, in whole or in part, by or for Health Care Provider to make decisions about 
individuals.  As used in this Agreement, the term "Record" means any item, collection, 
or grouping of information that includes Protected Health Information and is 
maintained, collected, used, or disseminated by or for the Health Care Provider. 

1.3 "Electronic Media" means the mode of electronic transmissions.  It includes the 
internet, extranet (using internet technology to link a business with information only 



accessible to collaborating parties), leased lines, dial-up lines, private networks, and 
those transmissions that are physically moved from one location to another using 
magnetic tape, disk, or compact disk media.  

1.4 “Individually Identifiable Health Information" means information that is a subset of 
health information, including demographic information collected from an individual, 
and:  

 (a) Is created or received by a health care provider, health plan, employer, or 
health care clearinghouse; and   

 (b) Relates to the past, present, or future physical or mental health or condition of 
an individual; the provision of health care to an individual; or the past, present or 
future payment for the provision of health care to an individual; and (i) identifies 
the individual, or (ii) with respect to which there is a reasonable basis to believe 
the information can be used to identify the individual.   

1.5 "Protected Heath Information" or “PHI” means Individually Identifiable Health 
Information that is (a) transmitted by electronic media, (b) maintained in any medium 
constituting Electronic Media, or (c) transmitted or maintained in any other form or 
medium.  "Protected Health Information" does not include (a) education records covered 
by the Family Educational Right and Privacy Act, as amended, 20 U.S.C. §1232g and (b) 
records described in 20 U.S.C.§1232g(a)(4)(B)(iv). 

 
II.  Integration of Addendum.   

2.1 Effect of this Addendum.  The terms and provisions of this Addendum shall 
supercede any other conflicting or inconsistent terms and provisions in the Agreement 
to which this Addendum is attached, including all exhibits or other attachments to, and 
all documents incorporated by reference in, the Agreement.  Without limitation of the 
foregoing, any limitation or exclusion of damages provisions contained in the 
Agreement shall not be applicable to this Addendum. 

  
III.  Obligations of Business Associate With Respect to PHI. 

3.1 Use and Disclosure of PHI.  Business Associate shall use and disclose PHI only as 
required to satisfy its obligations under the Agreement or as required by law and shall 
not otherwise use or disclose any PHI.  Health Care Provider shall not request Business 
Associate to use or disclose PHI in any manner that would not be permissible under the 
Standards for Individually Identifiable Health Information (hereinafter, the “Privacy 
Standards”) if done by Health Care Provider [Optional:  except with respect to uses and 
disclosures of PHI for data aggregation or management and administrative activities of 
Business Associate, as provided in Sections 3.12 and 3.13 of this Addendum, 
respectively]. 

 
3.2 Purposes and Limitations on Use or Disclosure of PHI.   

3.2.1 Purposes.  Except as otherwise provided in this Addendum, Business Associate 
may use or disclose PHI on behalf of, or to provide services to, Health Care 
Provider only for the following purposes, so long such use or disclosure of PHI 
would not violate (a) the minimum necessary policies and procedures of Health 
Care Provider and (b) the Privacy Standards if used or disclosed by the Health 
Care Provider:   

 [List specific purposes for Business Associate’s use or disclosure of PHI]   
 i.e., to conduct a survey and determine the accreditation status of Health Care 

Provider; to provide accounting services to Provider; to conduct research 
services using patient medical records for XYZ purposes, etc.   



3.2.2 Property Rights in PHI.  Business Associate hereby acknowledges that, as 
between Business Associate and Health Care Provider, all PHI shall be and 
remain the sole property of Health Care Provider, including any forms of PHI 
developed by Business Associate in the course of fulfilling its obligations under 
this Agreement.   

3.2.3 Minimum Necessary.  Business Associate further represents that, to the extent 
Business Associate requests Health Care Provider to disclose PHI to Business 
Associate, such request is only for the minimum necessary PHI for the 
accomplishment of Business Associate’s purposes.  

3.3  Safeguards and Security.   
3.3.1 Safeguards.  Business Associate agrees to use all appropriate safeguards to 

prevent use or disclosure of the PHI other than as provided for by this 
Addendum or as required by law. 

3.3.2.    Security.  Business Associate shall establish security policies, processes and 
procedures in compliance with the Security Standards including without 
limitation administrative procedures, physical safeguards, technical security 
services, and technical security mechanisms, in order to protect the integrity and 
confidentiality of PHI exchanged electronically.  Business Associate 
acknowledges and agrees that the legal, technical, or business requirements for 
security of PHI may change and that, at any time during the term of this 
Agreement, Health Care Provider shall have the right to require Business 
Associate to adopt new policies, processes and procedures, or to require 
modifications to existing policies, processes and procedures.  Health Care 
Provider shall communicate in writing such new or altered requirements to 
Business Associate, and Business Associate agrees to promptly implement such 
requirements.  Business Associate shall supply a written copy of its security 
policies and procedures to Health Care Provider upon the execution of this 
Agreement. 

3.4   Reporting Disclosures of PHI; Mitigation.  Business Associate shall report any use or 
disclosure in violation of this Addendum within two business days of learning of such 
violation by Business Associate or its officers, directors, employees, contractors or other 
agents or by any third party to which Business Associate has disclosed PHI.  Business 
Associate agrees to mitigate promptly at the direction of Health Care Provider any 
harmful effect of a use or disclosure of PHI by Business Associate in violation of the 
requirements of this Addendum.  Health Care Provider may, at its sole discretion, access 
records of Business Associate, direct an investigation of a use or disclosure by Business 
Associate, and determine the appropriate method of mitigation; Business Associate 
agrees to cooperate fully with Health Care Provider in any such investigation or 
mitigation.    

3.5  Employees, Subcontractors, and Agents.  Business Associate hereby represents and 
warrants that its employees and agents will be specifically advised of, and shall comply 
in all respects with, the terms and conditions of this Addendum.  Business Associate 
shall obtain and maintain, in full force and effect, a binding contract with each of its 
agents including without limitation subcontractors who will have access to PHI and 
whose PHI is received from, or created or received by, Business Associate on behalf of 
the Health Care Provider.  Business Associate shall further ensure that any such agent 
agrees in such contract to the same restrictions and conditions that apply through this 
Agreement to Business Associate with respect to such PHI.   

3.6  Accounting of Disclosures.   
 3.6.1   Accounting by Business Associate.  Business Associate agrees to document any 

disclosures of PHI made by Business Associate, as well as other information 



related to such disclosures, as would be required for Health Care Provider to 
respond to a request by an individual for an accounting of disclosures of PHI in 
accordance with 45 C.F.R. §164.528.  Business Associate also agrees to provide 
Health Care Provider, in a time and manner designated by Health Provider, 
information collected in accordance with this section of the Addendum, to permit 
Health Care Provider to respond to a request by an individual for an accounting 
of disclosures of PHI in accordance with 45 C.F.R. §164.528.   

 3.6.2   Record keeping.  Business Associate agrees to implement an adequate record 
keeping process to enable it to comply with the requirements of this section of 
the Addendum. 

3.7 Privacy Practices.  Business Associate hereby acknowledges and agrees that Health 
Care Provider has provided it with a copy of its Notice of Privacy Practices.  Business 
Associate agrees to comply with the practices identified in the Notice of Privacy 
Practices, to the extent that such practices would apply to Health Care Provider if it 
were performing Business Associate’s functions, and will utilize as appropriate Health 
Care Provider’s form documents.  Health Care Provider hereby reserves the right to 
change the applicable privacy practices and related documents at any time.  To the 
extent that such changes affect the duties and obligations of Business Associate under 
this Agreement, Business Associate will implement such changes within 10 days of 
receipt of notice of the change.  

3.8   Revocation or Modification of Consumer Permission.  Health Care Provider shall 
provide Business Associate with any changes in, or revocation of, permission by an 
individual to use or disclose PHI, if such changes affect Business Associate's permitted 
or required uses and disclosures.   

3.9 Consumer Restrictions on Uses and Disclosures.  Health Care Provider shall notify 
Business Associate of any restriction to the use or disclosure of PHI in accordance with 
45 C.F.R. §164.522, to the extent that such restriction may affect Business Associate’s 
use or disclosure of PHI.    

3.10  Availability of Books and Records. Business Associate agrees to make internal 
practices, books, and records relating to the use and disclosure of PHI received from, or 
created or received by Business Associate on behalf of, Health Care Provider available 
to Health Care Provider, or at the request of Health Care Provider to the Secretary, in a 
time and manner designated by Health Care Provider or the Secretary, for purposes of 
the Secretary determining Health Care Provider's compliance with the Privacy 
Standards.  The provisions of this section of the Addendum shall survive the termination 
of this Agreement.   

3.11 Notice of Request for PHI.  Business Associate agrees to notify Health Care Provider 
within two business days of receipt of any request, subpoena or other legal process to 
obtain PHI or an accounting of PHI.  Health Care Provider in its discretion shall 
determine whether Business Associate may disclose PHI pursuant to such request, 
subpoena, or other legal process.  Business Associate agrees to cooperate fully with 
Health Care Provider in any legal challenge initiated by Health Care Provider in 
response to such request, subpoena, or other legal process.  The provisions of this 
section shall survive the termination of this Agreement. 

[Optional:  Include the following section only if you intend Business Associate to be able 
to use PHI in its own management or administration functions.] 
3.12  Proper Management and Administration of Business Associate. 

3.12.1 Permissible Uses.  Except as otherwise limited in this Agreement, Business 
Associate may use PHI for the proper management and administration of the 
Business Associate or to carry out the legal responsibilities of the Business 
Associate.   



3.12.2 Permissible Disclosures.  Except as otherwise limited in this Agreement, 
Business Associate may disclose PHI for the proper management and 
administration of the Business Associate, provided that disclosures are 
required by law, or that Business Associate obtains reasonable assurances 
from the person to whom the information is disclosed that it will remain 
confidential and used or further disclosed only as required by law or for the 
purpose for which it was disclosed to the person, and the person notifies the 
Business Associate of any instances of which it is aware in which the 
confidentiality of the information has been breached.   

[Optional:  Include the following section only if you intend Business Associate to 
perform Data Aggregation functions.]  
3.13 Data Aggregation.  Except as other limited in this Agreement, Business Associate may 

use PHI to provide Data Aggregation services to Health Care Provider as permitted by 
42 C.F.R. § 164.504(e)(2)(i)(B).   

[Optional:  Include the following section only if Business Associate will receive PHI in 
Designated Record Sets.]  

3.14 Access to Records in a Designated Record Set.  At the request of Health Care Provider 
and in the time and manner designated by Health Care Provider, Business Associate 
agrees to provide access to PHI in a Designated Record Set to Health Care Provider 
(and its employees and agents) or, as directed by Health Care Provider, to an individual 
in order to meet the requirements under 45 C.F.R. § 164.524. 

[Optional:  Include the following section only if Business Associate will receive PHI in 
Designated Record Sets.]  
 3.15 Amendment of Records in a Designated Record Set.  At the request of Health Care 

Provider and in the time and manner designated by Health Care Provider, Business 
Associate agrees to make any amendment(s) to PHI in a Designated Record Set that 
the Health Care Provider (or its employees or agents) directs or agrees to pursuant to 
45 C.F.R. § 164.526. 

IV.  Termination. 
4.1  Termination Upon Breach.  Any other provision of this Agreement notwithstanding, 

this Agreement may be terminated by Health Care Provider upon five business days 
written notice to Business Associate in the event that the Business Associate breaches 
any provision (including any covenant, representation, warranty, or condition) 
contained in Article III of this Addendum or any other such provision of this 
Addendum that relates to PHI and such breach is not cured within the 5 day notice 
period; provided, however, that in the event that termination of this Agreement is not 
feasible in Health Care Provider's sole discretion, Business Associate hereby 
acknowledges that Health Care Provider shall have the right to report the breach to the 
Secretary, notwithstanding any other provision of this Agreement to the contrary.   

4.2.  Return or Destruction of PHI upon Termination.   
4.2.1  General Provisions. Upon termination of this Agreement, Business Associate 

shall either return or destroy, at the option of Health Care Provider, all PHI 
received from the Health Care Provider, or created or received by Business 
Associate on behalf of the Health Care Provider and which Business Associate 
still maintains in any form.  Business Associate shall not retain any copies of 
such PHI.   

4.2.2. Alternative Arrangement.  Notwithstanding the foregoing, to the extent that 
the Health Care Provider agrees that it is not feasible to return or destroy such 
PHI, Business Associate shall provide Health Care Provider with a written 
acknowledgement and notification of the conditions that make return or 
destruction infeasible.  Business Associate hereby agrees to (a) extend the 



protections of this Agreement to such PHI only for those purposes that make the 
return or destruction infeasible, (b) limit further uses and disclosures of such 
PHI to such purposes, and (c) extend any term or provision of this Agreement 
relating to PHI so that such term or condition shall survive termination of this 
Addendum.  Thereafter, such PHI shall be used or disclosed solely for such 
purpose or purposes, which prevented the return or destruction of such PHI. 

4.2.3 Applicability of Provisions.  The provisions of this section of the Addendum 
shall apply, to the same extent that it applies to Business Associate, to PHI that 
is in the possession of agents of Business Associate.  

4.2.4  Health Care Provider’s Right to Cure.  At the expense of Business Associate, 
Health Care Provider shall have the right to cure any breach of Business 
Associate's obligations under this Addendum.  Health Care Provider shall give 
Business Associate notice of its election to cure any such breach and Business 
Associate shall cooperate fully in the efforts by the Health Care Provider to cure 
Business Associate’s breach.  All requests for payment for such services of the 
Health Care Provider shall be paid within 30 days of Business Associate’s 
receipt of the request for payment.  

1.2.5 Survival.  The provisions of this Article IV of the Addendum shall survive the 
termination of this Agreement. 

 
V.  Miscellaneous. 

5.1  Indemnification.  Business Associate hereby agrees to indemnify and hold Health Care 
Provider and its employees and agents harmless from and against any and all loss, 
liability, or damages, including reasonable attorneys' fees, arising out of or in any 
manner occasioned by a breach of any provision of this Addendum by Business 
Associate, or its employees or agents, without regard to any limitation or exclusion of 
damages provision otherwise set forth in this Agreement.   

5.2  Insurance.  Business Associate shall obtain and maintain, at its sole expense during the 
term of this Agreement, liability insurance on an occurrence basis with responsible 
insurance companies covering claims based on a violation of any of the Standards or 
any applicable state law or regulation concerning the privacy of patient information and 
claims based on its obligations pursuant to Section 5.1 of this Addendum in amount not 
less than [Insert minimum amount of required coverage; for high risk business 
associates – suggest $1,000,000 per claim.]  [Optional, suggest inserting for high or 
medium risk business associates: Such insurance policy shall name Health Care 
Provider as an additional named insured and shall provide for 30 days prior written 
notice to Health Care Provider in the event of any decrease, cancellation, or non-
renewal of such insurance.]  A copy of such policy or a certificate evidencing the policy 
shall be provided to Health Care Provider upon written request.   

5.3 Injunction.  Business Associate hereby agrees that Health Care Provider will suffer 
irreparable damage if Business Associate breaches this Addendum and that such 
damages will be difficult to quantify.  Business Associate hereby agrees that Health 
Care Provider may file an action for an injunction to enforce the terms of this 
Addendum against Business Associate, in addition to any other remedy Health Care 
provider may have.  

5.4  Authorization for Addendum.  Business Associate represents and warrants that the 
execution and performance of this Addendum by Business Associate has been duly 
authorized by all necessary laws, resolutions and corporate action, and this Addendum 
constitutes the valid and enforceable obligations of the Business Associate in 
accordance with its terms.   



5.5 Legislative, Regulatory or Administrative Changes.  In the event of a change in 
federal, state or local law, any of which could, in Health Care Provider’s reasonable 
judgment, materially and adversely affect the manner in which either party may perform 
services under this Addendum, the parties shall immediately amend this Addendum to 
comply with the law, regulation, or policy and approximate as closely as possible the 
arrangements set forth in this Addendum as it existed immediately prior to the change in 
law, regulation or policy.   

5.6 Interpretation.  Notwithstanding any other provision of this Agreement, any ambiguity 
in a provision of this Agreement that may require an interpretation of the Standards, 
shall be resolved in favor of a meaning that permits Health Care Provider to comply 
with the Standards including without limitation those standards relating to preemption 
of state laws. 

 
In Witness Whereof, Health Care Provider and Business Associate have caused this instrument 
to be duly executed by their authorized representatives as of the Effective Date. 
 
Davis Behavioral Health, Inc. 
 
 
 
________________________________________ 
By:  [ Insert “President” or Title of Other Authorized Officer] 
 
[Insert Full Legal Name of Business Associate] 
 
_______________________________________ 
By:  [ Insert “President” or Title of Other Authorized Officer] 



Policy 6   The Designated Record Set and PHI 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the elements of the designated 

record set and the creation and maintenance of data sources that contain PHI.  This Policy 

mandates that Davis Behavioral Health maintain accurate and complete medical and billing 

records for each of our clients so that they can exercise their rights to access, review, and amend 

their PHI maintained in a designated record set as required under HIPAA. 

