The Family and Play Therapy Center

PATIENT INFORMATION |
Patient’s Name Sex: MDate of Birth:  / /  Age

Employer/School: SSN:

Home Address:

City: tateS Zip:

Phone ~ Homg )- Work ( )-_ Cell(_)-

E-mail:

If patient isa minor: Names of Parent(s)/Guardian(s):

)

RESPONSIBLE PARTY INFORMATION _ Check if same as Patient (skip this section
Guardian Name: Sex: M F Date of Birth: / /
Relation to Patient: Party’SS: Employer:
Same address as the Patient Different address than the Patient

(Please complete address bel ow)

Street Address:
City: State: Zip:
[] Same home phone as the Patient! Different home phone: Home( ) -
Other Phones: Work( ) - Cell( ) - Email
INSURANCE INFORMATION - Please Provide Insurance Card -
Policyholder's Name Policyholder's SSN
Date of Birth / / Primary InsuramcCo. Name
Insurance Company’s Customer Service Phone # Insurance ID #
Policyholder's Employer: Group #
Co-pay $ Deductible?]  ves[]  No Amount $
Authorization Required? [ ] ves[]  No Authorization #
Number of Sessions Authorized MaximuNumber of Sessions Allowed Per Year
Is the patient covered under a secondary insurangalicy? If yes, please see the applicable

paragraph under the Insurance Reimbursement sectioim the following agreement.



The Family and Play Therapy Center

Welcome to my practice. This document (the Agredjmamtains important information about my professil
services and business policies. It also containstsry information about the Health Insurance Pditaland
Accountability Act (HIPAA), a new federal law thattovides new privacy protections and new patiagtita
with regard to the use and disclosure of your RteteHealth Information (PHI) used for the purpoe
treatment, payment, and health care operationsAMIequires that | provide you with a Notice of Bty
Practices (the Notice) for use and disclosure dffBHtreatment, payment and health care operatithe
Notice, which is attached to this Agreement, exidaillPAA and its application to your personal Healt
information in greater detail. The law requirest thabtain your signature acknowledging that | havevided
you with this information. Although these documeants long and sometimes complex, it is very impurthat
you read them carefully before our next sessionc@rediscuss any questions you have about the guoeg at
that time. When you sign this document, it willatepresent an agreement between us. You may refiske
Agreement in writing at any time. That revocatiaifl ae binding on me unless | have taken actioreliance
on it; if there are obligations imposed on me byryloealth insurer in order to process or substenti@ims
made under your policy; or if you have not satsfay financial obligations you have incurred.

| am a part of Powers Ferry Psychological Assosjdtd .C. (PFPA). We are a group of professiondie w
share office and administrative resources; howeverpractice independently of one another. Thisnadhat |,
alone, am fully responsible for providing you ouyahild with clinical services.

Counseling Services

Psychotherapy is not easily described in geneasgdstents. It varies depending on the personatifitise
psychologist and patient, and the particular proislgou or your child are experiencing. There arayma
different methods | may use to deal with the protdé¢hat you hope to address. Psychotherapy iskeod |
medical doctor visit. Instead, it calls for a vawtive effort on your part. In order for the therap be most
successful, you or your child will have to work thimgs we talk about both during our sessions afmbae.
Psychotherapy can have benefits and risks. Sireafil often involves discussing unpleasant aspégisur
life, you may experience uncomfortable feelings l#adness, guilt, anger, frustration, lonelinesd, a
helplessness. On the other hand, psychotherapgl$mbeen shown to have many benefits. Therapy tdtals
to better relationships, solutions to specific peafs, and significant reductions in feelings otrdiss. Before
we begin working together, it is important to ursland that | cannot guarantee that you or youd chill
benefit from therapy. No therapist can make sughaantee because each client responds differenthys
experience.

Our first few sessions will involve an evaluatidmeeds. By the end of the evaluation, | will béeab offer
you some first impressions of what our work wiltlude and a treatment plan to follow, if you dedidle
continue with therapy. You should evaluate thigiinfation along with your own opinions of whetheuyeel
comfortable working with me. Therapy involves aglacommitment of time, money, and energy, so yaulsh
be very careful about the therapist you selegtolf have questions about my procedures, we shisddsb
them whenever they arise. If your doubts persisi|llbe happy to help you obtain an appropriatastdtation
with another mental health professional.

The goals of a psychological evaluation are: grtwide insight into how you (or your child) is cently
functioning, including possibly the evaluation ofallectual potential, academic achievement leatintional
abilities, and/or emotional/ behavioral functionimg to diagnose or rule out particular difficuttjeand c) to
identify strengths. An evaluation may involve trse wf a number of procedures such as interviews and
psychological questionnaires.

