
Application Form  
Directions: The Agency is at the corner of Blue Ridge Rd. and Hutton St., just south of the NC State Fairgrounds. If approaching from the north on Blue Ridge, it 
will be on the left side of the road as you proceed past the railroad tracks, past Beryl Road, and past Pylon Drive. After passing Pylon, turn into the driveway on 
the left, where you will spot a small Triangle Family Services sign. Once you have pulled into the office park, our offices are to the right (Suite 101). If you pass 
the driveway, you will see Hutton St,. where you can also turn left and approach our offices through the driveway in the back of the building. Hutton St .is just 
before the $1.50 movie theater, also on the left side of the road. If coming from the west, take I-40, and use the I-40 Wade Ave extension. Take the Blue Ridge 
Rd. exit and turn right onto Blue Ridge. Proceed south on Blue Ridge past Hillsborough St. to our location. If using the I-440 Beltline, get off at the Hillsborough 
St. exit and turn right. Proceed to the next light at Blue Ridge Rd. and turn left. Proceed south on Blue Ridge to our location. 

Instructions: Bring all utility bills (telephone, etc.), credit card statements, and mortgage statements and correspondence to the counseling session. All 
information contained in this form will be held in strict confidence. CCCS does not report to any credit bureau, or make any information a matter of public record. 
We honor your right to privacy. If there is information you feel uncomfortable in providing, discuss it with the counselor. We seek information only to understand 
your situation and serve you better. 
 

Your Name _______________________________________________  

Street Address ____________________________________________  

City ___________________________ State _____  Zip ___________  

E-mail address  ___________________________________________  

Home Phone # ____________________________________________  

Cell Phone # _____________________________________________  

Social Security # __________________________________________  

Age ________ Date of Birth _________________________________  

Highest level of education ____________ Marital Status ___________  

Employer ________________________________________________  

Job Title _________________________________________________  

Work Phone # ____________________________________________  

Number of dependent children _______ Ages ___________________  

Spouse’s Name ___________________________________________  

Social Security # __________________________________________  

Age ________ Date of Birth _________________________________  

Highest level of education ___________________________________  

Spouse’s Employer ____________________ Title ________________  

Work Phone # ____________________________________________  

Race/Ethnicity (for grant statistical purposes) ____________________  

Emergency contact _________________________Ph _____________  

Alternate contact ___________________________Ph _____________  

Have you served in the military?        □  Yes            □  No 

Total monthly income before taxes $ ____________________________  

Total monthly take-home pay $ ________________________________  

Other income (child support, etc.) $ ____________________________  

401K / Retirement assets $ ___________________________________  

Savings / Investments $______________________________________  

Do you, Rent ___ Own a home ___ Other________________________  

Year you moved into current residence? ________________________  

Mortgage company or landlord ________________________________  

Estimated value of your home $________________________________  

Estimated balance of 1st mortgage $ ____________________________  

Estimated balance of 2nd mortgage $____________________________  

1st mort interest rate?___________ 2nd mort interest rate? ___________   

Ever filed bankruptcy? _____ If so, when ________________________  

Are you using, or have you used, any Triangle Family Services financial 

assistance services or programs? ____ If so, describe _____________  

_________________________________________________________  

Are you using, or have you used, financial assistance services or  

programs from any other agency? ____ If so, describe _____________  

_________________________________________________________  

How did you hear about CCCS? _______________________________  

Comments: _______________________________________________  

_________________________________________________________  

Triangle Family Services
Consumer Credit Counseling Service 
A United Way member agency    Member NFCC    HUD-approved    www.tfsnc.org 

700  Blue Ridge Rd, Suite 101, Raleigh, NC 27606      
(919) 821-1770    1-800-283-6904    Fax (919) 821-1893         



Budget 
Provide your best estimate of your present living expenses in the first column of each item. Your counselor will suggest changes in the second column. Use 
monthly averages for expenses such as utilities and auto insurance. Bring all relevant bills with you to the counseling session. 
 