 
Policy 
 
Davis Behavioral Health will maintain the following items in its designated record set: 

The Medical Record (including all of the items listed below, and any other records of care that 

would be appropriate): 

a. The clinical diagnostic assessment 

b. The psychiatric diagnostic assessment  

c. The treatment plan 

d. Consents for treatment 

e. Reports/information from indirect treatment providers 

f. Functional status assessments 

g. Medication profiles 

h. Progress notes and documentation of care provided, for both treatment and 

reimbursement purposes.  . 

i. Multidisciplinary progress notes/documentation 

j. Content of any consultation with internal or external individuals regarding the 

client’s care 

k. Nursing assessments 

l. Orders for diagnostic tests and diagnostic study results 

m. Practice guidelines that imbed patient data 

n. Records of physical history, examinations, respiratory therapy, physical therapy, 

speech therapy, occupational therapy, and any other records of services provided 

by specialty providers 

o. Telephone consultation records 

p. Telephone orders 



q. Discharge instructions 

r. Discharge summaries 

s. Legal Documents and correspondence between the agency and the client or others 

involved in the client’s care 

t. utilization management or utilization review forms that are used to determine or 

review level of care decisions including admission, continuing stay, and discharge 

The Billing Record 

a. Signature on file 

b. Consent to bill third parties 

c. Individual Financial Assessment (i.e., Income Affidavit) 

d. Copies of any insurance cards and other data on insurance coverage 

e. Fee Agreement 

f. Requests for prior authorization of services  

g. Authorizations for services or other written acknowledgements of client eligibility 

for services 

h. Billing records including dates, services provided, provider, billing and payment 

records, and other information used to bill or to record and report encounters or 

services. 

PHI is kept in many forms throughout Davis Behavioral Health.  Each of the existing repositories of 

PHI have been identified, documented, and approved for usage.  It is our policy that any new need 

for creation of an additional repository of PHI must follow the same process.  Unsanctioned 

maintenance of PHI in any form will lead to disciplinary action. 



Policy 7   Privacy Notice 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the conditions for providing 

notice to clients of our privacy practices. 

 
Policy 
 

Davis Behavioral Health will post a copy of our Privacy Notice, in English, in a prominent 

position at the Intake area of each service delivery site.  In addition, copies of the Notice, in English 

and Spanish, will be available at the Front Desks for those who wish to have them.  Any individual 

who is unable to read can request that the Notice be read to him/her. 

 

Davis Behavioral Health will obtain a written acknowledgment of receipt of the Privacy Notice 

from each new client (other than in emergency situations) no later than their first service.  Should 

we fail to obtain the written acknowledgment, we will document the good faith effort we made to 

obtain the acknowledgment and the reason why we were unable to obtain it.  We will mail the 

Privacy Notice to all current clients, prior to April 14, 2003.  

  

The Privacy Notice that is in effect will be the Notice that is attached to this Policy.  This version of 

the Notice reflects the privacy practices in place at this time in our Agency.  

 

It is our policy to conform our Privacy Notice to the content specified in the Privacy Rule.  At the 

present time, this content is as follows and any version of our Privacy Notice must contain all of 

these items: 

1. Header: 

“THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU 

MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO 

THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.” 

2. A description, including sufficient detail to place the individual on notice, and at least 

one example of the types of uses and disclosures for each of the following purposes: 

treatment, payment, and health care operations. 



3. A description, including sufficient detail to place the individual on notice, of each of 

the other purposes a covered entity is either required or permitted to use or disclose 

PHI without the individual’s written consent or authorization. 

4. A description of any prohibitions or material limitations required by more stringent 

law. 

5. A statement that other uses and disclosures will be made only with the individual’s 

written authorization and that such authorization may be revoked. 

6. If Davis Behavioral Health intends to do any of the following, there must be a 

separate statement that: 

a. It will contact the individual to provide appointment reminders or 

information about treatment alternatives, or other health-related benefits and 

services that may be of interest; 

b. It may contact the individual to raise funds on its behalf. 

7. A statement of the individual’s rights with respect to uses and disclosures of PHI and 

a description of how those rights may be exercised including: 

a. The right to request restrictions, including a statement that Davis Behavioral 

Health is not required to agree to such a restriction; 

b. The right to receive confidential communications of PHI; 

c. The right to inspect and copy PHI; 

d. The right to amend PHI; 

e. The right to receive an accounting of disclosures of PHI; and 

f. The right to obtain a paper copy of the notice upon request. 

     8.  A statement about Davis Behavioral Health’s duties to: 

a. Maintain the privacy of PHI and to provide individuals with notice of its 

legal duties and privacy practices relative to PHI; 

b. Abide by the terms of the privacy notice currently in effect; and 

c. When retroactively applying a change in the notice, to provide a statement 

that it reserves the right to change the terms of its notice and to make the new 

notice effective for all PHI it maintains; and how it intends to provide 

individuals with a revised notice. 

8. A statement that individuals may complain (to Davis Behavioral Health or the 

Department of Health and Human Services) if he/she believe their rights have been 

violated; a brief description of how to file a complaint with the covered entity; and a 



statement that there will be no retaliation against the individual if a complaint is 

made. 

9. The name, title, and telephone number of the person or office designated as 

responsible for receiving complaints and providing additional information. 

10. The date on which the notice is first in effect which may not be earlier than the date 

on which the privacy notice is printed or otherwise published. 

 

Davis Behavioral Health requires that revision of our privacy practices may only occur after 

deliberation by the ELT or its designated group and the Privacy Officer.  Any changes arising 

from the revision process will be incorporated into the Privacy Notice and distributed to clients 

before those practices are effective.   



DAVIS BEHAVIORAL HEALTH 
NOTICE OF PRIVACY PRACTICES 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU 
MAY BE USED AND DISCLOSED AND HOW YOU MAY ACCESS THIS 
INFORMATION.  PLEASE REVIEW IT CAREFULLY.  Effective: 04/14/2003 
 
Davis Behavioral Health is required by law to maintain the privacy of your medical information, to provide 
this notice to you, and to abide by the terms of this notice. 
 
HOW WE USE YOUR HEALTH INFORMATION 
When you receive care from Davis Behavioral Health, we may use your health information for treating 
you, billing you for services, and conducting our normal business (known as health care operations).  
Examples of how we use your information include: 
Treatment – We keep records of the care and services provided to you.  Health care providers use these 
records to deliver quality care to meet your needs.  For example, your doctor may share your health 
information with a specialist who will assist in your treatment.  Some health records, including confidential 
communications with a mental health professional, substance abuse treatment records, and genetic test 
results, may have additional restrictions for use and disclosure under state and federal laws. 
Payment – We keep billing records that include payment information and documentation of the services 
provided to you.  Your information may be used to obtain payment from you, your insurance company, or 
other third party.  We may also contact your insurance company to verify coverage for your care or to 
notify them of upcoming services that may need prior notice or approval.  For example, we may disclose 
information about the services provided to you to claim and obtain payment from your insurance company 
(i.e., Medicaid) or to the State Division of Mental Health and Substance Abuse. 
Health Care Operations – We use health information to improve the quality of care, train staff and 
students, provide customer service, manage costs, conduct required business duties, and make plans to 
better serve our communities.  For example, we may use your health information to evaluate the quality of 
treatment and services provided by our physicians, therapists, nurses, and other health care workers. 
Health Related Benefits – We may use and disclose information to tell you about health related benefits.  
For example, we may disclose information about insurance benefits to others. 
 
OTHER SERVICES WE PROVIDE 
We may also use your health information to recommend treatment alternatives, tell you about health 
services and products that may benefit you, share information with family or friends involved in your care 
or payment for your care, share information with third parties who assist us with treatment, payment, and 
health care operations, and remind you of an appointment (optional, notify the front desk staff if you do not 
wish to be reminded). 
 
YOUR INDIVIDUAL RIGHTS 
You have the right to: 

• Request restrictions on how we use and share your health information.  We will consider all 
requests for restrictions carefully but are not required to agree to any restriction. 

• Request that we use a specific telephone number or address to communicate with you. 
• Inspect and copy your health information, including medical and billing records.  Fees may apply.  

When it is not in your best interest, we may deny you access to a portion of your health 
information and you may request a review of the denial.* 

• Request changes or additions to your health information.* 
• Request an accounting of certain disclosures of your health information made by Davis Behavioral 

Health.  The accounting does not include disclosures made for treatment, payment, and health care 
operations, disclosures subject to your signed authorization, and some disclosures required by law.  
Your request must state the period of time desired for the accounting, which must be within the six 
years prior to your request and exclude dates prior to April 14, 2003.  The first accounting is free, 
but a fee will apply if more than one request is made in a 12-month period. * 



• Request a paper copy of this notice even if you agree to receive it electronically. 
*Requests marked with a star (*) must be made in writing.  Contact Abel Ortiz at 773-7060, the Davis 
Behavioral Health Privacy Officer, for the appropriate form for your request. 
 
SHARING YOUR HEALTH INFORMATION 
There are limited situations when we are permitted or required to disclose health information without your 
signed authorization and without notice to you.  These situations include activities necessary to administer 
the Medicaid program and the following: 

• For public health purposes such as reporting communicable diseases, work-related illnesses, or 
other diseases and injuries permitted by law; reporting births and deaths; and reporting reactions to 
drugs and problems with medical devices 

• To protect victims of abuse, neglect, or domestic violence and emergencies 
• For health oversight activities such as investigations, audits, and inspections 
• For legal proceedings 
• When otherwise required by law 
• When requested by law enforcement as required by law or court order 
• To coroners, medical examiners, and funeral directors 
• For organ and tissue donation 
• For research approved by our review process under strict federal guidelines 
• To reduce or prevent a serious threat to public health and safety 
• For worker’s compensation or other similar programs if you are injured at work 
• For specialized government functions such as intelligence and national security 
• To the armed forces when requested if you are a member of the armed forces 

All other uses and disclosures, not described in this notice, require your signed authorization.  You may 
revoke your authorization at any time with a written statement. 
 
OUR PRIVACY RESPONSIBILITIES 
Davis Behavioral Health is required by law to: 

• Maintain the privacy of your health information 
• Provide this notice that describes the ways we may use and share your health information 
• Follow the terms of the notice currently in effect. 

We reserve the right to make changes to this notice at any time and make the new privacy practices 
effective for all information we maintain.  Current notices will be posted in all Davis Behavioral Health 
offices.  You may also request a copy of any notice (including an 11-page document explaining this notice 
in greater detail) from Abel Ortiz, the Davis Behavioral Health Privacy Officer.  
 
CONTACT US 
If you would like further information about your privacy rights, are concerned that your privacy rights have 
been violated, or disagree with a decision that we made about access to your health information, contact 
Abel Ortiz, the Davis Behavioral Health Privacy Officer. 

Abel Ortiz 
2250 N 1700 W 

Layton, UT 84041 
(801) 773-7060 

aortiz@davisbh.org 
You may also file a written complaint with the following: 

Office of Civil Rights 
200 Independence Avenue 

S.W. Room 509F 
HHH Bldg. 

Washington, DC 20201 
We will investigate all complaints and will not retaliate against you for filing a complaint. 

 

 



 

 

 

 NOTICE OF PRIVACY PRACTICES 
  
Davis Behavioral Health 
291 South 200 West 
Farmington, UT 84025 
(801) 451-7799            
________________________________________________________________________________________________________________________________                        

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION.  PLEASE REVIEW IT CAREFULLY. 
 
If you have any questions about this Privacy Notice, please contact Abel Ortiz @ 773-7060, 
the Davis Behavioral Health Privacy Officer. 
 
I.    Introduction 

This Notice of Privacy Practices describes how we may use and disclose your protected health 

information to carry out treatment, payment or health care (health care refers to mental health, 

behavioral health, substance abuse, and related medical care) operations and for other purposes 

that are permitted or required by law. This Notice also describes your rights regarding health 

information we maintain about you and a brief description of how you may exercise these rights.  

This Notice further states the obligations we have to protect your health information. 

 

“Protected health information” means health information (including identifying information about 

you) we have collected from you or received from your health care providers, health plans, your 

employer, or a health care clearinghouse.   It may include information about your past, present, or 

future behavioral health or condition, the provision of your health care, and payment for your 

health care services.  

 

We are required by law to maintain the privacy of your health information and to provide you 

with this notice of our legal duties and privacy practices with respect to your health information.  

We are also required to comply with the terms of our Notice of Privacy Practices. 



 
II.    How We Will Use and Disclose Your Health Information 

We will use and disclose your health information as described in each category listed below.  For 

each category, we will explain what we mean, in general, but not describe all specific uses or 

disclosures of health information.  

A.   Uses and Disclosures for Treatment, Payment, and Operations. 

 1.  For Treatment.  We will use and disclosure your health information, without your 

authorization, to provide your behavioral health care and any related services.  We will 

also use and disclose your health information to coordinate and manage your health care 

and related services.  For example, we may need to disclose information to a case 

manager who is responsible for coordinating your care.  We may also disclose your 

health information among our clinicians and other staff (including clinicians other than 

your therapist or principal clinician), who work at or contract with Davis Behavioral 

Health.  For example, our staff may discuss your care at a case conference.  In addition, 

we may disclose your health information to another health care provider (such as your 

primary care physician, a hospital, a pharmacy, or a laboratory) working outside of Davis 

Behavioral Health for purposes of your treatment.  

2.  For Payment.   We may use or disclose your health information, without your 

authorization, so that the treatment and services you receive are billed to, and payment is 

collected from, your health plan or other third party payer.  By way of example, we may 

disclose your health information to permit your health plan to take certain actions before 

your health plan approves or pays for your services.  These actions may include:  

• Deciding if you qualify or have coverage for health insurance;   

• Reviewing your services to determine if they were medically necessary;    

• Reviewing your services to determine if they were appropriately authorized or 

certified in advance of your care; or 

• Reviewing your services for purposes of utilization review, to ensure the 

appropriateness of your care, or to justify the charges for your care.   

For example, your health plan may ask us to share your health information in order to 

determine if the plan will approve additional visits to your therapist.  We may also 

disclose your health information to another health care provider so that provider can bill 

you for services they provided to you, such as an ambulance service that transported you 

to the hospital.   



3.  For Health Care Operations.  We may use and disclose health information, without 

your authorization, about you for our health care operations. These uses and disclosures 

are necessary to run our organization and make sure that our consumers receive quality 

care.  These activities may include quality assessment and improvement, reviewing the 

performance or qualifications of our clinicians, training students in clinical activities, 

licensing, accreditation, business planning and development, and general administrative 

activities.   

 

We may combine the health information of many of our consumers to decide what 

additional services we should offer, what services are no longer needed, and whether 

certain new treatments are effective.  We may also provide your health information to 

other health care providers or to your health plan to assist them in performing certain of 

their own health care operations. We will do so only if you have or have had a 

relationship with the other provider or health plan.  For example, we may provide 

information about you to your health plan to assist them in their quality assurance 

activities.  We may also use and disclose your health information to contact you to 

remind you of your appointment.  Finally, we may use and disclose your health 

information to inform you about possible treatment options or alternatives that may be of 

interest to you.   

4.  Health-Related Benefits and Services.  We may use and disclose health information 

to tell you about health-related benefits or services that may be of interest to you.  If you 

do not want us to provide you with information about health-related benefits or services, 

you must notify Abel Ortiz, DBH Privacy Officer, in writing at 291 South 200 West, 

Farmington, UT 84025. Please state clearly that you do not want to receive materials 

about health-related benefits or services.   

5.  Fundraising Activities.  It is not our practice to release identifiable health 

information that would allow a fundraiser to directly contact you.  However, we may use 

or disclose non-identifiable health information to assist us in raising money for our 

programs, services, and operations.  We may disclose identifiable health information to 

potential fundraising entities, to assist us in raising money.  We will only disclose 

identifiable information, if we first obtain your consent.  We will only release basic 

contact information, such as your name and address and the dates you were provided 

service, but we will not provide information about your treatment. 

   



B.     Uses and Disclosures That May be Made Without Your Authorization, But For 

Which You Will Have an Opportunity to Object. 

1.  Facility Directory.  We do not maintain a facility directory at any of our units.  If 

asked, we will not confirm orally, in writing, or through any other medium that you are 

our current or former client, with the exceptions listed below under “Person’s Involved in 

an Individual’s Care.”   

2.  Persons Involved in Your Care.  We may provide health information about you to 

someone who helps pay for your care.  We may use or disclose your health information 

to notify or assist in notifying a family member, personal representative, or any other 

person that is responsible for your care of your location, general condition, or death.  We 

may also use or disclose your health information to an entity assisting in disaster relief 

efforts and to coordinate uses and disclosures for this purpose to family or other 

individuals involved in your health care.  In limited circumstances, we may disclose 

health information about you to a friend or family member who is involved in your care.  

If you are physically present and have the capacity to make health care decisions, your 

health information may only be disclosed with your agreement to persons you designate 

to be involved in your care.  However, if you are in an emergency situation, we may 

disclose your health information to a spouse, a family member, or a friend so that person 

may assist in your care. In this case, we will determine whether the disclosure is in your 

best interest and, if so, only disclose information that is directly relevant to participation 

in your care.  If you are not in an emergency situation but are unable to make health care 

decisions, we will disclose your health information to:   

• A person designated to participate in your care in accordance with an advance 

directive validly executed under state law,  

• Your guardian or other fiduciary if one has been appointed by a court, or 

• If applicable, the state agency responsible for consenting to your care.   

C.    Uses and Disclosures That May be Made Without Your Authorization or 

Opportunity to Object. 

1. Emergencies.  We may use and disclose your health information in an emergency 

treatment situation.  By way of example, we may provide your health information to a 

paramedic who is transporting you in an ambulance.  We will attempt to obtain your 

Consent as soon as reasonably practicable after we provide you with emergency 

treatment.  If a clinician is required by law to treat you and your treating clinician has 



attempted to obtain your Consent but is unable to do so, the treating clinician may 

nevertheless use or disclose your health information to treat you. 

2. Research.  We may disclose your health information to researchers when the research 

has been approved by an Institutional Review Board or a similar privacy board who has 

reviewed the research proposal and established protocols to ensure the privacy of your 

health information. 

3. As Required By Law.  We will disclose health information about you when required to 

do so by federal, state, or local law. 

4. To Avert a Serious Threat to Health or Safety.  We may use and disclose health 

information about you when necessary to prevent a serious and imminent threat to your 

health or safety or to the health or safety of the public or another person.  Under these 

circumstances, we will only disclose health information to someone who is able to help 

prevent or lessen the threat. 