Psychological evaluation can have benefits andri&k evaluation may not answer the questions that
motivated the assessment, or it may suggest samgettiat you might find distressing. However, evirs
usually do provide insights that can be valuableltaining appropriate care.

Sessions
I normally conduct an evaluation that will lastdr@ to 4 sessions. During this time, we can bottiddeif | am

the best person to provide the services you or ghild need in order to meet your treatment gdéls.
psychotherapy is begun, | will usually schedule 4560 minute session (one appointment hour of@5-5



minutes duration) per week at a time we agreelthmugh some sessions may be longer or more frequen
Once an appointment hour is scheduled, you witheected to pay for it unless you provide 24 howtice of
cancellation (see details under Financial Arrangemsection).

Contacting Me

Due to my work schedule, | am often not immediatelgilable by telephone. While | am usually in nffjce
regular hours, | probably will not answer the pharen | am with a patient. When | am unavailablg, m
telephone is answered by voice mail that | morfi@quently. | will make every effort to return yocall as
soon as possible. If you are difficult to reaclegsie inform me of some times when you will be atdd. If you
have an emergency, leave a message for me, angrimEn# 11 #. |, or the on-call therapist, wigrirattempt
to call you as soon as possible, usually withinttber. If you are unable to reach me and feelybatcan’t wait
for me to return your call, contact your family gigian, call 911, or call the nearest emergencynraad ask
for the psychologist or psychiatrist on-call. Iiill be unavailable for an extended time, | witlhalys have a
colleague available for you to contact in casenoégency.

Confidentiality

The law protects the privacy of all communicatibesveen a patient and a psychologist. In mosttgits, |
can only release information to others about yoeatiment (or your child’s treatment) if you sigwitten
authorization form that meets certain legal reqn@nts imposed by HIPAA. There are other situattbas
require only that you provide written, advance @msYour signature on this current agreement pesi
consent for those activities, as follows:

* | may occasionally find it helpful to consult otHegalth and mental health professionals aboute cas
During a consultation, | make every effort to avmgealing the identity of my patient. The other
professionals are also legally bound to keep tfenmation confidential. If you don’t object, | wiliot

tell you about these consultations unless | feisliinportant for our work together. | will notd al
consultations in your Clinical Record (which isledlPHI in my notice of psychologists policies and
practices to protect the privacy of your healtloinfation)

* You should be aware that | employ administratiadfstn most cases, | need to share protected
information with these individuals for administregipurposes, such as scheduling, billing and
communication with insurance companies. All staffmiers have been given training about protecting
your privacy and have agreed not to release anyrrdtion outside of the practice without the
permission of a professional staff member.

» Disclosures required by health insurers or to colbeerdue fees are discussed elsewhere in this
agreement.

« If a patient threatens to harm himself / hersetfialy be obligated to seek hospitalization for hien/h
and/or to contact family members, or others whotep provide protection.

There are some situations where | am permittedauired to disclose information without either yoonsent
or authorization:

« If you are involved in a court proceeding and auest is made for information concerning my
professional services, such information is prottie the psychologist/patient privilege law. | cahn
provide any information without your written autfmation, or a court order. If you are involved in o
contemplating litigation, you should consult witbuy attorney to determine whether a court would be
likely to order me to disclose information.

« If a government agency is requesting the infornmetio health oversight activities, | may be reqgdire
to provide it for them.

« If a patient files a complaint or lawsuit against,rhmay disclose relevant information regardirag th
patient in order to defend myself.

« If a patient files a worker's compensation claimg & am providing treatment related to the claim, |
must, upon appropriate request, furnish copiedl ofiedical reports and bills.

There are some situations in which | am legallygattéd to take actions, which | believe are necgdsa
attempt to protect others from harm and | may haveveal some information about a patient’s trestim
These situations are unusual in my practice.

« If | have reason to believe that a child has bdrrsad, the law requires that | file a report wité t
appropriate governmental agency, usually the Deyart of Family and Children Services (DFCS).



Once such a report is filed, | may be requiredrtavile additional information.

« If | have reasonable cause to believe that a disaddiult or elder person has had a physical irgury
injuries inflicted upon him or her, other than lc@ental means, or that he or she has been nedlect

or exploited, | must report to an agency designhatethe Department of Human Resources. Once |
have filed such a report, | may be required to jpl®additional information.

« If | determine that a patient presents a seriong@iaof violence to another, | may be requirechtet
protective actions. These actions may include yiatifthe potential victim, and /or contacting the

police, and/or seeking hospitalization for the guatti

If such a situation arises, | will make every effiar fully discuss it with you before taking anytiaa and will
limit my disclosure to what is necessary.