Total Client Income ____________  ___________  
 
Rent/First mortgage ____________  ___________  
Second mortgage ____________  ___________  
Property tax ____________  ___________  
Home/Renter insurance ____________  ___________  
Association dues ____________  ___________  
Electric ____________  ___________  
Gas ____________  ___________  
Water/Sewer ____________  ___________  
Garbage/Recycling ____________  ___________    
Pest control/Lawn care ____________  ___________   
Security system ____________  ___________  
Other home maintenance ____________  ___________  
 
Telephone ____________  ___________  
Cell phone ____________  ___________  
Cable/Dish ____________  ___________  
Internet ____________  ___________  
 
Auto payment #1 ____________  ___________  
Auto payment #2  ____________  ___________  
Auto insurance ____________  ___________  
Auto tags, emissions, taxes ____________  ___________  
Auto maintenance ____________  ___________  
Gasoline ____________  ___________  
Bus, cabs, parking ____________  ___________  
 
Life insurance ____________  ___________  
Health insurance ____________  ___________  
Doctor/Dentist visits ____________  ___________  
Optical care ____________  ___________  
Prescriptions  ____________  ___________  
 
Child day care ____________  ___________  
Child support payments ____________  ___________  
Babysitting ____________  ___________  
Diapers/formula ____________  ___________  
Children’s allowances ____________  ___________  
Children’s sports/activities ____________  ___________  

Tuition/Education ____________  ___________  
Student loan payments  ____________  ___________  
 
Groceries ____________  ___________  
School lunches ____________  ___________  
Food at work ____________  ___________  
Eating out  ____________  ___________  
 
Tobacco /Alcohol ____________  ___________  
Donations/Tithes  ____________  ___________  
Haircuts/Personal care   ____________  ___________  
Laundry/Dry cleaning ____________  ___________  
Pet care ____________  ___________  
Gym membership ____________  ___________  
Storage ____________  ___________  
Job related expenses ____________  ___________  
 
Newspapers/Magazines ____________  ___________  
Entertainment/Recreation ____________  ___________  
Travel/Vacations ____________  ___________  
Timeshare ____________  ___________  
Gifts/Holidays ____________  ___________  
Clothing ____________  ___________  
 
IRS/State back taxes ____________  ___________  
Automatic bank deductions ____________  ___________  
Loans not listed under “Debts” ____________  ___________  
 
Misc ____________________  ____________  ___________  
Misc ____________________  ____________  ___________  
 
TOTAL ____________  ___________  
 
 
 
 
 
 
 
 

CCCS Use Only 

Surplus for debts  $ _________________________

Total debt from Section D  $ _________________________

Current mo. debt payment  $ _________________________

Proposed DMP payment  $ _________________________

Updated 10/17/2011 



Debts 
Please provide a listing of all of your accounts. If you have more accounts than will fit in the space provided, copy this page or add them on a plain sheet of 
paper. IMPORTANT: Be sure to bring recent copies of all your creditor statements to the session. 
 

1. Creditor/Bank Name ______________________________________  

Acct. No. _________________________________________________  

Current Balance $______________Int. Rate % ___________________  

Months Past Due ____  Monthly Pymt $__________________________  

Account Owner(s) ___________________________________________  

 

 

2. Creditor/Bank Name ______________________________________  

Acct. No. _________________________________________________  

Current Balance $______________Int. Rate % ___________________  

Months Past Due ____  Monthly Pymt $__________________________  

Account Owner(s) ___________________________________________  

 

 

3. Creditor/Bank Name ______________________________________  

Acct. No. _________________________________________________  

Current Balance $______________Int. Rate % ___________________  

Months Past Due ____  Monthly Pymt $__________________________  

Account Owner(s) ___________________________________________  

 

 