5. Organ and Tissue Donation.  If you are an organ donor, we may release your health 

information to an organ procurement organization or to an entity that conducts organ, eye 

or tissue transplantation, or serves as an organ donation bank, as necessary to facilitate 

organ, eye or tissue donation and transplantation. 

6. Public Health Activities.  We may disclose health information about you as necessary 

for public health activities including, by way of example, disclosures to:  

• Report to public health authorities for the purpose of preventing or controlling 

disease, injury or disability; 

• Report vital events such as birth or death; 

• Conduct public health surveillance or investigations; 

• Report child abuse or neglect; 

• Report elderly abuse or neglect; 

• Report disabled abuse or neglect; 

• Report to the Food and Drug Administration (FDA) or to a person subject to the 

jurisdiction of the FDA to report certain events including information about 

defective products or problems with medications; 

• Notify consumers about FDA-initiated product recalls; 

• Notify a person who may have been exposed to a communicable disease or who is 

at risk of contracting or spreading a disease or condition; 

• Notify the appropriate government agency, if we believe you have been a victim of 

abuse, neglect or domestic violence.  We will only notify an agency if we obtain 



your agreement or if we are required or authorized by law to report such abuse, 

neglect or domestic violence. 

7. Health Oversight Activities.  We may disclose health information about you to a health 

oversight agency for activities authorized by law.  Oversight agencies include 

government agencies that oversee the health care system, government benefit programs 

such as Medicare or Medicaid, other government programs regulating health care, and 

civil rights laws.   

8. Disclosures in Legal Proceedings.  We may disclose health information about you to a 

court or administrative agency when a judge or administrative agency orders us to do so.  

We also may disclose health information about you in legal proceedings without your 

permission or without a judge or administrative agency’s order when: 

• We receive a subpoena for your health information.  We will not provide this 

information in response to a subpoena without your authorization if the request is 

for records of a federally-assisted substance abuse program. 

9. Law Enforcement Activities.  We may disclose health information to a law enforcement 

official for law enforcement purposes when:  

• A court order, subpoena, warrant, summons, or similar process requires us to do 

so; or 

• The information is needed to identify or locate a suspect, fugitive, material witness 

or missing person; or 

• We report a death that we believe may be the result of criminal conduct; or 

• We report criminal conduct occurring on the premises of our facility; or 

• We determine that the law enforcement purpose is to respond to a threat of an 

imminently dangerous activity by you against yourself or another person; or 

• The disclosure is otherwise required by law. 

 

We may also disclose health information about a client who is a victim of a crime, without a 

court order or without being required to do so by law.  However, we will do so only if the 

disclosure has been requested by a law enforcement official and the victim agrees to the 

disclosure or, in the case of the victim’s incapacity, the following occurs:   

• The law enforcement official represents to us that (i) the victim is not the subject 

of the investigation and (ii) an immediate law enforcement activity to meet a 

serious danger to the victim or others depends upon the disclosure; and 

• We determine that the disclosure is in the victim’s best interest. 



10. Medical Examiners or Funeral Directors.  We may provide health information about 

our consumers to a medical examiner.   Medical examiners are appointed by law to assist 

in identifying deceased persons and to determine the cause of death in certain 

circumstances.  We may also disclose health information about our consumers to funeral 

directors as necessary to carry out their duties.   

11. Military and Veterans.  If you are a member of the armed forces, we may disclose your 

health information as required by military command authorities.  We may also disclose 

your health information for the purpose of determining your eligibility for benefits 

provided by the Department of Veterans Affairs.  Finally, if you are a member of a 

foreign military service, we may disclose your health information to that foreign military 

authority.   

12. National Security and Protective Services for the President and Others.  We may 

disclose health information about you to authorized federal officials for intelligence, 

counter-intelligence, and other national security activities authorized by law.  We may 

also disclose health information about you to authorized federal officials so they may 

provide protection to the President, other authorized persons or foreign heads of state or 

so they may conduct special investigations.   

13. Inmates.  If you are an inmate of a correctional institution or under the custody of a law 

enforcement official, we may disclose health information about you to the correctional 

institution or law enforcement official.   

14. Workers’ Compensation.  We may disclose health information about you to comply 

with the state’s Workers’ Compensation Law.   

 

III.    Uses and Disclosures of Your Health Information with Your Permission. 

Uses and disclosures not described in Section II of this Notice of Privacy Practices will generally 

only be made with your written permission, called an “authorization.”  You have the right to 

revoke an authorization at any time.  If you revoke your authorization, we will not make any 

further uses or disclosures of your health information under that authorization, unless we have 

already taken an action relying upon the uses or disclosures you have previously authorized.  

  

IV.    Your Rights Regarding Your Health Information.  

A.  Right to Inspect and Copy. 

You have the right to request an opportunity to inspect or copy health information used to 

make decisions about your care, whether they are decisions about your treatment or 



payment of your care.  Usually, this would include clinical and billing records, but not 

psychotherapy notes.   

 

You must submit your request in writing to Abel Ortiz, DBH Privacy Officer, at 291 South 

200 West, Farmington, UT 84025.  If you request a copy of the information, we may 

charge a fee for the cost of copying, mailing and supplies associated with your request.  

We may deny your request to inspect or copy your health information in certain limited 

circumstances.  In some cases, you will have the right to have the denial reviewed by a 

licensed health care professional not directly involved in the original decision to deny 

access.  We will inform you in writing if the denial of your request may be reviewed.  

Once the review is completed, we will honor the decision made by the licensed health care 

professional reviewer.   

 

B.  Right to Amend.  

For as long as we keep records about you, you have the right to request us to amend any 

health information used to make decisions about your care, whether they are decisions 

about your treatment or payment of your care.  Usually, this would include clinical and 

billing records, but not psychotherapy notes.  To request an amendment, you must submit a 

written document to Abel Ortiz, DBH Privacy Officer, at 291 South 200 West, 

Farmington, UT 84025 and tell us why you believe the information is incorrect or 

inaccurate.  We may deny your request for an amendment if it is not in writing or does not 

include a reason to support the request.  We may also deny your request if you ask us to 

amend health information that: 

• Was not created by us, unless the person or entity that created the health 

information is no longer available to make the amendment; 

• Is not part of the health information we maintain to make decisions about your 

care; 

• Is not part of the health information that you would be permitted to inspect or 

copy; or 

• Is accurate and complete. 

 

If we deny your request to amend, we will send you a written notice of the denial stating 

the basis for the denial and offering you the opportunity to provide a written statement 

disagreeing with the denial.  If you do not wish to prepare a written statement of 



disagreement, you may ask that the requested amendment and our denial be attached to all 

future disclosures of the health information that is the subject of your request.   

 

If you choose to submit a written statement of disagreement, we have the right to prepare a 

written rebuttal to your statement of disagreement.  In this case, we will attach the written 

request and the rebuttal (as well as the original request and denial) to all future disclosures 

of the health information that is the subject of your request. 

   

C.  Right to an Accounting of Disclosures. 

You have the right to request that we provide you with an accounting of disclosures we 

have made of your health information.  An accounting is a list of disclosures.  But this list 

will not include certain disclosures of your health information, by way of example, those 

we have made for purposes of treatment, payment, and health care operations.  To request 

an accounting of disclosures, you must submit your request in writing to Abel Ortiz, DBH 

Privacy Officer, at 291 South 200 West, Farmington, UT 84025.  For your convenience, 

you may submit your request on a form called a “Request For Accounting,” which you 

may obtain from our Privacy Officer.  The request should state the time period for which 

you wish to receive an accounting. This time period should not be longer than six years 

and should not include dates before April 14, 2003.   

 

The first accounting you request within a 12-month period will be free.  For additional 

requests during the same 12-month period, we will charge you for the costs of providing 

the accounting.  We will notify you of the amount we will charge, and you may choose to 

withdraw or modify your request before we incur any costs. 

 

D.  Right to Request Restrictions.   

You have the right to request a restriction on the health information we use or disclose 

about you for treatment, payment or health care operations.  To request a restriction, you 

must request the restriction in writing addressed to Abel Ortiz, DBH Privacy Officer, at 

291 South 200 West, Farmington, UT 84025.  The Privacy Officer will ask you to sign a 

request for restriction form, which you should complete and return to the Privacy Officer.  

We are not required to agree to a restriction that you may request.  If we do agree, we will 

honor your request unless the restricted health information is needed to provide you with 

emergency treatment. 



   

E.  Right to Request Confidential Communications. 

You have the right to request that we communicate with you about your health care only in 

a certain location or through a certain method.  For example, you may request that we 

contact you only at work or by e-mail.  We will accommodate all reasonable requests.  

You do not need to give us a reason for the request; but your request must specify how or 

where you wish to be contacted.     

 

F.  Right to a Paper Copy of this Notice.   

You have the right to obtain a paper copy of this Notice of Privacy Practices at any time.  

Even if you have agreed to receive this Notice of Privacy Practices electronically, you may 

still obtain a paper copy.  To obtain a paper copy, contact Abel Ortiz, DBH Privacy 

Officer, at 291 South 200 West, Farmington, UT 84025. 

 

V.    Confidentiality of Substance Abuse Records 

For individuals who have received treatment, diagnosis, or referral for treatment from our drug or 

alcohol abuse programs, the confidentiality of drug or alcohol abuse records is protected by 

federal law and regulations.  As a general rule, we may not tell a person outside the programs that 

you attend any of these programs, or disclose any information identifying you as an alcohol or 

drug abuser, unless: 

• You authorize the disclosure in writing; or 

• The disclosure is permitted by a court order; or 

• The disclosure is made to medical personnel in a medical emergency or to qualified 

personnel for research, audit, or program evaluation purposes; or 

• You threaten to commit a crime either at the drug abuse or alcohol program or against 

any person who works for our drug abuse or alcohol programs. 

 

A violation by us of the federal law and regulations governing drug or alcohol abuse is a crime.  

Suspected violations may be reported to the Unites States Attorney in the district where the 

violation occurs.  Federal law and regulations governing confidentiality of drug or alcohol abuse 

permit us to report suspected child abuse or neglect under state law to appropriate state or local 

authorities.  Please see 42 U.S.C. § 290dd-2 for federal law and 42 C.F.R., Part 2 for federal 

regulations governing confidentiality of alcohol and drug abuse patient records. 

  



VI.   Complaints 

If you believe your privacy rights have been violated, you may file a complaint with us or with 

the Secretary of the U.S. Department of Health and Human Services.  To file a complaint with us, 

contact Abel Ortiz at 291 South 200 West, Farmington, UT 84025.  All complaints must be 

submitted in writing.  Abel Ortiz, who can be contacted at 291 South 200 West, Farmington, UT 

84025 (801-451-7799) will assist you with writing your complaint, if you request such assistance.  

Davis Behavioral Health will not retaliate against you for filing a complaint. 

 

VII.    Changes to this Notice 

We reserve the right to change the terms of our Notice of Privacy Practices.  We also reserve the 

right to make the revised or changed Notice of Privacy Practices effective for all health 

information we already have about you as well as any health information we receive in the future.  

We will post a copy of the current Notice of Privacy Practices at our main office and at each site 

where we provide care.  You may also obtain a copy of the current Notice of Privacy Practices by 

calling us at 801-451-7799 and requesting that a copy be sent to you in the mail or by asking for 

one any time you are at our offices. 

 

VIII.   Who will follow this Notice 

This Notice of Privacy Practices will be followed by us and by our contracted entities. In 

addition, these entities, sites, or locations may share health information with each other for 

treatment, payment or health care operation purposes. 



Policy 8   Minimum Necessary  

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out in this policy, the process for applying the 

minimum necessary standards to uses, disclosures, and requests for PHI. 

 
Policy 
Davis Behavioral Health will apply the minimum necessary standards to all uses, disclosures, and 

requests for PHI, except for: 

1. Disclosures to, or requests, by, a healthcare provider for the purpose of treatment; 

2. Disclosures to the client;  

3. Disclosures pursuant to the client’s authorization; 

4. Disclosures required to comply with the Privacy Rule; and  

5. Uses and disclosures required by law to the extent that such disclosure complies with 

and is limited to the relevant requirements of the law. 

 

Any request made for entire medical records, other than for treatment purposes, must be justified in 

writing and made part of the medical record as documentation of that justification. 

  

Our policy for uses of PHI by our employees will be to use PHI in accordance with the matrix of 

classes of persons, categories of access, and conditions appropriate to such access.  The operative 

version of the Role-based Access to PHI matrix will be appended to this Policy and Procedure.  

Changes to the matrix will require notification of Human Resources for inclusion in subsequent 

training of direct service personnel.  

 

Our policy for routine and recurring disclosures of PHI will be to disclose PHI in accordance with 

the matrix of type of PHI, types of persons eligible to receive PHI, and the conditions that would 

apply to such access.  The operative version of the Routine Disclosures Matrix will be appended to 

this Policy and Procedure.  Changes to the matrix will require notification of Human Resources for 

inclusion in subsequent training of direct service personnel. 

 

 



Non-routine, non-recurring disclosures of PHI will be reviewed, prior to release of PHI, by an 

authorized clinical person as identified in current procedures below.  This person will make a 

determination that the minimum necessary PHI is being used or disclosed in accordance with our 

criteria for non-routine, non-recurring disclosures. 

  

When we receive requests for PHI from external sources, we will generally rely upon the written 

representation of the requestor that it is requesting the minimum PHI necessary for its purpose.  We 

will rely on the representation of the following person(s), only when reliance is reasonable: 

1. Public officials for a disclosure not requiring any legal permission; 

2. Other covered entities; 

3. A professional who is either a member of our workforce or a business associate and the 

request is for the purpose of providing professional services on our behalf and the 

professional has asserted that the PHI requested is the minimum necessary for their 

stated purpose; and 

4. Researchers as long as we have received documentation from an IRB or privacy board 

and we have determined the PHI that minimally necessary to achieve the scope of the 

use or disclosure.  

 

However, if reliance on the representation of the requestor is not reasonable, we may disregard the 

representation and make our own determination of the minimum amount of PHI that is necessary 

for the purpose. 



Policy 9   De-identification and Limited Data Sets  

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out in this policy, the process for creating and 

using de-identified health information and limited data sets. 

 
Policy 
Davis Behavioral Health will create de-identified health information for use or disclosure in any 

circumstance where that information can be used, effectively and efficiently, in place of PHI. 

  

Davis Behavioral Health will consider PHI to be de-identified health information if it meets one of 

the two following criteria: 

1. A qualified statistician (a person with appropriate knowledge and experience with 

generally accepted statistical and scientific principles and methods), applying such 

principles and methods has determined that the risk is very small that the information 

could be used alone, or in combination with other reasonably available information, by an 

anticipated recipient to identify an individual and documents the methods and results of 

the analysis that justify such determination. 

2. All of the following identifiers have been removed, and Davis Behavioral Health does not 

have actual knowledge that the remaining information could be used, alone or with other 

information, to identify an individual who is the subject of the information: 

a. Names of individual, relatives, or household members 

b. Geographic subdivisions smaller than a state, except for the initial three digits of a 

zip code for geographic area with more than 20,000 people; 

c. All elements of dates (including birth, admission and discharge dates, and dates of 

death), except for the year, for all individuals under 89, and all elements of dates 

for those over 89 except for presentation as a single over-90 category; 

d. Telephone or fax numbers or e-mail addresses, URLs, or IP addresses; 

e. Social security numbers; 

f. Medical record numbers; 

g. Health plan beneficiary numbers; 

h. Account numbers;  

i. Certificate or license numbers; 



j. Vehicle identifiers and serial numbers; 

k. Device identifiers and serial numbers; 

l. Biometric identifiers such as finger or voice prints; 

m. Full face photographic images and the like; or 

n. Any other unique identifying number, code, or characteristic except for a re-

identification code. 

 

The re-identification code may not be derived from or related to information about the individual 

and may not be otherwise translatable to identify the individual.  We will not use or disclose the 

code for any purpose, nor the means of re-identification. 

 

Davis Behavioral Health will create limited data sets for use or disclosure in any circumstance 

where that information can be used, effectively and efficiently for research, public health or health 

care operations. 

 

Davis Behavioral Health will consider PHI to be in the form of a limited data set if it excludes the 

following direct identifiers of our clients, their relatives, employers, or household members: 

1. Names; 

2. Postal address information, other than town or city, state, and zip code; 

3. Telephone numbers; 

4. Fax numbers; 

5. Electronic mail addresses; 

6. Social security numbers; 

7. Medical record numbers; 

8. Health plan beneficiary numbers; 

9. Account numbers; 

10. Certificate/license numbers; 

11. Vehicle identifiers and serial numbers, including license plate numbers; 

12. Device identifiers and serial numbers; 

13. Web Universal Resource Locators (URLs); 

14. Internet Protocol address numbers; 

15. Biometric identifiers, including finger and voice prints; and 

16. Full face photographic images and any comparable images. 

  



Any use or disclosure that we make of a limited data set must take place pursuant to a data use 

agreement.  This data use agreement must include the following requirements:  
1. That the limited data set recipient(s) will use or disclose information for the limited 

purposes described in the agreement and not further disclose the information in a way 

that would be inconsistent with the privacy regulation as it would apply to our Agency 

itself; 

2. That only the recipient(s) specified in the agreement may use or receive the limited data 

set; 

3. That the recipient(s) will not use or further disclose the information in a manner that 

violates the data use agreement or the law and will use appropriate safeguards to prevent 

any uses or disclosures other than the permitted uses or disclosures; 

4. That the recipient(s) will report to Davis Behavioral Health any use or disclosure of PHI 

in the limited data set, which is not included in the data use agreement, of which it 

becomes aware; 

5. That the recipient(s) will assure that any subcontractor who is provided with a limited 

data set agrees to the same restrictions and conditions as apply to the recipient(s); and 

6. That the recipient(s) will not identify the information or contact the individuals. 

 

Should Davis Behavioral Health become aware of a pattern of activity or practice by a recipient that 

constitutes a material breach of the data use agreement, we will discontinue disclosure to that 

recipient and report the problem to the Secretary of Health and Human Services. 