While this written summary of exceptions to confitality should prove helpful in informing you altou
potential problems, it is important that we discasg questions or concerns that you may have nawtbe
future. The laws governing confidentiality can hete complex, and | am not an attorney. In situsdiwhere
specific advice is required, formal legal adviceyrba needed.

Professional Records

You should be aware that, pursuant to HIPAA, | kBegtected Health Information about you or youtdthi
two sets of professional records. One set conssitybur Clinical Record. It includes informatioroah your
reasons for seeking therapy, a description of tlgsvin which you or your child’s problem impactsyaur

life, diagnosis, the goals that we set for treatmerogress towards those goals, medical and shisiary,
treatment history, any past treatment recordsltteateive from other providers, reports of any pssional
consultations, billing records, and any reports tzeve been sent to anyone, including reports tw ysurance
carrier. Except in unusual circumstances that wevalanger to yourself, your child, or others or agmk
reference to another person (unless such othesmpérs health care provider) and | believe thaess is
reasonably likely to cause substantial harm to sitleér person (or if information is supplied to me
confidentially by others), you or your legal repetative may examine and /or receive a copy of gowyour
child’s Clinical Record, if you request it in writj. Because these are professional records, tinelyeca
misinterpreted and/or upsetting to untrained readeor this reason, | require that you initiallyiesv them in
my presence, or have them forwarded to anotherahkeélth professional so you can discuss the ntmtin
most situations, | am allowed to charge a copya®y The exceptions to this policy are containetiénattached
Notice Form. If | refuse your request for accesgaor records, you have a right of review (except f
information provided to me confidentially by othewehich | will discuss with you upon request.

In addition, | also keep a set of Psychotherapyeblofhese Notes are for my own use and are desigrasdist
me in providing you or your child with the bestatment. While the contents of Psychotherapy Noaeg from
client to client, they can include the contentewf conversations, my analysis of those convenssitiand how
they impact on your or your child’s therapy. Thégoacontain particularly sensitive information tlyati or
your child may reveal to me that is not requiretdéancluded in your Clinical Record and informat&upplied
to me confidentially by others. These Psychothetptes are kept separate from your Clinical Recgalir
Psychotherapy Notes are not available to you. Hi®ycannot be sent to anyone else, including amser
companies without your written, signed authorizatimsurance companies cannot require your autoriz as
a condition of coverage nor penalize you in any feayour refusal to provide it.

Patient Rights

HIPAA provides you with several new or expandedhtsgwith regard to your Clinical Record and disules
of protected health information. These rights ideluequesting that | amend your or your child’©rd¢
requesting restrictions on what information fronuy€linical Record is disclosed to others; requresén
accounting of most disclosures of protected heaftrmation that you have neither consented to nor
authorized; determining the location to which petee information disclosures are sent; having amgplaints
you make about my policies and procedures recdrdgdur records; and the right to a paper copyhis t
agreement; the attached notice form, and my pripatigies and procedures. | am happy to discushathese
rights with you.



Minors & Parents

Patients under 18 years of age who are not emdadipas well as their parents should be awardhiedaw
allows parents to examine their child’s treatmebrds unless | believe that doing so would endathgechild
or we agree otherwise. Because privacy in psychaplyas often crucial to successful progress, paldily
with teenagers, it is typically my policy to reqtias agreement from parents that they consenwvtoup their
access to their child’'s records. If they agreeimiutreatment, | will provide them only with genkirformation
about the progress of the child’s treatment, asthbr attendance at scheduled sessions. | willpgsade
parents with a summary of their child’'s treatmehewit is complete. Any other communication willjuére
the child’s authorization, unless | feel that thédis in danger or is a danger to someone efsehich case, |
will notify the parents of my concern. Before gigiparents any information, | will discuss the mattéh the
child, if possible, and do my best to handle angctions he/she may have. The results of psychodbggsting
of a minor typically will be shared with parentsgwardians. They may also be shared with othetiemntuch
as schools or physicians with parental consent.

Financial Arrangements

Professional Fees

| have a set of hourly fees (please see fee sohednladdition to weekly appointments, | charge #mount
for other professional services you or your chilgymeed, though | will break down the hourly cé$twork
for periods of less than one hour. Other servinekide report and letter writing, telephone or émai
conversations lasting longer than 5 minutes, cadimgwlvith other professionals with your permission,
preparation of records or treatment summariestlztime spent performing any other service you regyest
of me.These services are not covered by your insurancerapany. If you become involved in legal
proceedings that require my participation, you Wwélexpected to pay for all of my professional timeluding
preparation and transportation costs, even if tatled to testify by another party. You will be oped for any
sessions missed or cancelled with less than 24hmtice unless due to an emergency situations@leate
that insurance companies do not pay for misseddeatied appointments, so payment of the hourlyidg@ur
responsibility.

