SPECTRUM PSYCHOLOGICAL AND NEUROTHERAPY, P.C.

[bookmark: _GoBack]Child Information Packet

Today’s Date____________

Child’s Name: _______________________________________________________Age: _______
Preferred Name: ______________________________________________
Date of Birth: ________________ SSN: _____________________ Sex: ________
Race: ____________________________________ Ethnicity: _____________________________
Address: ______________________________________________________________________
City: ______________________________ State: __________ Zip Code: __________________

Parent Name ___________________________________________________
Marital Status: ________      Spouse's Name_________________________
Occupation: _____________________________ Employer: _____________________________
Emergency Contact: _____________________________________________________________
                                           Name                                   Relationship                     Phone
Phone: Home: ____________________________ Cell: _________________________________
Email Address: _________________________________________________________________
Has the Client been in therapy before? (Circle One)          YES	NO
If yes, Where and with Whom? ____________________________________________________
Has the Client been admitted into a Psychiatric Center? (Circle One) 	YES       NO
If Yes, When and Why? __________________________________________________________
Has the Client had Psychological Testing previously? (Circle One)	YES	  NO
If Yes, Where and When? _________________________________________________________
Primary Care Physician: __________________________________________________________
Please list ALL current medications: ________________________________________________
______________________________________________________________________________
Who prescribes these? ___________________________________________________________
Who referred you to this office? ___________________________________________________

Primary Insurance Information
Insurance Company: ____________________________________________________________
Member ID: __________________________________________________________________
Group Number: ________________________________________________________________
Subscriber: ___________________________________________ 
Relationship to Client: _________________________
Subscriber Date of Birth: ________________________

Secondary Insurance Information
Insurance Company: ____________________________________________________________
Member ID: __________________________________________________________________
Group Number: ________________________________________________________________
Subscriber: ___________________________________________ 
Relationship to Client: _________________________
Subscriber Date of Birth: _______________________

Responsible Party Information
Name: ________________________________________________ Date of Birth: ____________
Relationship: __________________________________ SSN: ____________________________
Address: ______________________________________________________________________
City: ______________________________State: ___________________ Zip Code: ___________
Phone: Home: ____________________________Cell: ________________________________
Marital Status: _______ Spouse’s Name: ____________________________________________
Occupation: _________________________________Employer: _________________________




Client Financial Statement of Agreement
	As your therapist, I believe in providing comprehensive, confidential services to assist you; therefore, I wish to clarify the following policies, which are important to understand before you enter into contractual agreement with me, the terms and conditions are as follows;
1.  I understand my financial responsibility to total charges and insurance benefits that are part of my financial resources and do not waive my personal responsibility. Such charges provided to my dependent or myself during hospitalization by Spectrum Psychological and NeuroTherapy, P.C. or designated clinician, will accrue and are in addition to charges made by the hospital. Initial: ______
2.  Assignment of Insurance Benefits: I hereby authorize Spectrum Psychological and NeuroTherapy, P.C. to release to my insurance company or representatives, any information regarding my treatment, including diagnosis that is necessary to process my insurance claim. I hereby assign all my rights to benefits payable by my insurance company to Spectrum Psychological Services and thereby authorize and request my insurance company to pay my benefits directly to Spectrum Psychological and NeuroTherapy, P.C. All insurance information has been listed correctly. I understand that if I have any other insurance coverage, any charges not covered by the listed insurance, will be my responsibility. I understand my co-payment, deductible, and co-insurance are due at the time services are rendered. I understand that if my insurance denies the claim, I will be responsible for the full amount of the charges. Initial: ______
3.  I will provide any change in name, address, phone number and will provide correct and updated insurance information. I will also update paperwork every 12 months. Initial: ______
4.  Should I, or my dependent request Spectrum Psychological and NeuroTherapy, P.C. clinician to make a Court appearance (or such appearance is subpoenaed by the Court), I understand that Spectrum Psychological and NeuroTherapy, P.C. clinician will charge for such appearance(s), document preparation, travel, consultation with court officers and waiting time, at the current fee schedule rate. Court appearances are NOT covered by insurance. Initial: ______
5.  A special fee agreement can be made only with Dr. C. Richard Ellis, Ed.D. If not adhered to and/or if I am delinquent for sixty (60) days, the special agreement becomes null and void and full payment of the balance will be due immediately. Initial: ______
6.  I agree to pay all costs of collection, this includes but is not limited to, interest at the rate of 33% annum on any unpaid balance, court costs, collection fees and I agree to be responsible for any reasonable attorney fees incurred by Spectrum Psychological Services.  Initial: ______

My signature acknowledges that I have read and understand the above contract and agree to comply with its terms. 

________________________________               					____________
Name of Client or Legal Guardian							Date

________________________________	______________________	____________
Signature of Client or Legal Guardian		Relationship			            Date

________________________________          						____________
Witness							Date



Our Policy on Late Cancel and No Show Appointments

If I do not provide sufficient notice (24 hours prior) to cancel an appointment reserved for me, I understand I may be charged up to $100.00. This charge must be paid before I can schedule my next appointment. I have been informed and acknowledge that my insurance company DOES NOT pay this charge. 