Policy 10   Individual’s Right to Access  

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out in this policy, the processes for requesting, 

granting, denial of, and review of denial, of client requests for access to PHI. 

 
Policy 
Davis Behavioral Health will consider all requests from our clients, or previous clients, for access to 

their PHI that is maintained in their designated record set and that is dated after April 14, 2003.  

(See policy on Designated Record Set.)  Davis Behavioral Health will consider client requests to 

either inspect or obtain a copy of their PHI for as long as we maintain their PHI in the designated 

record set. 

 

Davis Behavioral Health will require that clients make their request in writing using the form that 

has been designed for that purpose (i.e., the Access Request Form).  At a minimum, the form will 

contain: 

1. Identification of the specific PHI that the client wishes to access;  

2. The reason for their request (this is optional for the client);  

3. Whether they wish to inspect or obtain copies of the PHI;  

4. Notification of the cost we will charge for copying and postage; and 

5. Notification of their right to obtain a summary or explanation of their information, along 

with the cost of that service. 

 

Davis Behavioral Health will deny a client access to PHI, and that denial will not be subject to 

review if: 

1. The PHI requested is contained in: 

a. Psychotherapy notes; 

b. Records or documents compiled in reasonable anticipation of, or for use in, a civil, 

criminal, or administrative action or proceeding; or 

c. Records or documents from clinical laboratories subject to or exempt from the 

Clinical Laboratory Improvement Act. 

2. The PHI is subject to the Federal Privacy Act; 



3. The information was obtained under the promise of confidentiality from another person 

(not a healthcare provider), and the access requested would be reasonably likely to reveal 

the source of that information; 

4. The information was created or obtained in the course of research that involves treatment 

when the individual agreed to the denial of access for the duration of the research (that 

includes treatment) when consenting to participate in the research and the client has been 

informed that access will be reinstated upon completion of the research; or 

5. An inmate requests a copy of PHI, and it is determined that such a copy would jeopardize 

the health, safety, security, custody, or rehabilitation of the individual or other inmates or 

the safety of an officer or other person responsible for transporting the inmate.  Davis 

Behavioral Health will provide an inmate with the right to inspect his PHI unless other 

grounds for denial exist. 

 

Davis Behavioral Health will deny access to any PHI that a licensed healthcare professional 

determines: 

1. Exercising professional judgment, is reasonably likely to endanger the life or physical 

safety of the client or another person; 

2. Exercising professional judgment, makes reference to another person (not a health care 

provider) and access is reasonably likely to cause substantial harm to that other person; or 

3. Has been requested by a personal representative and access by that person is reasonably 

likely to cause substantial harm to the client or another person. 

 

When denying a client access for any of these three reasons, these denials will be subject to review 

as described below.  In addition, if access to the entire record is denied and the client requests a 

review of the decision, we will make the entire record available to the client’s attorney, with the 

consent of the client, or to a psychotherapist designated by the individual. 

 

It is the policy of Davis Behavioral Health to deny clients access to their PHI only infrequently and 

in unusual circumstances and, when access is denied, it must be for one of the specific reasons listed 

above.  Furthermore, Davis Behavioral Health will provide access, to the extent possible, to any 

other requested PHI that is not part of the PHI to which access has been denied.  Davis Behavioral 

Health will make an effort to redact the denied PHI from the designated record set and allow 

inspection or copying of any remaining information. 

 



When a client has been denied access for one of the reasons that is subject to review, Davis 

Behavioral Health will respond in writing giving the basis for denial in plain language within the 

time period set forth below.  Davis Behavioral Health will also inform the client of their right to 

request a review of the denial of access and provide a description of how the client may file a 

complaint with us or with the Secretary of Health and Human Services.   

  

In any case where the client requests a review, Davis Behavioral Health will promptly refer the 

denial to another licensed healthcare professional, who has not been directly involved in the denial, 

for their review.  Davis Behavioral Health will also promptly inform the client, in writing, if the 

reviewer upholds the denial.  In those cases where the reviewer permits access, the client will be 

informed. 

 

When Davis Behavioral Health agrees to grant access to PHI, Davis Behavioral Health will notify 

the client and arrange for access within 30 days from the date of the request.  Should the PHI 

requested be maintained off-site, Davis Behavioral Health can take longer to respond, but no more 

than 60 days from the date of the request.  In either case, Davis Behavioral Health can obtain a 

single, 30-day extension of time in those rare cases where we are unable to respond in the initial 

time period.  Davis Behavioral Health will notify the client of the reasons for delay and the date of 

completion by means of a written statement. 

 

When Davis Behavioral Health has agreed to inspection of the designated record set, a mutually 

agreeable time and place will be arranged for the inspection. 

 

When Davis Behavioral Health has agreed to provide copies of the requested PHI, we will confer 

with the client and determine their preference for the media in which to receive it (i.e., paper or 

electronic, where available).  If we cannot agree on how the PHI will be produced then we will 

produce the PHI in readable hard copy.  We will charge a fee for copying the material and for 

postage, if the copies are to be mailed, and the client will be notified of that charge in the Access 

Request Form.  However, if the individual is requesting the PHI for the purpose of supporting a 

claim or appeal under the Social Security Act or any Federal or state financial need-based benefit 

program, we will furnish the PHI within 30 days of the request at no charge to the individual. 

   



It will be the policy of Davis Behavioral Health to charge for the cost of making the copies (i.e., the 

labor, machine, and paper cost) but we will not include in our charges the cost of the retrieval and 

handling of information nor will the client be charged for the costs of processing the request. 

 

Davis Behavioral Health will provide summaries of PHI in those cases where the individual has 

requested them.  Davis Behavioral Health will charge for the costs associated with producing the 

summary, and the client will be notified of that charge in the Access Request Form. 

  

In those cases where Davis Behavioral Health receives a request for PHI that we do not maintain, 

but we know where it is maintained, we will inform the client of the location of the PHI. 



. CLIENT’S REQUEST FOR HIS/HER OWN RECORDS 

HIPAA regulations allow our clients the right to view, inspect, amend and request a 
copy of their health information.  Although we have the right, under certain 
circumstances to deny such requests, our general practice, at Davis Behavioral 
Health, will be to comply with and grant such requests.  A client must show picture 
identification before his/her records will be released. 
 
 
Name: 
 
Address: 
 
 
 
Birth date: 
 
Social Security Number: 
 
Reason for requesting records (optional): 
 
 
 
 
 
 
 
Information that you would like released: 

 Complete Record     Treatment Plan 
 Progress Notes     Discharge Summary 
 Initial Assessment     Substance Abuse Treatment Notes 
 Psychiatric Evaluation    Treatment Summary 
 Diagnosis      Dates of Service 
 Other-please specify: 

 
Signature:       Date: 
 
Witness:       Date: 
 
By signing this document, I agree to the following conditions as outlined by the HIPAA 
regulations:  (Please see reverse side for details).   
Records will be provided in paper format unless you would prefer that you receive your records in another 
manner. 

  I would like my information in another manner.  Please explain: _______________________________ 
______________________________________________________________________________________



Prior to release of records, your chart will be reviewed a licensed mental health professional at 
Davis Behavioral Health. 
 
DBH shall respond to all written requests for PHI within thirty (30) days, unless the information is not 
stored on a DBH site, then DBH shall respond to the request within sixty (60) days.  If DBH is unable to 
respond within the time frames stated, then DBH shall respond within an additional 30 days, provided that 
the Privacy Officer gives you a statement in writing of the reasons that DBH is unable to respond within 
these time frames. 
 
If your request for information is denied, the Privacy Officer shall give written notice to the requester of its 
denial of the request for PHI. 
 
DBH shall arrange to allow the client to inspect or obtain a copy of the PHI at a convenient time and place.  
DBH may discuss the scope, format, and other aspects of the request for access with the client to facilitate 
timely provision of the information. 
 
If you request copies of your record, or you agree to pay for a summary of your record, DBH shall charge 
fees as follows: 
*$ .05 per page copied; 
*$10.00 per hour to copy or scan the information, which is the approximate cost of the staff who will 
take the time to copy or scan the chart; 
*postage, when the client asks for the PHI to be mailed; and 
*$ 18-45 (range) per hour to prepare a summary of the information, which is the approximate cost of 
the staff who will be preparing the summary. 
 
If DBH denies access, in whole or in part, to your record, DBH shall: 
Provide a written denial, which states:  the basis of the denial; the client’s rights to have a review of the 
denial; and how the client may appeal the denial (where applicable) or appeal to the Secretary of Health 
and Human Services 
 
Upon receipt of a request for review of denial, DBH shall appoint Abel Ortiz, the DBH Privacy Officer, 
who was not involved in the initial denial to review the request.  The reviewing professional shall promptly 
give a written response to the client’s request to review. 
 
Dates and Number of hours to copy or scan the record: 
 
 
 
 
Dates and Number of hours to prepare a summary:  
 
 
 
 
Total Number of pages copied:  
 
Cost of preparation time (Hours X Rate Per Hour): 
 
 
Cost of the paper record (Number of Pages Copied X .05): 
 
 
Total Cost: 
 



Policy 11  Individual’s Right to Amendment of PHI 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out in this policy, the process for providing clients 

with an opportunity to amend their PHI that is maintained in a designated record set. 

 
Policy 
 
Davis Behavioral Health will consider all requests from clients, or former clients, to amend their 

PHI that is maintained in a designated record set for as long as it is maintained.  Davis Behavioral 

Health will require that all requests for amendment be in writing and be prepared using the 

Request for Amendment form.  In any case where that form cannot be obtained, Davis Behavioral 

Health will provide the client or former client with the information needed to submit in lieu of the 

form.  Davis Behavioral Health will require that the individual inform us, in writing, as to the 

reason for the amendment.  Davis Behavioral Health will notify our clients of our policies for 

requesting amendments in our Privacy Notice.  

  

Davis Behavioral Health will respond to requests for amendment within 60 days from the date of 

the request.  Should, in rare circumstances, Davis Behavioral Health be unable to respond within 

60 days, the individual will be notified prior to the expiration of the 60-day period, in writing, and 

he/she will be provided with the reason additional time is needed.  At that time, a date will be set 

(no more than 30 days beyond the original 60 days) by which Davis Behavioral Health expects to 

complete action on the request. 

  

In those instances where the request for amendment is granted, Davis Behavioral Health will do 

the following: 

1. Inform the client in writing; 

2. Obtain the client’s agreement about the list of people or organizations that the client and 

Davis Behavioral Health believe should be informed of the amendment; and 

3. Notify the agreed-upon list (identified above in number 2. of the amendment). 

(Note:  it is the policy of Davis Behavioral Health to identify anyone who we know may have relied 

upon the subject PHI in the past, or who might reasonably be expected to rely upon it in the future 

and attempt to obtain agreement from the client regarding their notification.) 



  

In those instances where the request for amendment is denied, Davis Behavioral Health will do the 

following: 

1. Provide the client with a written denial that is in plain language and that: 

a. Contains the basis for the denial; and  

b. Notifies the individual that he/she has the right to provide a written statement 

disagreeing with the denial and how he/she might file such a statement. 

2. Describe to the client the procedure for filing a complaint either with: 

a. The Department of Health and Human Services or 

b. With the person or office in Davis Behavioral Health who is responsible for 

receiving complaints, including the name, title, and telephone number. 

3. Inform the individual that he/she may file a statement of disagreement with the denial that 

does not exceed 250 words. 

4. Inform the individual that he/she may request, should he/she not file a statement of 

disagreement, that the request for amendment and the related denial be attached to all future 

disclosures of the subject PHI. 

 

Davis Behavioral Health will prepare rebuttals in those instances, where a licensed healthcare 

professional determines that a rebuttal is necessary, to add clarity to the other material created 

around this request for amendment. 

 

Designated Record Set  

It is the policy of Davis Behavioral Health to take the following actions with respect to  the 

designated record set in amendment situations: 

1. When the amendment request has been granted: 

a. Identify the subject PHI in the designated record set; and 

b. Append the amendment to the PHI or  

c. Provide a link to the location in the file of the amendment. 

2. When the amendment request has been denied and the client requests it: 

a. Identify the subject PHI in the designated record set; and 

b. Append the request for amendment and the denial to the PHI or  

c. Provide a link to the location in the file of the request and the denial. 

3. When the amendment request has been denied, and the client has filed a statement of 

disagreement, and Davis Behavioral Health has or has not prepared a rebuttal: 



a. Identify the subject PHI in the designated record set; and 

b. Append the request for amendment, the denial, the statement of disagreement, and, 

if prepared, our rebuttal to the PHI or  

c. Provide a link to the location in the file of all of the items listed in b. 



  CLIENT’S REQUEST FOR AMENDMENT TO RECORD 

HIPAA regulations allow our clients the right to view, inspect, amend, and request a 
copy of their health information.  At Davis Behavioral Health, our standard is 
accurate documentation; therefore requests to amend records will be given serious 
consideration.  Under certain circumstances, these requests may be denied.  A client 
must show picture identification before his/her records will be released and/or 
amended. 
 
Date of Request: 
Date Received by Privacy Officer: 
 
Name: 
 
Address: 
 
 
Birth date: 
 
Social Security Number: 
 
Information to be amended: 
 
 
 
 
Reason for amending records (not optional): 
 
 
 
 
 
 
 
 
Treatment Coordinator: 
 
 
Signature:       Date: 
 
Witness:       Date: 
 
 
By signing this document, I agree to the following conditions as outlined by the HIPAA 
regulations:  (Please see reverse side for details).   



Prior to amending of records, your chart will be reviewed a licensed mental health professional at Davis 
Behavioral Health. 
 
DBH shall respond to all written requests for amendment within sixty (60) days from the date of the 
request.  In rare circumstances, DBH be unable to respond within sixty (60) days.  In such cases, DBH shall 
provide a written response explaining the reason for the delay and setting a date within an additional thirty 
(30) days to complete an action on the client’s request. 
 
If your request for amendment is denied, the Privacy Officer shall give written notice to the requester of its 
denial of the request and the basis for that denial. 
 
If your request for amendment is denied, you have the right to file a complaint either with:  the 
Department of Health and Human Services or Davis Behavioral Health.  If you would like to file 
a complaint with Davis Behavioral Health, please contact Todd A. Soutor, Ph.D. at 451-7799. 
 
If your request for amendment is denied, you have the right to file a statement of disagreement with the 
denial that does not exceed 250 words.  If you would like to file a statement of disagreement, please contact 
Todd A. Soutor, Ph.D., at 451-7799.  Should you choose not to file a statement of disagreement, you may 
request that your original request for amendment and the related denial be attached to all future disclosures of 
the specific PHI. 
 
If your request for amendment involves copying your record, DBH shall charge fees as follows: 
*$ .05 per page copied; 
*$10.00 per hour to copy or scan the information, which is the approximate cost of the staff who will 
take the time to copy or scan the chart; 
*postage, when the client asks for the PHI to be mailed; and 
 
 
Dates and Number of hours to copy or scan the record: 
 
 
 
 
  
 
 
 
 
Total Number of pages copied:  
 
Cost of preparation time (Hours X Rate Per Hour): 
 
 
Cost of the paper record (Number of Pages Copied X .05): 
 
 
Total Cost: 
 
 
 
 
 
   



Policy 12   Individual’s Right to an Accounting of Disclosures of PHI 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out in this policy, the process for providing clients 

with an opportunity to receive an accounting of the disclosures made of their PHI. 

 
Policy 
 
Davis Behavioral Health will consider all requests from clients, or former clients, to receive an 

accounting of certain disclosures of their PHI that have occurred in the six year period prior to 

their request, or from the effective date of the Privacy Rule, whichever is shorter.  Davis 

Behavioral Health will require that all requests for an accounting be in writing using the Request 

for Accounting form.  Should a client need assistance in completing the form, Davis Behavioral 

Health will provide that assistance.  Davis Behavioral Health will notify our clients of the policies 

for requesting an accounting in our Privacy Notice.  

 

Davis Behavioral Health will respond to requests for an accounting within 60 days from the date 

of the request.  Should, in rare circumstances, Davis Behavioral Health be unable to respond 

within 60 days, the individual will be notified, in writing during the initial 60-day period and 

he/she will be provided with the reason(s) that Davis Behavioral Health needs additional time.  

Additionally, Davis Behavioral Health will identify a date (no more than 30 days beyond the 

original 60 days) by which we expect to complete action on the request. 

 
Davis Behavioral Health will account for all uses and disclosures of our clients’ PHI except for 

those in the following categories: 

1. Disclosures made to carry out treatment, payment, or operations (this includes 

disclosures made by business associates for these purposes as well);  

2. Disclosures made to the individual; 

3. Disclosures made incident to a use or disclosure that is otherwise permitted  or 

required; 

4. Disclosures made pursuant to an authorization; 

5. For disclosures made to the Secretary of Health and Human Services for compliance 

purposes and for any other disclosures allowed to be made without the individual’s 

permission; 



6. Disclosures for national security or intelligence purposes; and 

7. Disclosures to correctional institutions or law enforcement officials when individual 

is an inmate; 

8. Disclosures made as part of a limited data set. See Policy 9, De-identification;  

9. Those disclosures that occurred prior to April 14, 2003. 

10. Disclosures to persons involved in the individual’s care or other permitted 

notification purposes. See Policy 4, No Permission. 

 

In those situations where Davis Behavioral Health has made disclosures to a health oversight or law 

enforcement agency (as permitted by the No Permission Policy) and the particular agency has 

provided Davis Behavioral Health with a written statement that inclusion of such disclosures would 

be reasonably likely to impede with their activities (within a specific time period provided by the 

agency), our policy will be to exclude those disclosures from any accounting requested by the 

client.  At the end of that period, Davis Behavioral Health will include, in any future accountings, 

any disclosures made to the agency during that period in any future accountings. 