Billing and Payments

You will be expected to pay for each session atithe it is held, unless you have insurance coveagve
agree otherwise. If you have insurance, you areired|to pay your copay at the time of service.rayt
schedules for other professional services will reed to when they are requested.

If your account has not been paid for more thad®@& and arrangements for payment have not beeedgr
upon, | have the option of using legal means targethe payment. This may involve hiring a collectagency
or going through small claims court which will régume to disclose otherwise confidential inforratiln
most collection situations, the only informatiorelease regarding a patient’s treatment is hisibere, the
nature of services provided, and the amount dwidh legal action is necessary, its costs wilhbkided in
the claim.

Insurance Reimbursement

In order for us to set realistic goals and priestiit is important to evaluate what resourceshgute available to
pay for your treatment. If you have a health ineaeapolicy, it will usually provide some coverage ifnental
health treatment. | will fill out forms and provigeu with assistance in helping you receive theefiento
which you are entitled; however you (not your irmswe company) are responsible for full payment pfees.
It is very important that you find out exactly what mental health benefits your insurance policy prowes,
such as copays, deductibles, maximum number of sesss allowed, etc.

You should carefully read the section in your iaswe coverage booklet that describes mental heattiices.
If you have questions about the coverage, call ptam administrator. If it is necessary to cleanfagion, |, or
my staff, will be willing to call the company on yobehalf.

Many insurance plans such as HMOs and PPOs reautinerization before they provide reimbursement for
mental health serviceR.is your responsibility to call your insurance canpany and obtain authorization
before your first appointment. If authorization was required and is not obtained, your insurance will
deny payment and you will be responsible for the holy rate.



We will submit the appropriate bills to your insnca company one time and try to remedy any denial o
payment problem related to billing one time. Ieafthese billing attempts, the insurance compafuges to
pay the bill, it will become your (the client’s)s@onsibility to work with the insurance companytiain
appropriate reimbursement.

If you or your child are covered by a secondaryiaace plan, we will be happy to provide you with
appropriate billing forms and Explanation of Beh@iOB) forms from your primary plan. We will adhatt you
be responsible for payment of the portion of s&winot covered by your primary plan and that yak se
reimbursement from the secondary plan for yourself.

Typical insurance plans such as HMO'’s and PPO’sftem limited to short-term treatment approaches
designed to work out specific problems that interfeith a person’s usual level of functioning. lhyrbe
necessary to seek approval for more therapy aftertain number of sessions. It will typically bg m
responsibility to obtain authorization for furttessions. While much can be accomplished in sbori-t
therapy, some patients feel that they need movxécssrafter insurance benefits end. Some managectans
will not allow me to provide services to you onariybenefits end. If this is the case, | will do best to find
another provider who will help you continue youygsotherapy.

You should also be aware that your contract witlrywealth insurance company requires that | proiidéth
information relevant to the services that | provideou. | am required to provide a clinical diagiso
Sometimes | am required to provide additional clhinformation such as treatment plans or sumreaoie
copies of your entire Clinical Record. In such &itons, | will make every effort to release onlg thinimum
information about you that is necessary for theopse requested. This information will become pathe
insurance company files and will probably be starea computer. Though all insurance companiesctai
keep such information confidential, | have no contver what they do with it once it is in theirmus. In some
cases, they may share the information with a natioredical information databank. | will provide ywith a
copy of any report | submit, if you request it. §igning this agreement, you agree that | can peoxédjuested
information to your insurance carrier.

Once we have all of the information about your rasige coverage, we will discuss what we can expect
accomplish with the benefits that are availablewhdt will happen if they run out before you feehdy to end
your sessions. It is important to remember thatalaays have the right to pay for my services yelfit®
avoid the problems described above unless protibiyecontract.



Your signature below indicates that you have rbadorofessional services agreement, and agree teerihs, and also
serves as an acknowledgement that you have recitigddlPPA notice form described above.

PATIENT (or PARENTS/GUARDIANS, IF PATIENT IS A MIN®)

Signature of Patient or Parent(s)/Guardian(s) Date

Name of Patient or Parent(s)/Guardian(s) (Ple&ds¢)P Relationship to Patient
OTHER ADULT PARTY/PARTIES INVOLVED IN TREATMENT ____NOT APPLICABLE
Signature of Secondary Party/Parties Date

Name of Secondary Party/Parties (Please Print) Relationship(s) to Patient

Licensed Professional Counselor

Linda M. Silva, LPC Date