_____________________	_______________	     ____________
Client or Legal Guardian's Name                 Relationship		             Date

________________________________                                            ____________                                                       
Signature of Client/Parent					       		   Date

________________________________                                            ____________
Witness									              Date
Consent for Use of Electronic Health Records

I understand that Spectrum Psychological and NeuroTherapy, P.C. uses Electronic Health Records. All of my records will be kept electronically. My Electronic Health Records will be kept in accordance to federal, state and local laws.  These records are available to me, with a request in writing. I understand that the release of medical records does take up to 14 calendar days.  
_____________________	_______________	     ____________
Client or Legal Guardian's Name                 Relationship		             Date

________________________________                                            ____________                                                       
Signature of Client/Parent					       		   Date

________________________________                                            ____________
Witness									              Date

Consent to Treat Minor Child


     I, _________________________________, the legal parent/guardian of 
_________________________________________, give permission for my child to be evaluated and treated by Spectrum Psychological and NeuroTherapy, P.C.

    I understand that this authorization is valid for the duration of the evaluation and treatment provided and that I may retract this permission/consent in writing at any time. 



_______________________________                           ______________________
Name of Legal Parent/Guardian                                                   Relationship


_________________________________                             _________________
Signature of Legal Parent/Guardian                                                   Date


__________________________________                           __________________
Witness                                                                                                Date








ONLY complete this form if you would like someone other than the legal guardian to bring your child to their appointments.
MEDICAL AUTHORIZATION FORM

I, the undersigned, and parent/guardian of _____________________________, hereby authorize _______________________________, ____________________ (relationship to child), to authorize any and all medical treatment they in their discretion see fit.  This authorization shall remain in effect for 12 months, unless revoked. 

__________________________________              _________________
Name of Parent/Guardian				           Date

__________________________________              _________________
Signature of Parent/Guardian				           Date

__________________________________              _________________
Witness						                       Date


Revocation:

 	I, ___________________________________, revoke my consent for _______________________________________ to authorize any and all medical treatment they in their discretion see fit. Effective date _____________________.

______________________________                   ____________________
Name of Parent  					                  Date

______________________________		      ____________________
Signature of Parent                                                            Date

______________________________                   ____________________
Witness                                                                              Date
Client Rights and Responsibilities

 Client Rights:

I have chosen to receive treatment at Spectrum Psychological and NeuroTherapy, P.C. My choice has been voluntary and I understand that I may terminate therapy at any time. 
I understand that confidentiality of record or information collected about me is protected by law and the ethics of the counseling profession that allows for strict private discussion of the issues that concern me. Records will be held or released in accordance with state laws regarding confidentiality of such records and information. 
I understand that state and local laws require that my therapist report all cases of abuse or neglect of minors or the elderly.
I understand that state and local laws require that my therapist report all cases in which there exists a danger to self or others.
I understand that I have the right to informed consent, an explanation of my condition and the treatment that I can understand. I have the right to participate in the planning of my treatment, refuse treatment and file complaints or compliments. Treatment often involves addressing concerns that are distressing and I can discontinue at any time, although this is best done in consultation with my provider of care. 
I have the right to receive care that is respectful. 
I have the right to receive care in a safe setting that is appropriate for my needs. 

Client Responsibilities:

I am responsible for providing information about my health, including past illnesses, allergies, hospital stays, medications, advanced directives and any need for special equipment or assistive devices. 
I am responsible to ask questions when I do not understand information and instructions given to me.
I am responsible to show respect and consideration toward other patients and staff. 

Signature below is only acknowledgement that I have received the patient rights and responsibilities. 

________________________________           __________________           _____________
Client or Legal Guardian's Name              		Relationship		          Date

________________________________                                                           _____________
Signature of Client/Parent					       		           Date