4. Creditor/Bank Name ______________________________________  

Acct. No. _________________________________________________  

Current Balance $______________Int. Rate % ___________________  

Months Past Due ____  Monthly Pymt $__________________________  

Account Owner(s) ___________________________________________  

 

 

5. Creditor/Bank Name ______________________________________  

Acct. No. _________________________________________________  

Current Balance $______________Int. Rate % ___________________  

Months Past Due ____  Monthly Pymt $__________________________  

Account Owner(s) __________________________________________  

 

 

6. Creditor/Bank Name ______________________________________  

Acct. No. _________________________________________________  

Current Balance $______________Int. Rate % ___________________  

Months Past Due ____  Monthly Pymt $__________________________  

Account Owner(s) __________________________________________  

 

 

7. Creditor/Bank Name ______________________________________  

Acct. No. _________________________________________________  

Current Balance $______________Int. Rate % ___________________  

Months Past Due ____  Monthly Pymt $__________________________  

Account Owner(s) __________________________________________  

 

 

8. Creditor/Bank Name ______________________________________  

Acct. No. _________________________________________________  

Current Balance $______________Int. Rate % ___________________  

Months Past Due ____  Monthly Pymt $__________________________  

Account Owner(s) __________________________________________  

 

 

9. Creditor/Bank Name ______________________________________  

Acct. No. _________________________________________________  

Current Balance $______________Int. Rate % ___________________  

Months Past Due ____  Monthly Pymt $__________________________  

Account Owner(s) __________________________________________  

 

 

10. Creditor/Bank Name _____________________________________  

Acct. No. _________________________________________________  

Current Balance $______________Int. Rate % ___________________  

Months Past Due ____  Monthly Pymt $__________________________  

Account Owner(s) __________________________________________  

 



Statement of Counseling Rights 
Consumer Credit Counseling Service 

Please read the following statements carefully. They outline the 
Triangle Family Services (referred to as Agency) counseling 
procedure. Initial the line next to each statement to indicate that 
you understand that provision. Be sure to initial all 13 
paragraphs and sign BEFORE you meet with your counselor. 

Basic Description of Services Provided 

____ I understand that the Agency will provide a comprehensive 
personal money management interview. I understand that the 
interview will be conducted by a certified consumer credit 
counselor or qualified professional counselor.  

____ I understand that the Agency is approved or certified to 
conduct sessions on budgeting, credit issues, credit report 
review, homebuyer counseling, homeowner mortgage 
delinquency counseling, reverse mortgage counseling, 
bankruptcy briefing counseling, and on related financial topics.  

____ The Agency will provide me with a written summary of my 
counseling session, known as the client action plan. This written 
assessment outlines suggested actions for me to follow. 

____ I will be referred to the other services of the organization 
or another Agency or agencies as appropriate that may be able 
to assist with particular problems that have been identified. 

Legal Considerations 

____ During a client financial session a counselor may not give 
legal advice. If I want legal advice, I will seek my own legal 
counsel and will be referred for appropriate assistance. 

____ A client financial session may include a bankruptcy 
briefing. During this briefing a counselor may answer general 
questions about bankruptcy, but not give legal advice. While an 
attorney can make a recommendation to file bankruptcy, it is a 
personal choice based on individual circumstances. 

____ I hold the Agency, its employees, agents and volunteers 
harmless from any claim, suit, action or demand of my creditors, 
myself or any other person resulting from advice or counseling. 

Supplemental Handouts 

____ I have received a copy of, read, and understand the 
Agency Statement of Clients’ Rights, which includes my right to 
confidentiality. 

____ I have received a copy of, read, and understand the 
agency Client Bill of Rights, the agency Complaint Resolution 
Process (which I may utilize if I am dissatisfied with the 
counseling process), and the agency Non-Discrimination Policy. 

____ I have received a copy of, read, and understand the 
Agency Privacy Notice, which explains how my privacy is 
protected and under what conditions information about me may 
be shared. 

