Notice of Privacy Practices
Effective Date: June 1st, 2026

This Notice describes how your protected health information (“PHI”) may be used and disclosed, and how you can get access to this information. Please review it carefully.

Practice Contact Information
Anna Dillingham
Mailing Address: 596 Charles St. #97, Providence, RI 02904
Phone: 917-838-8232
Fax: 833-382-0083
Email: anna@annadillingham.com
The clinician provides services remotely from Sweden.

Your Rights
When it comes to your health information, you have certain rights. This section explains your rights and some of my responsibilities to help you.

Requests described below may be made in writing through the secure client portal, which is the preferred method for written communication, by email to anna@annadillingham.com, or by mail to 596 Charles St. #97, Providence, RI 02904. You may also call to ask how to make a written request.

Get an electronic or paper copy of your record
You may ask to inspect or obtain an electronic or paper copy of your medical record and other health information I maintain about you. I will provide a copy or summary of your health information, usually within 30 days of your request. I may charge a reasonable, cost-based fee as permitted by law.

Ask me to correct your record
You may ask me to correct health information about you that you believe is incorrect or incomplete. I may deny your request, but if I do, I will explain the reason in writing within 60 days.

Request confidential communications
You may ask me to contact you in a specific way or to send communications to a different address. I will accommodate all reasonable requests.

Ask me to limit what I use or share
You may ask me not to use or share certain health information for treatment, payment, or health care operations. I am not required to agree to your request, and I may deny it if it would affect your care.
If you pay for a service in full out of pocket, you may ask me not to share that information with your health insurer for payment or health care operations purposes, and I will agree unless the law requires me to share that information.

Get a list of certain disclosures
You may ask for an accounting of certain disclosures of your health information made during the six years prior to your request, including when the disclosure was made, to whom, and why. This list will not include disclosures made for treatment, payment, health care operations, or certain other disclosures permitted by law. One accounting in a 12-month period will be provided at no charge. I may charge a reasonable, cost-based fee for additional requests within the same 12-month period.

Get a copy of this notice
You may ask for a paper copy of this Notice at any time, even if you have agreed to receive it electronically. I will provide a paper copy promptly.

Personal Representatives
If a person is legally authorized to act on your behalf regarding your health information, I may work with that person as permitted by law and may require documentation of their authority.

File a complaint if you believe your rights have been violated
You may complain if you believe I have violated your privacy rights by contacting me using the information listed above.

You may also file a complaint with the U.S. Department of Health and Human Services, Office for Civil Rights:
U.S. Department of Health and Human Services
200 Independence Avenue, S.W.
Washington, D.C. 20201
1-877-696-6775
www.hhs.gov/ocr/privacy/hipaa/complaints/
I will not retaliate against you for filing a complaint.

Your Choices
For certain health information, you have the right and choice to tell me what I may share.
You may tell me your preferences regarding whether I share your information with:
· family members 
· close friends 
· others involved in your care 
· persons involved in disaster relief efforts 

If you are unable to tell me your preference, I may share your information if I believe it is in your best interest. I may also share information when needed to lessen a serious and imminent threat to health or safety.

I will not share your information for the following purposes unless you give me written permission:
· marketing purposes 
· sale of your information 
· most sharing of psychotherapy notes 

Uses and Disclosures of Your Health Information
For treatment
I may use and share your health information to provide, coordinate, or manage your treatment and related services.
For payment
I may use and share your health information to bill and receive payment for services provided to you.
For health care operations
I may use and share your health information to operate my practice and support the quality of care I provide. This may include reviewing records, conducting quality assessment or improvement activities, maintaining professional credentials, and contacting you regarding appointments or practice matters.

Other Uses and Disclosures Permitted or Required by Law
I may use or disclose your health information without your authorization when permitted or required by law, including the following situations:
· to comply with federal or state law 
· for public health or safety activities 
· for health oversight activities 
· for judicial or administrative proceedings 
· for certain law enforcement purposes 
· for workers’ compensation matters 
· for certain specialized government functions 
· for research, when permitted by law 
· to coroners, medical examiners, or funeral directors, as authorized by law 

Emergency Situations
In an emergency, I may disclose protected health information without your authorization when permitted or required by law in order to protect your health or safety or the health or safety of others. Any such disclosure will be limited to information reasonably necessary for the emergency.

Cross-Border Access and Electronic Systems
This practice operates under applicable U.S. law and privacy standards. The clinician provides services remotely from Sweden. As a result, electronic records, scheduling systems, telehealth platforms, and practice communications may be accessed or managed from outside the United States.

Client records are maintained through the practice’s electronic systems and may be accessed by the clinician from Sweden for purposes of treatment, payment, health care operations, scheduling, and related practice administration. The practice takes reasonable steps to protect the privacy and security of protected health information and uses systems intended to support confidentiality and security.

My Responsibilities
I am required by law to maintain the privacy and security of your protected health information.
I will notify you promptly if a breach occurs that may have compromised the privacy or security of your information.

I must follow the duties and privacy practices described in this Notice and give you a copy of it.
I will not use or share your information other than as described in this Notice unless you tell me I may do so in writing. If you give me permission, you may change your mind at any time by notifying me in writing.

Changes to This Notice
I may change the terms of this Notice at any time, and the changes will apply to all information I maintain about you. Any updated Notice will be available upon request and through the client portal and/or practice website, if applicable.

Acknowledgment of Receipt
By signing below, I acknowledge that I have received or been given access to this Notice of Privacy Practices.
Client Name: __________________________________
Client Signature: _______________________________
Date: ________________________________________
If signed by personal representative:
Name of Personal Representative: ______________________
Relationship to Client: _______________________________
Signature: ________________________________________
Date: ____________________________________________