 

Should the health oversight or law enforcement agency provide Davis Behavioral Health with an 

oral statement that a disclosure would be reasonably likely to impede their activities, Davis 

Behavioral Health will withhold disclosures for a 30 day period.  After the 30 day period, Davis 

Behavioral Health will include the disclosures in requested accountings unless a written statement 

requesting a longer time period has been provided during the 30 day period. 

  

Davis Behavioral Health will include the following items in every accounting: 

1. The date of the disclosure; 

2. The name and address of the person or organization receiving the PHI; 

3. A brief description of the PHI disclosed; and 

4. A brief statement that reasonably informs the client of the purpose for the disclosure. 

Davis Behavioral Health’s policy with respect to multiple disclosures of a client’s PHI to the 

same person or entity (for the same purpose) will be to present all of the information listed above 

for the first disclosure in the accounting period.  In addition, we will present the frequency, 

periodicity, or number of disclosures made during the accounting period and the date of the most 

recent disclosure. 

 



Davis Behavioral Health’s policy, with respect to disclosures of PHI for a particular research 

purpose with 50 or more individuals participating, is that the accounting will provide: 

1. The name of the protocol or other research activity; 

2. A description, in plain language, of the research protocol or other research activity, 

including the purpose and criteria for selection of particular records; 

3. A description of the type of PHI that was disclosed; 

4. The date or period of time during which such disclosure occurred, or may have 

occurred, including the date of the last disclosure during the accounting period; 

5. The name, address, and telephone number of the entity that sponsored the research 

and of the researcher to whom the information was disclosed; and 

6. A statement that the PHI may or may not have been disclosed. 

 

In the event that it is reasonably likely that the PHI of a particular client has been disclosed for 

such a protocol or research activity, Davis Behavioral Health will, if requested by the client, assist 

him/her in contacting the entity that sponsored the research and the researcher. 

 

Davis Behavioral Health will provide the first accounting in each 12 month period, beginning 

with the client’s first request for an accounting, at no charge.  Any additional request for 

accounting from the same client during that 12 month period will be made subject to the client’s 

agreement to pay a reasonable, cost-based fee for the additional accounting.  Davis Behavioral 

Health will inform the client of the fee on the Request for Accounting form and obtain their 

written agreement to pay the fee prior to preparing the accounting.  Davis Behavioral Health will 

offer the client an opportunity to withdraw or modify their request in order to avoid or reduce the 

fee. 



 
Request for Accounting of PHI Disclosed by Davis Behavioral 

Health 
 

I request an accounting of all PHI disclosed by Davis Behavioral Health pursuant to the 
requirements of the Privacy Rule. I understand that this accounting will not include disclosures 
that were:  
 

1. Made to me or my health care representatives. 
2. Made to carry out the treatment, payment or operational activities of the organization. 
3. For facility directory purposes or to discuss my healthcare with a family member or other 

individuals involved in my care or for other permitted notification purposes 
4. Made for national security and intelligence purposes 
5. Made to a correctional institution or to law enforcement and I am currently an inmate 
6. Made incident to a use or disclosure that is otherwise permitted by the Agency 
7. Made pursuant to an authorization  
8. Made as part of a limited data set 
9. Occurred prior to April 14, 2003 

 

The period of time I am requesting the accounting for is from:  

______________________________  to _______________________________ 

 

I understand that this period of time can be for no longer than six years and cannot include any 
time period before April 14, 2003, the date the Privacy Rule became effective.  I also understand 
that the first accounting I request in any 12 month period will be given to me for no charge.  
 

Signed: ______________________________________ 

Date:______________________________ 

      Print Name Below 
 

For a client requesting more than one accounting in a 12 month period the following 
additional signature should be obtained: 
 
I understand that because I have requested more than one accounting in a 12 month period that I 
will be charged the cost to Davis Behavioral Health for completing this accounting.  I understand 
that this cost will be *$ .05 per page copied; *$10.00 per hour to process, copy, or scan the 
information, which is the approximate cost of the staff who will take the time to copy or scan the 
chart; and *postage, when the client asks for the PHI to be mailed.  Payment must be made at the 
time I receive the accounting or prior to the accounting being mailed to me.  
 
Agreed and accepted:________________________________Date:________________________ 
    Print Name Below 
 

  



PHI Disclosure to be Included in Client’s Accounting 
 

 

 

For all other disclosures: 

Date of disclosure: __________________  Staff ID Number: ________________ 
 
Name of person and organization receiving disclosure: 
________________________________________________________________________ 
________________________________________________________________________ 
 
Address of person/organization receiving this disclosure:  
________________________________________________________________________ 
________________________________________________________________________ 
 
Description of what information was disclosed: 
________________________________________________________________________ 
________________________________________________________________________ 
 
Brief statement of purpose of disclosure: 
________________________________________________________________________
________________________________________________________________________ 
 
Signature of staff person making disclosure: __________________________________ 
 
Date of Disclosure: ___________________________ 

If this disclosure was made:  

1. To the client or their personal representative; 

2. To carry out our treatment, payment or operational activities; 

3. For facility directory purposes, to discuss their healthcare with a family member or 

other individual involved in their care, or for other permitted notification purposes; 

4. For national security or intelligence purposes; or 

5. To a correctional institution or to law enforcement and the client is currently an 

inmate;   

6. Incident to a use or disclosure that is otherwise permitted; 

7. Pursuant to an authorization; 

8. As part of a limited data set; 

9. Prior to April 14, 2003 

STOP – DO NOT COMPLETE THIS FORM! 



Uses and Disclosures 
 
Policy 13   Other Individual Rights  – Right to Restrict Uses and 
Disclosures of PHI 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the conditions for agreeing to 

client-requested restrictions on the use and disclosure of PHI for treatment, payment, and 

operations.  

 

Policy 
Davis Behavioral Health will consider a client’s request for restriction of the uses and disclosures of 

PHI that are made for purposes of treatment, payment, and operations.  Davis Behavioral Health 

will discuss with the client the potential difficulties that are inherent in the restrictions that the client 

requests, such as those that might interfere with the client’s ability to obtain appropriate treatment. 

 

Davis Behavioral Health will use the Request for Restrictions form to document the request and, 

ultimately, the restriction that has been granted to the client.  While Davis Behavioral Health is not 

required by the Privacy Rule to agree to client-requested restrictions, it will be our policy to grant 

those restrictions that we believe, in our judgment, to be in the best interests of our clients.  Davis 

Behavioral Health will abide by all of the restrictions that are granted, except as described below. 

 

When the individual is in need of emergency treatment and the restricted PHI is needed to provide 

the emergency treatment, the policy will be to make disclosure of the PHI that is required for 

treatment and to send along with the PHI the requirement that there be no further uses or disclosures 

of the restricted PHI.   

 

In non-emergency situations, when Davis Behavioral Health receives a request for PHI that is 

restricted but required for appropriate treatment, Davis Behavioral Health will discuss with the 

client the need to send the PHI and attempt to obtain their agreement.  Should the client agree to the 

request, this agreement will be documented by a note in the medical record. 

  

In any case where Davis Behavioral Health believes that the client’s restriction can no long be 

honored, the restriction will be terminated.  Davis Behavioral Health will discuss the change of 



circumstance with the client, will ask for their agreement, and will document that agreement on the 

Request for Restrictions form that is in the medical record. 

 

Should the client refuse to agree to the termination of the restriction, Davis Behavioral Health will 

implement a unilateral termination.  This will also be documented on the Request for Restrictions 

form.   The PHI that was created or received during the term of the restriction will be flagged to 

assure that future uses and disclosures of it are made in accordance with the restrictions in place for 

that period. 



Davis Behavioral Health 

Client Restriction on the Uses and Disclosures of PHI for Treatment, 

Payment or Operations 

 
Client Name:_______________________________ 

Client Number: _____________________________ 

Social Security Number:______________________ 

Address:_______________________________________________________________

______________________________________________________________________ 

Telephone Number:_______________________________________________ 

Restriction 

requested:______________________________________________________________ 

______________________________________________________________________

______________________________________________________________________ 

 

This restriction reviewed with client:  

Date:________________________________________________________ 

By:__________________________________________________________ 

     (Name and Position of Individual Reviewing Restriction with Client) 

Face to Face:_____________    Phone call: ______________ 

 

Restriction Approved:  Yes  

    No  

Date: _________________________________ 

 

Signature of employee approving/denying restriction: ____________________________ 

Name of employee approving/denying restriction:     _____________________________ 

Signature of Client (required):________________________________________ 

Signature of Privacy Officer:________________________________ Date:___________ 

 

 

 



Uses and Disclosures 
 
Policy 14   Other Individual Rights  – Confidential Communications 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the conditions for 

accommodating a client’s request for confidential communications. 

 
Policy 
 

Davis Behavioral Health will consider a client’s request for confidential communications upon 

request, for example, at intake. 

 

Davis Behavioral Health will document the alternative information and the approval on the 

intake/demographic form or equivalent electronic field.  It will be our policy to grant reasonable 

requests.  Reasonableness will be judged by the administrative difficulty of complying with the 

request. 

 

Davis Behavioral Health will not ask the client to explain why he/she wishes to have us 

communicate with them by alternative means or to alternative locations.  

  

Davis Behavioral Health will not comply with the client’s request unless he/she has provided us 

with complete information to enable us to communicate with them (i.e., a complete address or 

other method of contact).   

 

Davis Behavioral Health will provide adequate notice of the request to those employees who may 

need to contact the client by flagging the medical record and, where possible, other client 

databases.    

  

 

 

 
 

 



Policy 15   Administrative Requirements -- Documentation 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the standards it will maintain to 

fulfill the documentation retention requirements. 

 
Policy 
 

Davis Behavioral Health will retain all documentation as described in the Privacy Rules for a 

period of six years from its creation or from the date it was last in effect, whichever is later.  The 

six-year period does not apply to the retention of the medical record itself. 

 

The Privacy Officer will assure that all documentation is preserved for the appropriate retention 

period in whatever medium is considered appropriate for each required item.  

 

The material subject to documentation retention requirements is set out in each individual Privacy 

Policy.  The list that follows summarizes these requirements: 

1. The notice of privacy practices, with copies of the notices maintained by 

implementation dates by version; 

2. All policies and procedures, with copies of each policy and procedure 

maintained through each of its iterations; 

3. Workforce training efforts; 

4. Restrictions to uses and disclosures of PHI that were granted; 

5. The designated record set; 

6. Personnel roles related to Privacy Rules (i.e., the Privacy Officer, the person 

or office designated to receive complaints, the titles of person(s) or office(s) 

who are responsible for receiving and processing requests for access by 

individuals, the titles of person(s) or office(s) responsible for receiving and 

processing requests for amendments and accountings of PHI); 

7. For each accounting provided to an individual – the date of disclosure, the 

name and address of entity or person who received the PHI, a description of 

the PHI disclosed, a briefly stated purpose for the disclosure, and the written 

accounting that was provided;  



8. All signed, written acknowledgements of receipt of the Privacy Notice or 

documentation of good faith efforts made to obtain such acknowledgement in 

those cases where a signed, written acknowledgement could not be obtained; 

9. Any signed authorization; 

10. All complaints received and their disposition; 

11. Any sanctions against members of the workforce that have been applied as a 

result of non-compliance; and 

12. Any of PHI for research made without the individual’s authorization and any 

approval or alteration or waiver of PHI for research in accordance with the 

requirements of §164.512(i)(2). 

 



Policy 16   Administrative Requirements – Complaint Process 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the process it will establish to 

receive complaints from clients. 

 
Policy 
 

Davis Behavioral Health will appoint a person to receive and be responsible for complaints about:  

1. Privacy policies and procedures required by the Privacy Rule; 

2. Compliance with such policies and procedures; and  

3. Compliance with the Privacy Rule. 

All privacy complaints, as defined above, received by Davis Behavioral Health will be directed to 

this individual for proper processing and handling.   

 

When any privacy complaint is received, the Complaint Officer will: 

1. Retain the original copy of every complaint, 

2. Enter the complaint in a log book maintained chronologically; 

3. Request the complainant to submit the complaint in writing and, if requested, promptly 

refer the complainant to the Privacy Officer who will assist the complainant in writing 

a complaint. 

4. Send a letter to or make a telephone contact with the complainant within five-days of 

receipt of complaint acknowledging receipt of the complaint, thanking him/her for their 

assistance in strengthening Davis Behavioral Health’s privacy practices, providing a 

copy of the procedures for processing the complaint, establishing the time frame for 

responding, providing an address for correspondence, and describing that the 

complainant always has the right to complain to the Secretary of Health and Human 

Services as well as the information needed to make that contact; 

5. Review the complaint; 

6. Investigate the complaint;   

7. Report results of the investigation to the appropriate individuals; and 

8. Periodically submit a summary report of activity to the designated persons (for 

example, a risk management committee, the Privacy Officer, the Board, the CEO, 

Counsel). 



    

Davis Behavioral Health will inform clients either orally or in writing at the time of the complaint 

of his/her right to complain directly to the Secretary of Health and Human Services and will give 

the client the contact information. 

 

Any complaint that deals with a breach of privacy practices must be reported to the Privacy 

Officer for appropriate follow-up. 



Policy 17   Administrative Requirements – Training of the Workforce 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the requirements for workforce 

training in our privacy practices. 

 
Policy 
 
Davis Behavioral Health will train all of our workforce members (full time employees, part time 

employees, interns, and volunteers) in our privacy practices.  All members will be trained on or 

before the effective date of the Privacy Rules.  Davis Behavioral Health will train employees in 

accordance with his/her role in the Agency and his/her functions with regard to PHI.  All workforce 

members who join the Agency subsequent to the effective date will receive privacy training as part 

of their orientation to the Agency. 

 

Whenever there are material changes to the privacy practices, the Privacy Officer will determine the 

workforce groups affected by the changes and coordinate the training of those groups. 

 

All trainings presented will be documented as to content and attendance.  Workforce members who 

fail to attend their assigned trainings will be subject to sanction for breach of privacy practices.     

 



Policy 18   Administrative Safeguards – Personnel 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the requirements for 

safeguarding PHI in all media. 

 
Policy 
 
Davis Behavioral Health will assign responsibility for all safeguarding matters to a Security Officer.  

This position will be responsible for assuring that all PHI, whether in oral, written, or electronic 

form, is reasonably secure from accidental or intentional uses and disclosures that violate the 

Privacy Rules and from inadvertent disclosures to other than the intended recipient.   

 

The Security Officer will maintain the Policies and Procedures, for all media, around security 

measures to protect PHI.  The Security Officer will also be responsible for monitoring the 

appropriate and consistent implementation of the policies and procedures that control the conduct of 

the workforce, subcontractors, and business associates with regard to the protection of data.  The 

Security Officer will assure that breaches of security are investigated and that members of the 

workforce who are responsible for those breaches will be subject to the appropriate sanctions.  In 

addition, the Security Officer will assure that any system weakness uncovered during such 

investigations will be corrected. 

 
 



Policy 19   Administrative Safeguards – Chain of Trust Agreements 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rules of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the requirements for 

safeguarding PHI in electronic media. 

 
Policy 
 

Chain of Trust Agreements 
Davis Behavioral Health will obtain agreements, commonly referred to as “Chain of Trust 

Agreements” with any third party through whom it processes electronic data.  This agreement 

will assure that at least the same level of security present within our Agency will be maintained at 

all points in the movement of PHI to ensure its security, accuracy, and authentication. 

  

The Chain of Trust Agreement is a form of Business Associate Agreement and will be in the form 

attached to this policy.  Note:  Chain of Trust provisions are incorporated in Section 3.3 of the 

model Business Associates Addendum and Section 2.3 of our Model Business Associates 

Agreements that are attached to the Business Associates Policy. 

 

Davis Behavioral Health will identify the specific attributes that we will require from our electronic 

data vendors and the steps that will be taken in performing due diligence with these vendors.  The 

process in the Business Associates Policy and Procedure is the guidance for minimum procedures 

around electronic data vendors. 



Policy 20   Administrative Safeguards – Contingency Planning 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rule of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the requirements for 

safeguarding PHI through contingency planning. 

 
Policy 
Davis Behavioral Health will maintain contingency plans in accordance with the five required 

plans set forth in the proposed Security Rule. 

 

It will be our policy to maintain, in a timely manner, documentation of our applications and data 

criticality that includes: 

1. Network architecture diagrams and systems flowcharts showing current structure, 

equipment addresses, communication providers and system interdependencies; 

2. Critical business processes surrounding PHI; 

3. Key applications and systems used to support critical business processes; 

4. Key applications and systems and their recovery time objectives; 

5. Internal and external interfaces with key applications and systems; 

6. The adequacy of redundancies within the network infrastructure; and 

7. Mitigating controls, in place and tested, for any single points of failure for which 

redundancies cannot be established. 

 

Davis Behavioral Health will assure, by means of a Data Backup Plan that we have adequate 

(regular and periodic) backup of critical information as prioritized in the data criticality analysis.  

Backup and restore procedures will be updated regularly to reflect changes within the organization 

for the documentation listed above.  In addition, Davis Behavioral Health will assure that the 

backup data can be accessed quickly.  We will maintain offsite storage of critical documentation 

and assure access to those materials. 

 

Davis Behavioral Health will maintain a Disaster Recovery Plan that documents all elements of the 

Plan and that is updated on a regular basis.  The Plan will cover the full range of information and 

activities needed to assure that the Plan will function smoothly in situations where it is needed. 



Davis Behavioral Health will maintain an Emergency Mode Operation Plan that will enable us to 

operate effectively in emergency conditions.  The Plan will include any information, activities, and 

assignments that are needed such as:  identification of crisis management team members, a 

command center for emergency purposes, a process for acquiring additional personnel with needed 

skill sets, alternate processing and work space, and health and safety issues. 

 

Davis Behavioral Health will test and revise procedures as necessary to assure that they function as 

planned and that they are effective. 