____ I have received a copy of, read, and understand the 
Agency Privacy Notice for Protected Health Information, which 
protects medical information privacy under HIPAA. 

Special Program for Debt Management 

____ If I qualify, the Agency may offer to enroll me in the Agency’s debt 
management plan (DMP). Under the DMP, the Agency serves as a neutral third 
party in negotiating with creditors to liquidate financial obligations. I understand 
the Agency has no responsibility or obligation for any past, present, or future 
credit rating I receive. If the counselor suggests a DMP, I will receive complete 
details of the operations, requirements, responsibilities, and an estimate of the 
length of time it will take to complete the DMP. 

 Authorization to Pull Credit Reports 

____ I authorize the Agency to contact Experian, TransUnion, and/or Equifax on 
my behalf in order to obtain information about my credit rating. I understand that 
the Agency is a NFCC-certified credit counseling agency and this inquiry will not 
be reported on my credit. I further understand that the Agency’s agreement with 
Equifax, Experian and TransUnion prohibits the Agency from giving me a copy of 
my credit report. The information obtained will be used strictly to assist the Agency 
in providing me with credit and/or housing counseling services, and not for any 
other purpose.  

Applicant ________________________________________________________ 

Co-Applicant ______________________________________________________ 

Counselor ___________________________________ Date ________________ 

Consent for Release/Exchange of Client Info (Housing Clients Only) 

I authorize the Agency to release/exchange information from my client record in 
order to assist me in one of the following: 

  Purchasing a home 
  Resolving or preventing mortgage delinquency 
  Reverse mortgage or help with home maintenance and homeowner finances 
  Locating, securing, or maintaining residence in rental housing 
  Seeking shelter or services for the homeless 

This information will be released only to those institutions, companies, agencies, 
or other facilities that the Agency believes can provide assistance in the above 
checked area. Examples of such entities include mortgage or home equity 
lenders, landlords, creditors, collection agents, and public agencies. If necessary, 
information on file from a facility may also be released to the Agency. The 
information release/exchange will be restricted to specific financial data such as 
income, budget, and debt details provided by the client on the Application Form or 
in financial information on file with the contacted facility. 

I understand that the provision of services at this agency is not contingent upon 
my decision concerning the release/exchange of this information. 

The doctrine of informed consent has been explained to me and I understand the 
contents to be released/exchanged, the need for the information and that there 
are statutes and regulations protecting the confidentiality of authorized 
information. I hereby acknowledge that this consent is truly voluntary and is valid 
until such request is fulfilled. I further acknowledge that I may revoke this consent 
at any time except to the extent that action based on this consent has been taken. 
This consent shall expire sixty (60) days from the date shown below. I also 
acknowledge that a copy of this form is as valid as the original. 

Applicant ________________________________________________________ 

Co-Applicant ______________________________________________________ 

Counselor ___________________________________ Date ________________ 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Consumer Credit  Counseling Service, a division of Triangle Family Services 

Statement of Clients’ Rights 
Triangle Family Services provides services to all  clients without regard to race, color, religion, national origin, gender, sexual or ientation, age,
disability, veteran status, or any other discriminatory factor recognized by law. 

When you receive services from Triangle Family Services, you also have cer tain  rights.  Listed below is a summary of those rights.  If you would like
more detailed information about these rights, p lease ask your  primary service provider.  At Triangle Family Services, we strive to provide the h ighest
quality of services possib le while striving to  protect and enhance the rights and quality of life o f all of our clients. 

You have the right to know the basic expectations for use of the organization’s services.  The main offices of Triangle Family Services are 
located at 700-101 Blue Ridge Road in Raleigh and are open Monday from 8:00 a.m. to 8:00 p.m., Tuesday through Thursday from 8 AM – 6:15 PM, 
and on Friday from 8:00 a.m. to 1:15 p.m.  You will be g iven written information explaining the various services that we offer, the specific locations
and hours of operation for each service, and the expectations required to rece ive those services. You will also be notified in writing of any rules, 
behaviora l expectations, and other factors that could  resu lt in discharge or termination of services.  Termination of services may result if you violate
one or more of the conditions as specified in  your individual service agreement. 