Policy 21   Administrative Safeguards – Audit Controls and Internal 
Audit 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rule of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the requirements for 

safeguarding PHI through audit controls and internal auditing. 

 
Policy 
Davis Behavioral Health will establish and maintain ongoing processes to review records of 

systems activity, such as log-ins, file accesses, and security incidents, for PHI in all media.  We 

will establish documented procedures for auditing this information for the purpose of identifying 

security breaches and for assuring that users comply with access controls.  We will assign specific 

individuals or job functions that will be responsible for such internal audit activity. 

 

Davis Behavioral Health will also establish audit controls that will define users, data sources, data 

accessed, the client, the date and time of the access, and other information we consider 

appropriate.   

 

Davis Behavioral Health will also establish procedures to audit configuration management 

practices that have been established to assure that changes to hardware and software systems do 

not contribute to, or create, security weaknesses. 

 

Access to audit logs will be limited to those assigned to the internal audit and control function as 

described above. 



Policy 22   Administrative Safeguards – Workforce-related  Security 
Measures 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rule of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the requirements for 

safeguarding PHI.  This Policy recognizes that our workforce is the foundation for our security 

environment.   

 
Policy 
  

Davis Behavioral Health will create and maintain procedures directed toward the behavior of our 

workforce that promote an environment for PHI that is reasonably secure from accidental, 

intentional, or inadvertent disclosures that violate the Privacy Rule.   

 

Davis Behavioral Health will create and maintain guidelines on workstation use that are 

documented.  These guidelines will address: 

1. The proper functions to be performed; 

2. The manner in which those functions are to be performed (i.e., the documentation of 

the actual function and how it is to be performed); and 

3. The attributes of the physical environment in which the workstations, including laptops 

and other portable devices, are to be located – the attributes will vary based on the 

sensitivity of information that typically is accessed from that environment.  Attributes 

include such things as physical access to the workstation itself and to the area in which 

thee workstation is located, the removable media, such as diskettes, CD-ROMs, etc., 

and the practices around writing down passwords where others can find/use them. 

 

The Security Officer will oversee this process and assure that the workforce is trained on these 

guidelines prior to being given access to the system. 

 

It will be our policy to provide security awareness training to all members of the workforce and to 

any independent contractors who have access to our workplace and systems.  Awareness training 

will be directed at all of these individuals, regardless of their roles or access to PHI – it’s purpose 

will be to provide education around such things as: password maintenance, security incident 



reporting, virus and other forms of destructive software.  Awareness training will also be 

accomplished by periodic environmental reminders such as:  screen savers, posters, etc.  The 

Security Officer will oversee the development of awareness training in conjunction with Human 

Resources. 

  

It will also be our policy to provide training to all users of electronic systems.  User training will be 

required prior to any user receiving access to the system.  User training will focus specifically on 

the actual usage of security features such as:  virus protection practices, addition of unauthorized 

hardware or software to the system, password management, login practices, automatic logoffs, etc.  

The Security Officer will oversee the development of awareness training in conjunction with 

Human Resources. 

 

We will establish procedures in conjunction with Human Resources for terminated workforce 

members and for members of the workforce whose positions and work assignments have changed.  

These procedures will cover security for PHI in all media.  We will address:  

1. Physical access combinations – for locks and alarm systems; 

2. Removal of access privileges – both general access and user levels of access; and 

3. The collection of keys, tokens, or other objects that allow access. 



Policy 23   Administrative Safeguards – Access Control 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rule of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the requirements for 

safeguarding PHI by controlling access to our facilities and electronic systems.   

 
Policy 
Davis Behavioral Health will create and maintain procedures to safeguard all of our locations from 

unauthorized physical access and to safeguard hardware and other equipment from unauthorized 

physical access, theft, and interference.   

 

Davis Behavioral Health will limit and control physical access to any and all parts of the designated 

record set.  Our paper medical record files will be placed in limited access spaces and access to 

those records will be controlled by medical records or other appropriate staff.   

 

Electronic files will be subject to access controls that will limit user access to that  PHI for which 

they have clearance.  See Minimum Necessary Policy and Procedures.  Controls for access to non-

PHI data will be established and maintained in accordance with either context, role, or user-based 

criteria.  These controls will include a process for setting criteria for granting access and for 

modification of the criteria. 

 

Our systems will maintain an access authorization record to document and review the level of 

access granted to a user, program, or procedure.   

 

Davis Behavioral Health will assure that systems maintenance personnel have proper access 

authorization. 

 

Davis Behavioral Health will not transmit PHI over the Internet (open network) without some form 

of encryption intended to limit access to information. 



Policy 24   Administrative Safeguards – Data and Entity 
Authentication 

Purpose 

Davis Behavioral Health, in an effort to be compliant with the Privacy Rule of HIPAA’s 

Administrative Simplification provisions, sets out, in this policy, the requirements for 

safeguarding PHI by assuring that PHI is going to, or coming from, the appropriate person or 

entity and that the data being processed or transmitted has not been modified intentionally or 

inadvertently.   

 
Policy 
Davis Behavioral Health will establish and maintain procedures for assuring that recipients of 

PHI via electronic or other means are the intended recipients. 

 

Davis Behavioral Health will also establish and maintain procedures for data authentication.  

These procedures will assure that PHI contained in messages or files has not been altered or 

modified.  

 

 

 

 
 

 

 

 

 
 
 



 

INTERPRETATION SERVICES  
 

 

 

 

POLICY  

Davis Behavioral Health (DBH) will assist in coordinating oral interpretation services to each non-English 
language speaking patient. Oral interpretation services will extend to both in-person and telephone 
communications. DBH will make oral interpretation services available free of charge for Medicaid 
enrollees and notify enrollees (via the Medicaid member handbook) that oral interpretation is available 
for any language and how to access those services. 
 
DBH will make available all written patient information and instructional materials, including the Medicaid 
Member Handbook, in the prevalent non-English languages. Written materials include vital documents 
such as applications, consent forms, release of information forms, privacy notices, etc.  

PURPOSE  

To ensure there is ready access to qualified interpreters so that clinically appropriate services (medically 
necessary) are not denied or delayed.  
 
To ensure patients and their families understand treatment services and are able to actively participate 
in the development of treatment planning and treatment reviews.  
 
To ensure the patient’s right to participate in decisions regarding their health care, including the right to 
refuse treatment, and to express preference about future treatment decisions.  

PROCEDURE  

1.0 Upon initial contact, as defined in the “Initial Patient Contact” policy, DBH staff will assess the 
language needs of clients and/or potential clients at the earliest possible opportunity If it is 
determined that a client or prospective client needs interpretation services, DBH staff will 
immediately arrange for an interpreter by accessing any of the following resources:  

 
1.1 The DBH Human Resource office will maintain an up-to-date list of all employees who 

speak a language other than English. All DBH staff may access this list via the DBH 

website or by contacting the Human Resource office for assistance.  

1.2 DBH will collaborate with the State Division of Substance Abuse and Mental Health to 

access interpreters. All DBH staff may access the list of interpreters maintained by the 

State Division via the DBH website or by contacting the Human Resource Office for 

assistance.  

1.3 DBH staff will contract for any needed interpreter services that are not covered by 1.1 and 

1.2.  

2.0  In July 2003, the Utah State Department of Health notified Davis Behavioral Health that Spanish 
was the prevalent non-English language in Davis County. (A language is prevalent when it is 
spoken by five percent or more of the County’s enrolled population.)  

 

1/2015 

6/2006 

Interpretation Services 
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Human Resources 



 

2.1  DBH utilizes information from the 834 Eligibility Database. The report analyzes the data 
from Sync, Additional and Reinstatement records. The analysis is of distinct counts of the 
enrollees PACMIS ID so that no duplicate records are counted.  

 

2.2  The 834 Language Analysis data will be reviewed by the Chair of the Cultural 
Competency Committee by January 31st and July 31st each calendar year to determine if 
there are additional prevalent non-English languages in Davis County.  

 

2.3  If the 834 Language Analysis report determines that there are additional prevalent non-
English languages in Davis County, the Chair of the Cultural Competency Committee will 
immediately notify the Cultural Competency Committee to coordinate the translation of all 
written patient information and instructional materials into the prevalent language.  

 



 

 
 
 
NO-SHOW POLICY 
 
 
 
 
PURPOSE 
 
Patients who fail to show for their appointments and who do not notify DBH in advance are costly to 
the organization and may prevent another individual who needs to be seen from getting an 
appointment time. For the purposes of this policy, a no-show appointment is considered to be any 
scheduled appointment where the client: 
 

 Does not present for the appointment, or 

 Calls to cancel their appointment less than 24 hours prior to the appointment.  
 

If a client is unable to attend a scheduled appointment, they must call 801-773-7060 to notify Davis 
Behavioral Health of the intended absence 24 hours in advance.  
  
To ensure that we are able to provide appropriate and consistent services for individuals and families, 
we request that clients make every effort to attend all scheduled appointments.  
 
NO-SHOWS 
 
All DBH clients are required to sign the 24-hour cancelation and no-show fee policy at the time of 
admission or during the course of treatment.  If clients do not call ahead 24 hours, or don’t show for 
an appointment, their provider will determine whether to record the service as a canceled 
appointment or a no-show. 
 
If the provider records the appointment as a no-show, the client may be charged a no-show fee that 
will either be billed to the client, requested at the next appointment, or charged to a credit card on 
file. 
 
Multiple no-shows may result in the client no longer being able to schedule an appointment and may 
be placed on a “waiting list” and will be contacted to fill the next available opening.   
 
NO-SHOW FEE 
 
Each no-show may be charged a $25 fee. 
 
NO-SHOW FEE APPEAL PROCESS 
 
If a client feels there are special circumstances related to their no-show appointment they may 
request a review of their no-show fees.  To submit an appeal, clients may call 801-773-7060 and ask to 
speak with the billing office. 
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24-HOUR CANCELATION and “NO-SHOW” FEE POLICY 

Recognizing that everyone’s time is valuable and that appointment times are limited, we ask that 
you provide 24-hours notice if you are unable to keep your appointment. Each time a patient misses 
an appointment without providing advance notice, another patient is prevented from receiving 
care. Therefore, Davis Behavioral Health reserves the right to charge a fee of $25.00 for each missed 
(no-show) appointment, if there is not a compelling reason and the appoint was not cancelled 24-
hours in advance. 

“No-show” fees will be billed to the patient’s credit card kept on file. This fee is not covered by 
insurance. Thank you for your understanding and cooperation as we strive to best serve the needs of 
all our patients.  

By signing below, you acknowledge that you have received this notice and understand this policy.  

 

Signature:      Date:     
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DAVIS BEHAVIORAL HEALTH 
PROFESSIONALISM STANDARDS 

 
 

 
SECTION A   CONDUCT 
 
 Paragraph 1. General Provisions.  DBH employees are prohibited from engaging in activities that 
might have an unfavorable effect upon the DBH.  Every employee has a duty to safeguard DBH facilities, 
equipment, and supplies and to help ensure that DBH Work sites are safe and free of illegal and other 
activities, which might reflect negatively upon the DBH or its employees.  Each employee has an obligation 
to report incidents, accidents, wrong doing, and any other activity, which might have a negative impact 
upon the DBH, to their immediate supervisor, or Program Director as soon as possible but at least within 
48 hours of occurrence.  If further action is needed or if the employee is unable to reach immediate 
supervisor, the employee shall report the information to the President/CEO, her/his administrative assistant 
or the Human Resource Director.  Each employee shall read and sign a Professionalism Standards upon 
hire. 
 
 Paragraph 2.  Violations.  Violation of any of the provisions of DBH policies or standards shall 
constitute just cause for disciplinary action, including dismissal.  No employee shall be excused from the 
provisions of this standard or any DBH policies. 
 
 
 
SECTION B   STANDARDS OF CONDUCT 
 
 Paragraph 1.  Employees are expected to apply themselves fully to their assigned duties during the 
work schedule for which they are being compensated. 
 
 Paragraph 2.  Employees shall meet the performance standards established for their positions and 
shall report to their supervisors conditions or circumstances that would prevent them from performing their 
jobs effectively or from completing their assigned duties.  Employees shall also bring to their supervisors’ 
attention any unclear instructions or procedures that are not completely understood. 
 
 Paragraph 3.  Employees are expected to make prudent and frugal use of DBH funds, equipment, 
vehicles, buildings, and supplies. 
 
 Paragraph 4.  Employees shall observe all work rules and comply with all policies and regulations. 
 
 Paragraph 5.  Unprofessional behavior such as horseplay, grabbing, and tickling are not allowed in 
any form. 
 
 Paragraph 6.  Racial or other slurs or actions will not be tolerated. 
 
 Paragraph 7.  Appropriate titles and names of staff members are to be used when talking to clients 
in reference to another staff member. 
 
 Paragraph 8.  Loud talking and joking are not allowed in waiting room areas.  Inappropriate jokes, 
swearing, and profanity are not allowed in any DBH facility or at any DBH function. 
 
 Paragraph 9.  Children of staff are not allowed in DBH facility or meetings without prior approval. 
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 Paragraph 10.  No employee shall receive or take any equipment, property, or supplies for personal 
benefit regardless of whether item is considered to have value or to be surplus without permission of the 
President/CEO. 
 
 Paragraph 11.  Personal use of the telephone for long-distance and toll calls is not permitted. 
Employees should practice discretion when making local personal calls and may be required to reimburse 
DBH for any charges resulting from their personal use of the telephone.  
 
 Paragraph 12.  Employees shall refrain from using their work address for personal mail.  DBH 
stationery and letterheads shall not be used for personal or unauthorized correspondence.  DBH postage 
meters shall not be used for the mailing of personal correspondence. 
 
 Paragraph 13.  To maintain a safe and productive work environment, DBH expects employees to be 
reliable and to be punctual in reporting for scheduled work. Absenteeism and tardiness place a burden on 
other employees and on DBH. In the rare instances when employees cannot avoid being late to work or 
are unable to work as scheduled, they should notify their supervisor as soon as possible in advance of the 
anticipated tardiness or absence. Poor attendance and excessive tardiness are disruptive. Either may lead 
to disciplinary action, up to and including termination of employment. Timely attendance is an essential job 
function of all DBH employment positions. 
 
 Paragraph 14.  Computers, computer files, the e-mail system, and software furnished to employees 
are DBH property intended for business use. Employees should not use a password, access a file, or 
retrieve any stored communication without authorization.  DBH prohibits the use of computers and the e-
mail system in ways that are disruptive, offensive to others, or harmful to morale. For example, the display 
or transmission of sexually explicit images, messages, and cartoons is not allowed. Other such misuse 
includes, but is not limited to, ethnic slurs, racial comments, off-color jokes, or anything that may be 
construed as harassment or showing disrespect for others. E-mail may not be used to solicit others for 
commercial ventures, religious or political causes, outside organizations, or other non-business matters. 
DBH purchases and licenses the use of various computer software for business purposes and does not 
own the copyright to this software or its related documentation. Unless authorized by the software 
developer, DBH does not have the right to reproduce such software for use on more than one computer. 
Employees may only use software on local area networks or on multiple machines according to the 
software license agreement. DBH prohibits the illegal duplication of software and its related documentation.  

Paragraph 15.  If employees eat food prepared for clients, they should pay for the food they consume. 

Paragraph 16.  Legal questions are to be directed to the President/CEO with appropriate detail.  The 
President/CEO will obtain legal counsel to questions. 
 
Paragraph 17.  Employees cannot work hours in excess of their approved status without approval from 
their supervisor. 
 
 
 
SECTION C   EMPLOYEE CONDUCT 
 
 Paragraph 1. Communication. Each employee shall keep unit secretaries and receptionists 
informed all times of his/her:  location, travel destination, time leaving and time returning.  Employees 
unable to be contacted during regular office hours may be placed on leave-without-pay. 
 
 Paragraph 2.  Involvement with Clients.  Relationships between employees and clients must be 
developed and maintained at a professional level and in accordance with professional ethics and 



 Page 3 of 6 Revised 03/01/02 

standards.  Sexual contact is prohibited.  All dual relationships with clients are prohibited.  Employees shall 
disclose all relationships with ex-clients whose therapy ended within previous three years.  Employees 
shall not hug or otherwise inappropriately touch clients. 
 
 Paragraph 3.  Therapists cannot accept gifts from a client, enter into business with a client, or write 
a contract with a client without the written permission of the President/CEO.  A client is someone who is a 
current client of the DBH or within two years after the formal documented termination of the professional 
client relationship. 
 
 Paragraph 4.  Working Evenings.  Evening clients (groups and individuals) need to be made aware 
that there are others in the building during evening hours.  Employees need to leave the building at the 
same time as the individuals in the group (s)he is conducting if there is no other staff in building.  
Employees should not provide services to clients unless there is another employee or authorized volunteer 
in the building. 
 
 
SECTION D – EMPLOYEE CONDUCT IN COMMUNITY 
 
 Paragraph 1.  Convictions. Conviction of a felony will be grounds for dismissal.  Conviction of a 
misdemeanor may also result in termination. 
 
 
SECTION E – APPEARANCE  
 
 Paragraph 1.  Dress Standards. During business hours or when representing DBH, you are 
expected to present a clean, neat, and tasteful appearance. You should dress and groom yourself 
according to the requirements of your position and accepted social standards. This is particularly true if 
your job involves dealing with clients or visitors in person.  

Your supervisor or department head is responsible for establishing a reasonable dress code appropriate to 
the job you perform. If your supervisor feels your personal appearance is inappropriate, you may be asked 
to leave the workplace until you are properly dressed or groomed. Under such circumstance, you will not 
be compensated for the time away from work. Consult your supervisor if you have questions as to what 
constitutes appropriate appearance. Where necessary, reasonable accommodation may be made to a 
person with a disability.  