You have the right to a treatment plan or a plan for your services.  You have the right to participate in the development of your plan.  A written
plan of services or treatment, based on your individual needs, must be implemented with in 30 days of admission to  services.  For Medicaid recipients
of mental health services, a treatment plan will be developed upon admission to services. 

You have the right to refuse services or treatment.  You have the r ight to consent to treatment or services and may withdraw your consent at any 
time.  If you refuse a recommended service, treatment, or medication, the organization will attempt to inform you of the consequences for such
refusal.   The only time that you can be treated without your consent is in an emergency situation, when it has been court-ordered, or if you are a 
minor and your parent or guardian has given consent. 

You have the right to confident iality.  Unless the law requires it, your records and other information about you will not be released without your 
written permission (or if you are a minor, the written permission of your parent or legal guardian).  Circumstances under which we may be required
by law to share information with another about the services you receive include: 
• If you give written permission we may share information with any person or agency you name. 
• If we believe that you are an imminent danger to  yourself or  to  others, or if we believe you are likely to commit a crime, we may share

information with law enforcement and wi th threatened individuals. 
• The court may order  us to release your  records without your permission. 
• If we suspect that you have neglected or abused a child or  dependent adult, or you are being investigated for chi ld abuse or neglect, we are

required by law to share information with county protective services officia ls. 
• If you are HIV positive and we are aware that you are not following proper control measures, we are required to report th is to agents charged

with  the protection of public health. 
• Our attorney may need to see your file because of legal proceedings. 

You have the right to be informed of policies that you are expected to follow.  You also have the r ight to  be informed of the possible 
consequences for not fo llowing the policies. 

You have the right to know the costs of the services that you receive.  You should be informed of the costs of your services before the provision
of the services.  It is your responsibility to arrange for payment of costs, and your services can be terminated for failure to pay for agreed costs. 

You have the right to privacy.  You have the r ight to be free from any unwarranted search of your  person or proper ty. 

You have the right to be t reated with dignity.  In our programs we do not administer any potentia lly painful procedures or stimuli  to reduce the 
frequency or intensity of a behavior.  Employees must protect clients from harm and report any form of abuse, neglect, or exploitation. 

If you are a client in Individual and Family Counseling, you have the right  to be informed about medication that is prescribed to you.  You 
have the right to have medication prescribed in accordance with accepted medical standards and upon the order of a physician.  When medication is
needed, you have the right to receive it in the lowest therapeutic dose.  You cannot be treated with experimental drugs or  procedures without being
informed of the risks, benefits, and alternatives.  You may refuse to  take medication. However , you will be in formed of the risks of doing this. 

You have the right to make a complaint or f ile a grievance.  If you are dissatisfied with the services delivered by Triangle Family Services, you
have the right to state a complaint or file a grievance at any time.  Before starting a written grievance or  complaint, we urge you to first discuss the 
matter with  the staff of the program providing you with services to allow them an oppor tunity to resolve your complaint.  If this is unsuccessful, your
complaint should then go to that program’s d irector.  If the issue is then not resolved, you may obtain a Gr ievance Form from any staff member and
submit that to the President and CEO.   The President and CEO will involve appropriate staff to  investigate and attempt to resolve the matter  in a
timely fashion.   You also have the right to contact the Governor’s Advocacy Council for Persons with Disabilities (GACPD), the statewide agency
designated under federal and state law to protect and advocate for  the rights of persons with d isabi lities.  

Passed Management Council  11-19-2001



Client Bill of Rights 
We pledge that our clients have the right 
• To prompt counseling services for managing money based on their financial situation; 
• To treatment with dignity and respect; 
• To be actively involved in a comprehensive assessment of their financial situation including an appropriate action plan; 
• To express dissatisfaction through a Complaint Resolution Process; 
• To discontinue their relationship with our Agency at any time; 
• To ask questions and to have concerns addressed. 
 
 

Complaint Resolution Process 
We are committed to providing you with high quality professional services. However, if you are not satisfied with the services 
provided or if you want to make a complaint, we ask that you follow these guidelines: 
• Step One: Try to resolve the issue with the staff member involved giving him or her specific information about your 

complaint. 
• Step Two: If Step One is not possible or the issue is not resolved to your satisfaction, write to:  CCCS Director, Triangle 

Family Services, PO Box 33393, Raleigh, NC  27606-3393. 
• Step Three: Agency may request a meeting with you (phone or face-to-face) or seek more information from a staff person. 
• Step Four: If your issue is still unresolved, you may appeal by writing directly to the Chief Executive Officer.  Write to:  

President/CEO, Triangle Family Services, PO Box 33393 Raleigh, NC  27606-3393. 
 
 

Non-Discrimination Policy 
Our Agency serves all members of the community. We do not engage in the practices of discrimination in the selection and 
participation of clients in our programs or services with respect to race, religion, color, gender, national origin, or disability, sexual 
orientation, veteran status, or any other discriminatory factor recognized by law. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Consumer Credit Counseling Service, a division of Triangle Family Services 

Privacy Notice 
 

Privacy Policy: Our Agency is committed to assuring the privacy of individuals and/or families who have contacted us for 
assistance. We assure you that all information shared both orally and in writing will be managed within legal and ethical 
considerations. Your “personal financial information”, such as your total debt information, income, living expenses, and personal 
information concerning your financial circumstances, will be provided to creditors and, possibly others with your specific 
authorization. We may also use aggregated case file information for the purpose of evaluating our services, gathering valuable 
research information, and designing future programs. Your anonymity will be maintained through the use of your client number or 
by using aggregate data in all circumstances. 
In all other situations, your information may be released to appropriate individuals or agencies ONLY UPON YOUR WRITTEN 
REQUEST or when our staff has been served by a valid subpoena. 
 
The following PRIVACY PRACTICES detail circumstances under which we will release your information to a third party: 

1. We do not disclose any non-public personal information about our customers or former customers to anyone, except 
as permitted by law. 

2. We may compile data and aggregate information that you give to us, but this information may not be disclosed in a 
manner that would personally identify you in any way. 

3. We may disclose some or all of the information that we collect to creditors, or third parties that you have authorized 
who need this information in order for us to assist you during and after a counseling session. 

4. We restrict access to non-public personal information about you to those employees who need to know that information 
to provide services to you. We maintain physical, electronic, and procedural safeguards that comply with federal 
regulations to guard your non-public personal information. 

5. We collect non-public personal information about you from the following sources: 
a. Information we received from you on our applications or other forms you provide; 
b. Information about your transactions with us, your creditors, or others; and 
c. Information we receive from a credit-reporting agency. 

6. We may disclose all of the information that we collect, as described below, to creditors and related financial institutions 
that need this information in order to put you on a debt management plan (DMP.) 

7. We may disclose the following kinds of non-public personal information about you: 
a. Information we receive from you on applications or other forms, such as your name, address, social security 

number, assets, and income; 
b. Information about your transactions with us, your creditors, or others such as your account balance, payment 

history, parties to transactions and credit card usage; and 
c. Information we receive from a credit-reporting agency, such as your credit history. 

8. My information may be used for confidential research and/or a neutral third party may contact me to request an 
evaluation of the Agency’s services. 

 
RELEASE: I hereby authorize Consumer Credit Counseling Service, a division of Triangle Family Services and Consumer Credit 
Counseling of Denver to release all non-public information it obtains about me to (1) my creditors and (2) any third parties 
necessary to resolve the matter(s) discussed during my counseling session. I further release and authorize all of my creditors to 
provide non-public information about me to Consumer Credit Counseling Service, a division of Triangle Family Services and 
Consumer Credit Counseling Service of Denver. 
 