 

SECTION F   CONTROLLED SUBSTANCES 

 Paragraph 1.  Drug Free Workplace It is DBH's desire to comply with the Drug Free Workplace Act 
of 1988 and the Omnibus Transportation Employee Testing Act of 1991 and provide a drug-free, healthful, 
and safe workplace. This applies to all applicants, employees, and volunteers. To promote this goal, 
employees are required to report to work in appropriate mental and physical condition to perform their jobs 
in a satisfactory manner.  

No employee having an illegal substance in their system; possessing alcohol, or have used alcohol within 
the last four hours, shall be allowed to start or remain on duty.  

While on DBH premises and while conducting business-related activities off DBH premises, to include off 
duty on call paid status, no employee may use, possess, distribute, sell, or be under the influence of 
alcohol or illegal drugs. The legal use of prescribed drugs is permitted on the job only if it does not impair 
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an employee's ability to perform the essential functions of the job effectively and in a safe manner that does 
not endanger other individuals in the workplace. Abuse of a prescription drug and unauthorized use without 
a prescription from a licensed physician is prohibited.  

Employees shall pursue and complete rehabilitation, if the employee has an alcohol or drug abuse 
problem; report to his/her immediate supervisor any use of prescription medication which may affect the 
employee's judgment, performance or behavior before beginning the work shift; and not refuse to take any 
test which is requested in accordance with current policy.  

Violations of the drug free policy may lead to disciplinary action, up to and including immediate termination 
of employment, and/or required participation in a substance abuse rehabilitation or treatment program. 
Such violations may also have legal consequences. Any conviction by a law enforcement agency for illegal 
drug or substance activity may be cause for immediate dismissal from employment.  

 

SECTION G   CONFIDENTIALITY 

 The protection of confidential client information and employee information is vital to the interests 
and the success of DBH. Such confidential information includes, but is not limited to, the following 
examples:  

* compensation data  
* computer processes  
* computer programs and codes  
* client lists  
* client information 
* financial information 
* privileged information 

Employees who improperly use or disclose confidential information will be subject to disciplinary action, up 
to and including termination of employment and legal action, even if they do not actually benefit from the 
disclosed information.  

In addition, DBH has a legitimate interest in insuring that the integrity of its services and client base is 
protected from others. Accordingly, DBH employees may not be employed by or provide services for any 
person, entity or organization that provides mental health services during the term of employment with DBH 
without written permission from the CEO or HR Director to do so. Violation of this provision shall be 
considered a material breach of the contract of employment and shall justify immediate termination of 
employment for cause.  

 

SECTION H    OUTSIDE EMPLOYMENT AND OUTSIDE COMPENSATION 

Paragraph 1. Employees may hold outside jobs as long as they meet the performance standards of 
their job with DBH. All employees will be judged by the same performance standards and will be subject to 
DBH's scheduling demands, regardless of any existing outside work requirements. Any outside 
employment shall be disclosed to ELT representative and H.R. Office.  
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If DBH determines that an employee's outside work interferes with performance or the ability to meet the 
requirements of DBH as they are modified from time to time, the employee may be asked to terminate the 
outside employment if he or she wishes to remain with DBH.  

Outside employment that constitutes a conflict of interest is prohibited. Employees may not receive any 
income or material gain from individuals outside DBH for materials produced or services rendered while 
performing their jobs.  

 Paragraph 2.  Employees shall not accept outside compensation including cash, gifts, favors, 
gratuities, special accommodations, or any other similar benefits for performance of their duties without 
approval of the President/CEO. 

 

SECTION I   WORKPLACE SAFETY AND ON-THE-JOB INJURIES 

 DBH provides information to employees about workplace safety and health issues through regular 
internal communication channels such as supervisor-employee meetings, bulletin board postings, memos, 
or other written communications.  

Each employee is expected to obey safety rules and to exercise caution in all work activities. Employees 
must immediately report any unsafe condition to the appropriate supervisor. Employees who violate safety 
standards, who cause hazardous or dangerous situations, or who fail to report or, where appropriate, 
remedy such situations, may be subject to disciplinary action, up to and including termination of 
employment.  

In the case of accidents that result in injury, regardless of how insignificant the injury may appear, 
employees should immediately notify their supervisor who will then notify the Human Resources Director. 
Such reports are necessary to comply with laws and initiate insurance and workers' compensation benefits 
procedures.  

 

SECTION J – SEXUAL HARASSMENT 

DBH is committed to providing a work environment that is free from all forms of discrimination and conduct 
that can be considered harassing, coercive, or disruptive, including sexual harassment. Actions, words, 
jokes, or comments based on an individual's sex, race, color, national origin, age, religion, disability, sexual 
orientation, or any other legally protected characteristic will not be tolerated.  

Sexual harassment is defined as unwanted sexual advances, or visual, verbal, or physical conduct of a 
sexual nature. This definition includes many forms of offensive behavior and includes gender-based 
harassment of a person of the same sex as the harasser 

If you experience or witness sexual or other unlawful harassment in the workplace, report it immediately to 
your supervisor. If the supervisor is unavailable or you believe it would be inappropriate to contact that 
person, you should immediately contact the Human Resources Director or any other member of 
management. You can raise concerns and make reports without fear of reprisal or retaliation.  
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All allegations of sexual harassment will be quickly and discreetly investigated. To the extent possible, your 
confidentiality and that of any witnesses and the alleged harasser will be protected against unnecessary 
disclosure. When the investigation is completed, you will be informed of the outcome of the investigation. 

Sexual harassment as set forth in DBH Policy 703 is a cause, which may warrant immediate termination of 
employment. 

 

SECTION K – OVERTIME 

When operating requirements or other needs cannot be met during regular working hours, employees will 
be given the opportunity to volunteer for overtime work assignments. All overtime work must receive the 
supervisor's prior authorization. Overtime assignments will be distributed as equitably as practical to all 
employees qualified to perform the required work.  

Overtime compensation is paid to all nonexempt employees in accordance with federal and state wage and 
hour restrictions. Overtime pay is based on actual hours worked. Time off on sick leave, vacation leave, or 
any leave of absence will not be considered hours worked for purposes of performing overtime 
calculations.  

Compensatory time for exempt employees shall be approved in advance. Exempt compensatory time shall 
accrue at the rate of 1 for 1 - straight hour for hour.  

 

CERTIFICATE OF UNDERSTANDING AND COMPLIANCE. 

 I understand there is a copy of DBH Policies and Procedures (Handbook) available in my unit 
and/or on the DBH website, which I may consult. 

 I agree to submit to a physical examination, if required.  I agree that no contract exists between 
David Behavioral Health and myself with respect to length of employment, salary ranges, movement within 
salary ranges, employee benefits, or other conditions of employment. 

 I acknowledge that I have read and understand the DBH Professionalism Standards (revision 
03/01/02) and I agree to comply with all of its provisions.  I agree to be responsible for DBH property and 
equipment issued to me and to pay for property and equipment not returned. 

 

_______________________________________                       __________________  

Employee Signature           Date 

This signed “Certificate of Understanding and Compliance” will be placed in the signer’s personnel 
file. 



  

 

 

 

 

 

 

 

I.  PURPOSE 

Davis Behavioral Health is obligated to report potential recipient fraud related to the 

recipient’s eligibility for Medicaid.  And to describe the measures that will be taken when 

recipient fraud is suspected 

II. POLICY 

Any employee or agent with knowledge or suspicion of recipient fraud, waste or abuse or 

becomes aware of any misrepresentation of facts by recipients in order to become or remain 

eligible for Medicaid shall report his/her knowledge or suspicion to either a supervisor or the 

Compliance Officer. In addition, anyone within or outside the organization can contact the 

Compliance Officer directly with questions or concerns. 

III.  PROCEDURES 

 

A. All employees responsible for enrolling Medicaid recipients for services will take 

reasonable efforts to ensure that the individual requesting/receiving services is in fact 

the individual that is insured by Medicaid. 

 

B. During the intake process, staff will request State or Federal issued photo identification 

to verify the name and date of birth with the information available in the Medicaid MMCS 

system. 

C. If the individual requesting services does not have any State or Federally issued photo 

identification, staff will request any form of identification (ie., credit card, student ID card) 

to at a minimum verify the individual’s name. 

D. If the individual requesting services does not have any form of identification (such as a 

child), staff will attempt to verbally verify the Enrollee information available in the 

Medicaid MMCS system. 

E. If any employee or provider suspects or becomes aware of (ie., a child being called by a 

different name then reported, an individual reluctant to verify information, unreported 
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income, assets or marital status) any misrepresentation of facts or identity related to 

Medicaid eligibility, those suspicions or knowledge should be immediately reported to the  

Compliance Officer. 

F. No purported Medicaid eligible individuals will be denied covered services based on 

suspicions of recipient fraud related to the recipient’s eligibility for Medicaid.  The 

individuals will be enrolled in services until otherwise notified by the Compliance Officer. 

G. The Compliance Officer will complete a preliminary review of the suspicions within 2 

business days of receiving the information from the employee or agent. 

H. Within 15 days after the detection of any incidents of potential Medicaid fraud by clients 

related to the clients’ Medicaid Eligibility, the Compliance Officer, will contact the 

Department of Workforce Services at 1-800-955-2210.  All other types of potential 

recipient fraud and all types of potential recipient waste or abuse related to the Medicaid 

program shall be reported to the Utah Office of Inspector General of Medicaid Services. 

I. The Compliance Officer will maintain records of all reports of compliance concerns, 

investigations, findings and corrective actions. 

 



 

 

SAFETY PLAN 

 

 

 

 

Davis Behavioral Health promotes a safe and secure environment and does not tolerate 
aggressive or threatening behaviors. This policy covers how to deal with aggressive or 
threatening behavior on the part of clients, people associated with clients or the public. Staff, 
clients and others do not have to tolerate such behavior and should report it immediately.  Zero 
tolerance of aggressive or threatening behavior extends to all Davis Behavioral Health locations 
including school, home and community settings. 

Policy Objectives:  

▪ To ensure adequate processes are in place for the protection of staff, clients and others 
participating in treatment or in the vicinity of aggressive or threatening behavior at DBH 
locations.  

▪ To ensure staff are fully aware of their responsibilities when dealing with violent or 
aggressive patients.  

▪ To ensure that staff are fully aware of their rights when dealing with such incidents.  

A series of steps can be taken to ensure a safe and secure work environment including: 

▪ Physical precautions in the work setting to prevent or safeguard against aggressive or 
threatening behavior 

▪ Safety precautions in advance of problems including minimum coverage and case 
review in advance of an interaction with a high-risk client 

▪ Limiting, refusing or withdrawing service in the face of aggressive or threatening 
behavior 

▪ Using co-leadership for groups where there may be safety issues 
▪ Implementing Credible alerts or email alerts for clients who pose a safety concern 
▪ Managing aggressive or threatening behavior. 

Every effort will be made to ensure that clients are not stigmatized by inaccurate information.  
However, in ambiguous situations the safety needs of staff, volunteers, clients and others must 
take precedence. 

 

DEFINITION 

Aggressive or threatening behavior can include: 

▪ Menacing, angry, loud and/or abusive language 
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▪ Communicating a threat of bodily harm or injury to property, either verbally or 
through physical behavior 

▪ Brandishing any object as a weapon 
▪ Any threat, real or implied 
▪ Any behavior that makes a staff person, client or volunteer feel unsafe 
▪ Destruction of property or theft 

The aggressive or threatening behavior may be exhibited by the client or by someone 
associated with the client (e.g., a partner, relative or friend). 

 

SCOPE 

All Davis Behavioral Health staff, volunteers and clients are covered by this policy. 

 

PROCEDURES 

1. Precautions to take PRIOR to interacting with individuals or groups who pose a safety 
risk or concern 

1.1 Review client file and determine which safety precautions to take, including: 

▪ Using an alternative interview room rather than personal office 
▪ Reviewing the phone alert System at your location.  If you’re not sure of which button on 

your phone requests assistance, be sure to contact the office manager for assistance. 
▪ Speaking with the referral source in advance of the initial meeting with the client  
▪ Scheduling the appointment with the client or group session at peak staffing level 

periods to ensure the availability of support and back-up 
▪ Advising your supervisor, support staff or administration of the time and location of the 

appointment with the client or group session 
▪ Preparing the room for safety (e.g., clear out objects that could be used as weapons, 

leave the door ajar) 
▪ Arranging to have staff colleagues monitor the interview room 
▪ Bringing a second staff member to assist in the interview. 

 
1.2  Provide service, to the greatest extent possible, in a safe interview room that: 

▪ Does not have objects that can be thrown or used as weapons 
▪ Provides the option of leaving the door and/or window blinds open  
▪ Allows staff to easily leave the room. 

1.3 Ensure minimum staff coverage for any service provided to a client who poses a safety risk 
(i.e., Service Alert on his/her file related to problematic behavior, concern based on clinical 
experience).  A supervisor or one other staff must be in close proximity to the office location 
while the interview is underway and aware of the situation. 

1.4 Develop a support plan with your supervisor to include alternate safety strategies such as 
utilizing the phone alert system, notifying the front desk to alert staff to a specific client, having 
the supervisor or support staff “call-in” during the service, have a co-worker participate in the 
service with you, etc. 



2. Precautions to take DURING and AFTER an interaction with individual client or group 
session 

▪ Staff should position themselves/furniture so that they may easily exit the room if 
required. 

▪ Negotiate a contract with the client at the beginning of the service regarding unwanted 
behaviors and resulting consequences. 

▪ Utilize the phone alert system. 
▪ Escort client out of the building if possible. 
▪ Request to be observed or accompanied when leaving the building. 

3. WHEN the client is aggressive or threatening 

▪ If staff, clients or volunteers feel they are not safe at any point in providing service, follow 
the principle of safety first. Do not minimize a situation that may be getting out of 
control. Trust your gut feelings. 

▪ Terminate the interview and ask the individual to leave the office. 
▪ If the person is willing to do so, escort him/her out of the building (if possible). 
▪ If the person is unwilling to leave, becomes volatile, disruptive or unpredictable, leave 

the room immediately (if possible). 
▪ Activate the phone alert system to summon help from other staff. 
▪ If necessary, create noise and disturbance to attract the attention of other staff. 
▪ If necessary, secure the building by asking support staff to lock the entrances if the 

aggressive client has left the building. 

4. ONCE the Phone Alert System has been activated 

4.1 Staff directly involved in the incident must advise the program manager of the situation. If 
the program manager is not available, assume the role of crisis manager or find another staff 
person to do so. 

4.2 Upon hearing the safety alert system: 

▪ Staff who are not directly involved in the incident should follow the safety alert system for 
their location (e.g., stay in office or leave their office and proceed to the predefined 
area). 

▪ If there are other patients/clients in the vicinity, then there is a duty to protect them. If 
possible, remove them to another part of the building away from the situation.  

4.3 Those receiving the phone alert message must immediately determine the location of the 
disruption and whether any contact has been made with the staff who activated the system.  
Responders are identified for each location and should immediately respond to the notification. 

4.4 If no contact has been made, the responder: 

▪ Knocks on the door and asks the therapist to step into the hallway 
▪ If no answer at the door, phones into the office where the incident is occurring.  If 

possible and if it makes sense, ask the staff to pick up the phone then ask if they’re safe. 
▪ If there is still no answer, listens to what is happening in the office to determine what to 

do (may need to use a key to open the office, or call 911). 

4.5 Once contact has been made, the responder will determine the best course of action.  
Arrange to call 911 as needed. 



5. Call 911 (if necessary) 

▪ Dial 911 and request police, fire, ambulance or a combination. 
▪ Inform the 911 operator if there is an immediate threat of harm. Such calls are higher 

priority and receive a fast police response. 
▪ Identify yourself and the office location where the incident is occurring. 
▪ Advise administrative staff at the first available opportunity. 

6. AFTER the aggressive or threatening behavior 

6.1 Staff involved should document the behavior in the client chart. 

6.2 The aggressive or threatening incident should be reported within the “Alert” tab in the 
electronic record.  

6.3 If there is reason to believe the aggressive or threatening behavior will continue, an 
organization-wide alert should be issued by email (DBH-All). 

6.4 Debrief on the situation with you supervisor and administration.  Determine whether follow-
up or support is required (e.g. EAP debriefing services etc.). 

If other clients/patients witness the event, debrief this with them as soon as possible. Offer 
additional supports as appropriate.   

6.5 If required, obtain additional supports for staff, volunteers, students and/or clients involved in 
the aggressive or threatening incident (e.g., EAP debriefing, outside counselling, legal 
assistance, financial reimbursement or time off). A one to one discussion with the staff member 
that was affected should be done in private and as informally as possible.  

▪ The staff member should be encouraged to talk about the incident from their perspective 
and encouraged to write it down. When appropriate, this can be used to complete an 
incident report. 

▪ Ask the staff member what support they feel they need to help them deal with the 
situation.   

▪ When appropriate, a group session should be provided to those affected by the situation. 
This can be for clients together, staff together or combination when appropriate.  

6.6 Complete an Incident Report once the situation has abated and submit to your supervisor.  
Supervisor reports to administration. 

6.7 Determine if service to the client should be limited or withdrawn. 

A determination regarding the continuation of services for a client who has been aggressive, 
violent or threatening will be made by the clinical directors committee.  Incident reports should 
be made/presented to the clinical committee.  This committee will decide the conditions of 
continued care, if any, and will communicate that decision to the client in writing (see example 
letter at the end of this policy). 

If there are repeated incidents from a particular client, then the agency should provide written 
communication to let them know that no other incidents will be tolerated and the patient will be 
no longer be able to be treated at DBH.  

When appropriate, efforts will be made to assist the client to find another agency or provider that 
is willing to provide treatment.  



7.  Criminal Charges 

7.1 In cases of aggressive and/or threatening behavior, the police may decide to press charges 
against the client. In such cases, staff are expected to cooperate fully. 

7.2 Affected managers and staff may ask the Corporate Compliance Officer, Shelly Tanner, for 
approval to seek legal counsel through the organization’s legal counsel. 