 
 
 
 
 
 
 
 
 
 
 

 



 
 
 
 
 
 
 
 

Revised on 02/26/04 

 
Consumer Credit Counseling Service, a division of Triangle Family Services 

HIPAA Privacy Notice 
 
THE FOLLOWING NOTICE DESCRIBES HOW YOUR PROTECTED HEALTH INFORMATION (PHI) MAY BE USED AND
DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW THIS NOTICE OF
YOUR RIGHTS AS DEFINED IN THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA). 
 
Protected health information (PHI) is individually ident ifiable health information that relates to the covered person’s past, current, or future 
health status, the provision of health services, or payment for the provision of health care services to covered persons.   
 

• Triangle Family Services is legally required to maintain the privacy of PHI and to abide by the terms of this notice and the Health Insurance 
Portability and Accountabil ity Act (HIPAA). 

• Triangle Family Services will typically ask for  your  written authorization to share or obtain information from others.  However, we may use
and disclose in formation about you without your authorization in the following circumstances: 

• To coordinate treatment within the agency.  For example, you therapist may share information with another therapist or with your
physician to  coordinate services 

• Payment:  We may use and disclose necessary information about you to obta in payment for our  services.  For example, this 
information could include information that your health insurance plan may require before it approves or pays for treatment services. 

• Health Care Operations: We may need to use or disclose information for our agency activities which might include assessment o f the
quality of our services, clinical supervision of staff, education and training of students and other professionals, and compliance
activities required to ensure that we are fo llowing policies, procedures, laws, regulations, and professional standards. 

• PHI may be released without your consent to the insurance company, third party administrators, and to providers for the purposes of
claims payment, treatment and health care operations. 

• PHI may be re leased without your consent if required by state or federal law. 

• We may use or disclose information to notify or assist in notifying a family member, personal representative, or another person responsible
for your care, your location and genera l condition. We may leave a message on your answering machine or on voicemail as a means of
communication. We may mail you a written notice as a means of communication. We may e-mail you as a means of communication. 
Unless otherwise instructed in writing, these methods of communication will be used. 

• PHI may not be released for any purposes other than those identified in  th is notice.  Other disclosures and uses wil l be made only with
your  written authorization or consent and you may revoke such author ization/consent at any time. 

• The plan reserves the right to make changes to this notice and to continue to maintain the confidentia lity of all healthcare information.  You
will receive notice of any changes within 60 days of making a change. 

• You have the right to inspect and copy your PHI. 

• You have the right to request that your PHI be amended when you believe that it is inaccurate or incomplete.  If your care provider does
not agree to amend it, you may add an explanation to your  record. 

• You have the right to request restrictions on the use or disclosure of your PHI, even though the agency is not required to agree to the
requested restrictions. 

• You have the right to obtain an accounting of instances in which the p lan has disclosed PHI for purposes other than treatment, payment, or 
health care operations, except for d isclosures made at your request. 

• You have the right to  receive written notice of the policy regard ing privacy and access to PHI.  You can also obta in a copy of this Privacy
Notice upon request. 

• You have the right to complain to Triangle Family Services if you be lieve your  privacy rights have been violated.  You can mail your
complain t to Privacy Officer, Triangle Family Services, PO Box 33393, Raleigh, NC 27636-3393. You may also make a written complaint to 
the U.S. Department of Health and Human Services.  Th is complaint must be filed within 180 days of the time you became or should have
become aware of the problem.  You will not be re taliated against for filing a complaint.  

• If you have any concerns regarding your case, please discuss it with your care provider. 

• For further information about this Privacy Notice, please contact Nellie Mejia, (919) 821-0790 ext. 333. 

• This notice is effective as of April 14, 2003.    

 