 

Example letter: 

Dear Tom, 

This letter is to remind you about our policy of zero tolerance of both verbal and physical acts of 
aggression and violence.  At DBH we take this policy very seriously for your safety, the safety of 
our staff and others in our clinic.  

On your visit to our clinic on Thursday, July 27, 2017, you became very upset about the denial 
of a medication script and threatened staff.  Your behavior was witnessed by several other staff 
members and clients in the waiting room.  Your behavior caused fear and anxiety for several 
people that were in the vicinity.   

If you desire to continue receiving treatment at DBH, you will need to meet with your provider to 
discuss the matter in a calm and respectful manner.  

You will develop a written plan and contract for how you are going to deal with future frustration 
and anger.  

It may be that a decision will be made that you will need to seek treatment from another clinic or 
agency.  If this is the case, we can assist you in trying to find other resources that are willing to 
treat you.  

If a decision is made that you are authorized to continue with treatment at DBH, an important 
part of your plan may include writing an apology letter to staff members that were witness to this 
behavior. It may also include writing an apology letter that will be given confidentially to others 
that witnessed your behavior.  

We are sure that you can understand the need to keep yourself and others safe 

It is our hope that you are able to continue to be seen at DBH.  

 

Sincerely, 

 

 



  
 
 
 
 
 
 
 
 
 
 POLICY 

 
Administrative safeguards shall be implemented to secure protected health information (PHI) and 
patient identifying information (PII) in all formats from unauthorized access at all times and to protect 
the information from damage, loss, alteration, tampering, and fraudulent use or disclosure. 
 
 PROCEDURES  
 
1. Workforce Security (45 CFR 164.308(3)(a)(i) and (ii)(A – C); 164.308(4)(a)(i) and (ii)(B – C)) 

 
A. New employees  

 
1) Upon hiring, the new employee’s supervisor will submit a signed Personnel Action Form 

(PAF) to the Human Resources Office, requesting job-specific access to the network.  
Human Resources will complete the approval of the PAF and will generate a support ticket 
for IT staff to complete the action.  

2) Job-specific access will be locked down to information that is relevant to the employee’s 
position, including access to department information, shared folders, email distribution lists, 
and medical records.   
 

B. Change of Position or Termination of Employment  
 
1) Upon change of position within DBH or termination of employment from DBH, the 

employee’s supervisor will fill out and sign the relevant section of the PAF and submit it to 
Human Resources which will then complete the form and generate a support ticket for IT 
staff to take the following action: 

a. For change of position, IT will terminate the employee’s access to any information 
that is no longer relevant to the new job position and will initiate job-specific access 
to relevant information. 

b. For termination of employment, IT will immediately terminate the employee’s access 
to the network.  Supervisors are also required to collect keys and other access 
devices if the employee's job duties included authorized access to any area where 
health information is stored or used. 

 
2. Access Authorization  (45 CFR 164.308(a)(4)(i) and (ii)(B – C))  

 
A. Password Protection 

 
1) Access to the network is limited by password protected personal accounts assigned to 

individuals who are specifically identified and authenticated by the supervisor and Human 
Resources staff on the PAF.  Access is granted for defined work-related purposes and for 
defined periods of time.  The PAF shall provide information of individuals who have been 
given access to any data and shall include, at minimum: 
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a) The individual's name and work responsibilities 
 
b) The date access was given and the reason access was given to the data 

 
c) The individual's assigned account information 

 
d) The date access was terminated and the reason for termination 

 
2) Employees shall log in to the network with a protected password.  Three incorrect password 

attempts will result in the person being locked out from another attempt for 15 minutes.  IT 
staff may be contacted if earlier login is necessary.   

 
       B.   Network Protection 
 

1) As a new employee is issued a computer, it is automatically updated upon connection to the 
system network.  The connection includes Unified Threat Management (UTM) which 
provides, but is not limited to, security functions such as:  
 

      a) Port blocking 
 
      b) Content Filter 
 
      c) Deep packet inspection 
 
      d) Intrusion Prevention 

 
 

3. Access establishment and modification  (45 CFR 164.308(a)(4)(ii)(C)) 
 
A.   Review and modification of user’s right to access  
 

1)  A user’s right to access a workstation, transaction, program or process is established, 
reviewed, and documented through the Human Resources Personnel Action Form and 
process described in Sections 1 and 2 above. 

 
4. Security Incidents  (45 CFR 164.308(a)(6)(i)) 

 
A. Preventing, detecting, containing, and correcting security breaches and violations.    

 
1) Security incidents include viruses, worms, hoax e-mails, hacking, altered data, deliberate 

disruptions of service, and other unauthorized use of computer accounts and systems. 
2) Quarterly, IT staff will run a HIPAA-compliance audit tool (such as “Network Detective” by 

Rapid Fire Tools) and will provide the results of the audit to the DBH Executive Leadership 
Team (ELT). 

3) Security incidents involving inappropriate use or disclosure of protected health information 
shall be reported to the Security Officer immediately. 

 
a) The Security Officer will report known and suspected security incidents to 

the appropriate Program Manager for investigation, repair, restoration, and 
disciplinary action, as necessary. 
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b) The Security Officer will document the outcome and report results to ELT. 

 
 
5.  Contingency Plan (45 CFR 164.308(a)(7)(i) and (ii)(A – E))   

 
A.  Data Backup Plan 
 

1) DBH maintains two identical data centers, including servers and storage devices, in 
separate locations on the DBH campus.   These data centers continually replicate to each 
other.  Damage or malfunction in one center is backed up by the other without disruption in 
system function or service. 

2) All data maintained in the above two centers shall also replicate to a third-party cloud 
service, such as Microsoft Azure. 

3) All user account information and permissions are replicated to a 3rd location on the DBH 
campus.   
 

B. Disaster Recovery Plan  
 
1)  As described in Section 5(A)(1) above, in the event of damage or malfunction in one of the 

two data centers, the other data center will continue to perform without disruption to function 
or service. 

2) In the event that both data centers maintained on campus are damaged or otherwise 
rendered unusable (e.g. fire, flood, earthquake), data shall be recovered through the use of 
third-party cloud service.   

 
C. Emergency Mode Operation Plan  

 
1) In addition to the back-up procedures described above, email service shall be hosted by an 

off-site third-party service, such as Microsoft 365, to enable continuation of business 
processes. 

2) Medical records shall be supported by an off-site, third-party vendor, such as Credible, to 
enable continuation of business processes. 

 
D. Testing and revision procedures 

 
1) At least monthly, IT staff shall re-boot servers to test and demonstrate continuity.  Any 

issues and a plan of corrective action shall be reported to ELT.   
 

E. Data Criticality Analysis –  
 
In the event of system failure, IT staff will prioritize the following based on their level of 
importance for continued business operations: 

 
1) Power/Internet.  DBH shall have two lines, such as Comcast and Centricom, to provide 

continual access.  Access may also be gained via the LTE Broadband Card or “mobile 
hotspot.”  The two data centers will continue to operate on battery backup as IT staff works 
to restore power.  In the event of failure of the data center battery backup, laptop computers 
may also be used on battery, as needed, to provide emergency access to medical records 
and email, operated by off-site, third-party providers. 
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2) Medical Records and Email.  Once power is restored, all medical records and email shall be 
again available to all staff.   

3) Servers.  IT staff shall then restore server functionality, which will once again provide staff 
access to documents, shared folders, etc. 

 
6.  Sanctions  (45 CFR 308(a)(1)(ii)(C)) 

 
A. Any member of the workforce who fails to comply with DBH Security policies and procedures 
shall be referred by his/her supervisor to Human Resources for investigation. 

 
References:  HIPAA Regulations cited above 
 



  
 
 
 
 
 
 
 
 
 
 POLICY 
 
Physical safeguards shall be implemented to secure protected health information (PHI) and patient 
identifying information (PII) in all formats from unauthorized access at all times and to protect the 
information from damage, loss, alteration, tampering, and fraudulent use or disclosure. 
 
 PROCEDURES  
 
1. Facility Access Controls (45 CFR 164.310(a)(1) and (2)(i – iv)) 

 
A. Contingency Operations 

 
1) Job-specific authorization (by key, badge or biometrics) shall be approved by Human 

Resources to enable such authorized individuals, in the event of an emergency and/or to 
restore lost data, to immediately access the secured, locked rooms where servers and units 
are maintained.   

 
B.  Facility Security Plan 

 
1) In the absence of job-specific authorization described above, no individual shall access the 

secure storage areas. 
2) No items other than approved IT equipment shall be stored in the secure areas.  Any 

request to store items in these areas must be approved by ELT. 
 

C. Access Control and Validation Procedures 
 
1) Facilities.  Access to the secure storage areas shall be limited to the job-specific 

authorization described above.  No visitors shall enter the secure area unless accompanied 
at all times by an individual with approved access. 

2) Software.  Any new piece of software shall be test controlled first.  Once testing is complete, 
the software is rolled out to all users.  Only administrators have rights to install software.   

 
D. Maintenance Records 

 
1) A request for maintenance to the facility may be generated by any staff member via the 

support ticket system.  IT staff forwards the ticket to the Maintenance Department to take 
action.  Upon completion of repairs or modifications, the ticket is closed and the results 
documented. 

 
2. Workstation Use (45 CFR 164.310(b)) 
 

A. Physical attributes of workstation 
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1) For employees who work in private offices, each computer and work station shall be 
positioned in a manner that PHI and PII are not viewable by visitors if possible.  When the 
employee is away from the office, access shall be protected by password and automatic 
logoff as described in the Administrative Safeguards policy. 

2) For employees who work in common areas, such as front desk staff and medical assistants, 
the supervisor shall generate a support ticket to request IT staff to place a physical 
screen/barrier around the monitor which will inhibit viewing by any individual other than the 
employee seated directly in front of the screen.   

 
3. Device and Media Controls (45 CFR 164.310(c)(2)(i – iv)) 
 

A. Disposal 
 
1) DBH shall contract with a certified destruction facility to provide the service of destroying 

hard drives.  The company shall provide documentation of the destruction.   
 

B. Media re-use 
 
1) When an employee desires to change office and computer or other device, the supervisor 

will fill out the relevant section of the Personnel Action Form (PAF) and submit it to Human 
Resources.  Upon completion and approval of the PAF, Human Resources will generate a 
support ticket for IT staff to take the following action: 

a. Remove the device from the employee’s former office. 
b. Verify and complete backup of any data on the device. 
c. Utilize data destruction software, such as DriveWipe, that is certified by the U.S. 

Department of Defense.   
 

C. Accountability 
 
1) See “Purchasing, Inventory & Installation of IT Equipment” policy.   
2) DBH shall implement software approved by IT and the Executive Leadership Team (ELT) to 

track security and location of assets.   
 

D. Data backup and storage 
 

1) See Contingency Plan section of “Security of PHI: Administrative Safeguards” policy. 
 
References:  HIPAA Regulations incorporated above  
 
 



  
 
 
 
 
 
 
 
 
 
 POLICY 
 
Technical safeguards shall be implemented to secure protected health information (PHI) and patient 
identifying information (PII) in all formats from unauthorized access at all times and to protect the 
information from damage, loss, alteration, tampering, and fraudulent use or disclosure. 
 
 PROCEDURES  
 
1. Access Control (45 CFR 164.312(a)(1) and (2)(i – iv)) 

 
A. Unique user identification  

 
1) They said to just repeat this line.  DBH shall assign a unique name and/or number for 

identifying and tracking user identity. 
 

B.  Emergency Access procedure 
 
1) See Contingency Plan section of “Security of PHI: Administrative Safeguards” policy. 

 
C. Automatic Logoff 

 
1) Access to the network is limited by password protected personal accounts assigned to 

individuals who are specifically identified and authenticated by the supervisor and Human 
Resources staff on the Personnel Action Form (PAF).  Access is granted for defined work-
related purposes and for defined periods of time. 

 
D. Encryption and Decryption 

 
1) Email. The user has an option to select an alternate signature block to encrypt the message 

as soon as email goes outside of DBH.  Any subsequent conversation with the recipient in 
that email chain is also encrypted.  Further, an algorithm searches emails being sent outside 
the agency for PHI.  The algorithm may include PHI indicators such as key words, social 
security numbers, etc.  If indicators are located, the system flags the email and submits it to 
IT.  The email is not released until reviewed and approved by IT reviews. 

2) Medical records.  PHI is encrypted by the third-party vendor.  The vendor is accountable to 
DBH via its Business Associate Agreement.    

3) Text messaging. DBH staff shall only communicate via text or instant messaging if the 
communication in no way shares PHI or otherwise identifies an individual as a client of Davis 
Behavioral Health. 

 
2. Audit Controls (45 CFR 164.312 (b))  

 
A.  Procedural mechanisms that record and examine activity  
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1) In the electronic medical records system, every click is logged and tracked to the user.  

Assigned administrators, such as the Security Officer have been given rights to view reports 
on user activity.  

2) The firewall provides tracking of any attempted breaches. 
 

3. Integrity (45 CFR 164.312(c)) 
 

A. Authentication 
 
1) Each client of DBH is assigned to a program in the electronic medical records system.  

Users are granted job-specific access and do not have rights to view PHI of clients in other 
programs.  Users have read/write access for their own clients but, once data is saved, they 
do not have rights to alter or destroy data.  If a user needs to correct an input error, the user 
shall contact the assigned administrator to make the correction. 

 
 

4. Person or Entity Authentication (45 CFR 164.312(d)) 
 
        Each user has a unique name and/or number and each login is password-protected. 

 
 
References:  HIPAA Regulations incorporated above  
 
 



 

 

 

 

 

PLEASE NOTE:  This policy supersedes all agency policies referencing tobacco or smoking. 

PURPOSE: 

As a healthcare provider, DBH is committed to health and safety. To promote this commitment, 
all DBH facilities, campuses, company-owned vehicles, and properties are to be tobacco-free 
environments as of January 1, 2012. No smoking, use of tobacco products in any form, or e-
cigarettes will be permitted in facilities or on properties of DBH on or after that date. 

A ban on tobacco does not take away an individual’s rights as there is no “right to smoke” in 
Utah. DBH does not require staff, consumers or visitors to stop using tobacco. It is required that 
people do not smoke or use other tobacco products on any of DBH’s physical properties, except 
for client housing. 

POLICY: 

This policy is applicable to all persons on DBH properties and is effective immediately for the 
Main Street Clinic in Layton Utah.  All other DBH properties are to be tobacco-free on or before 
January 1, 2012.   

DEFINITIONS: 

Tobacco or Nicotine Delivery Products – Cigarettes, pipes, pipe tobacco, tobacco substitutes 
(e.g. clove cigarettes), chewing tobacco, cigars, e-cigarettes. 

Tobacco Paraphernalia – combustible material is contraband unless authorized 

Nicotine Paraphernalia – e.g., gum, patches, lozenges, inhalers 

Workplace – workplace means facilities or properties including but not limited to patient care 
buildings, clinics, facilities, office buildings, parking lots, DBH-owned vehicles, or property 
leased or rented out to other entities. This policy applies regardless of whether a DBH facility or 
property is owned and whether or not the other tenants follow similar guidelines. Employees and 
clients at off-site patient activities shall not use tobacco products. 

 

ACCOUNTABILITY: 

It is the responsibility of all staff members to enforce the organization’s tobacco-free 
environment policy by encouraging their colleagues, clients, visitors and others to comply with 
the policy. Supervisors are more particularly responsible for implementing and enforcing DBH 
Smoke & Tobacco-Free Environment Policy. 
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PROCEDURE: 

The community, staff, clients and visitors will be informed of the policy through a variety of 
communication methods. 

 

GENERAL POLICY PROVISIONS 

1. No tobacco products or related paraphernalia such as lighters and matches shall be 
used, sold or bartered anywhere on a DBH campus. 

2. Signs declaring this campus “tobacco free” shall be posted at the DBH campus 
entrances and other conspicuous places. 

3. DBH employees and other employees who work on the DBH campus will be advised of 
the provisions of this policy during New Employee Orientation. 

4. DBH will post this policy in employee common areas and in the DBH Employee 
Handbook. 
 

A. Employees, Volunteers, Physicians, Students and Contracted Workers 
1. Respectful enforcement of this policy is the responsibility of all DBH employees.  
2. Employees, students, medical staff, volunteers, vendors, lessees and contractors are 

expected to comply with this policy. 
3. Job announcements for all positions on the DBH campus will display a notice that DBH 

has a tobacco-free work environment policy. 
4. Employees who encounter tobacco policy violators are encouraged to politely explain 

the policy to the violator. 
5. Staff who fail to adhere to this policy or supervisors who fail to hold their employees 

accountable are subject to disciplinary action as defined in DBH Human Resources 
policy. 
 

B. Clients or Consumers 
1. Residential and outpatient clients are prohibited from smoking or using tobacco on 

campus. 
2. All clients admitted to DBH will be assessed for history of tobacco use and the need for 

interventions related to tobacco addiction including nicotine replacement and cessation 
education. 

3. Employees who encounter clients who are violating the tobacco policy are encouraged 
to politely explain the policy, and report the violation to the client’s treatment team. 

4. Violation of this policy by clients is a treatment issue to be addressed by the treatment 
team. 
 

C. Visitors 
1. Signs will be posted at campus entrances and in selected locations inside and outside 

the facility. 
2. Employees who encounter a visitor who is violating the tobacco policy are encouraged to 

politely explain the policy to the visitor. 
3. Visitors who become agitated or unruly or repeatedly refuse to comply when informed of 

the tobacco-free campus policy may be reported to DBH administration. Administrators 
will respond to the situation as appropriate, according to their professional judgment and 
need to maintain a safe environment. 
 

D. Outside Groups 
Outside groups who use DBH facilities for meetings will be advised of this policy. Violation of 
the policy will result in the rescinding of approval for the group to meet on this campus. 
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