________________________________                                                           ______________
Witness									           Date
HIPAA Notice of Privacy Practices
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.
The Health Insurance Portability & Accountability Act of 1996 (HIPAA) requires all health care records and other individually identifiable health information (PROTECTED HEALTH INFORMATION) used or disclosed to us in any form, whether electronically, on paper, or orally, be kept confidential. This federal law gives you, the patient, significant new rights to understand and control how your health information is used. HIPAA provides penalties for covered entities that misuse personal health information. As required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy of your health information and how we may use and disclose your health information. Without specific written authorization, we are permitted to use and disclose your health care records for the purposes of treatment, payment and health care operations. Treatment means providing, coordinating, managing health care and /or related services by one or more health care providers. Examples of treatment would include office visits, x-rays, wart removal, office surgery etc. Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and utilization review. An example of this would be billing your medical plan for your medical services. Health Care Operations include the business aspects of running our practice, such as conducting quality assessment and improvement activities, auditing functions, cost-management analysis, and customer service. An example would include a periodic assessment of our documentation protocols, etc.
In addition, your confidential information may be used to remind you of an appointment (by phone or mail) or provide you with information about treatment options or other health-related services including release of information to friends and family members that are directly involved in your care or who assist in taking care of you. We will use and disclose your PROTECTED HEALTH INFORMATION when we are required to do so by federal, state or local law. We may disclose your PROTECTED HEALTH INFORMATION to public health authorities that are authorized by law to collect information (i.e. the Centers for Disease Control) or to a health oversight agency for activities authorized by law included but not limited to: response to a court or administrative order, if you are involved in a lawsuit or similar proceeding, response to a discovery request, subpoena, or other lawful process by another party involved in the dispute, but only if we have made an effort to inform you of the request or to obtain an order protecting the information the party has requested. We will release your PROTECTED HEALTH INFORMATION if requested by a law enforcement official for any circumstance required by law. We may release your PROTECTED HEALTH INFORMATION to a medical examiner or coroner to identify a deceased individual or to identify the cause of death. If necessary, we also may release information in order for funeral directors to perform their jobs. We may release PROTECTED HEALTH INFORMATION to organizations that handle organ, eye or tissue procurement or transplantation, including organ donation banks, as necessary to facilitate organ or tissue donation and transplantation if you are an organ donor. We may use and disclose your PROTECTED HEALTH INFORMATION when necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the public. Under these circumstances, we will only make disclosures to a person or organization able to help prevent the threat. We may disclose your PROTECTED HEALTH INFORMATION if you are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate authorities. We may disclose your PROTECTED HEALTH INFORMATION to federal officials for intelligence and national security activities authorized by law. We may disclose PROTECTED HEALTH INFORMATION to federal officials in order to protect the President, other officials or foreign heads of state, or to conduct investigations. We may disclose your PROTECTED HEALTH INFORMATION to correctional institutions or law enforcement officials if you are an inmate or under the custody of a law enforcement official. Disclosure for these purposes would be necessary: (a) for the institution to provide health care services to you, (b) for the safety and security of the institution, and/or (c) to protect your health and safety or the health and safety of other individuals or the public. We may release your PROTECTED HEALTH INFORMATION for workers' compensation and similar programs. Any other uses and disclosures will be made only with your written authorization. You may revoke such authorization in writing and we are required to honor and abide by that written request, except to the extent that we have already taken actions relying on your authorization. You have certain rights in regards to your PROTECTED HEALTH INFORMATION, which you can exercise by presenting a written request to our Privacy Officer at the practice address listed below: 
	The right to request restrictions on certain uses and disclosures of PROTECTED HEALTH INFORMATION, including those related to disclosures to family members, other relatives, close personal friends, or any other person identified by you. We are, however, not required to agree to a requested restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to remove it. 
	The right to request to receive confidential communications of PROTECTED HEALTH INFORMATION from us by alternative means or at alternative locations. 
	The right to request a copy of your PROTECTED HEALTH INFORMATION (charges for the copying are subject to state requirements). 
	The right to request an amendment to your PROTECTED HEALTH INFORMATION.  	The right to receive an accounting of disclosures of PROTECTED HEALTH INFORMATION outside of treatment, payment and health care operations. 
	The right to obtain a paper copy of this notice from us upon request. We are required by law to maintain the privacy of your PROTECTED HEALTH INFORMATION and to provide you with notice of our legal duties and privacy practices with respect to PROTECTED HEALTH INFORMATION.
	We are required to abide by the terms of the Notice of Privacy Practices currently in effect. We reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for all PROTECTED HEALTH INFORMATION that we maintain. Revisions to our Notice of Privacy Practices will be posted on the effective date and you may request a written copy of the Revised Notice from this office.
You have the right to file a formal, written complaint with the Department of Health & Human Services, Office of Civil Rights, in the event you feel your privacy rights have been violated. We will not retaliate against you for filing a complaint.
Signature below is only acknowledgment that you have read this Notice of HIPPA Privacy Practices.
____________________________________                                 ____________________
Client or Legal Guardian's Name					Date

____________________________________
Relationship to Client

____________________________________                                 _____________________
Signature of Client or Legal Guardian					          Date

____________________________________                                   ____________________
Witness								         Date




Authorization for Release of Information


Client Name: ______________________________________ Date of Birth: ________________ 

I hereby authorize:                                          		To:    
	Spectrum Psychological and NeuroTherapy, P.C.	 ______Release Information 
	1020 Independence Blvd # 204   
Virginia Beach, VA 23455				 ______ Obtain Information From
Phone: 757-640-1882  
             Fax: 757-640-0253

Name/Agency: _________________________________________________________________ 
Address: ______________________________________________________________________
Phone: ________________________________________Fax: __________________________
For the purpose of: Treatment Planning        
Specific Information to be released:           Service dates of: ______________to______________ 
_____ Psychiatric Evaluation 
_____Oral Communication 
_____Psychological Testing/Assessment
_____Progress/Psychotherapy Notes/Labs 
_____School Records
_____Other (specify) ___________________________________________________________

This authorization may be relied upon when transmitted by FAX   ____Yes          ______No
I further authorize the information to be sent by FAX                      ____Yes          ______No

1.  I understand that this authorization will expire 12 months after the date signed below.
2.  I understand that I may revoke this authorization (except to the extent that action was already taken in reliance on this signed authorization) at any time by notifying Spectrum Psychological Services in writing.
3.  I understand that I can refuse to sign this authorization and that my refusal will not affect my ability to obtain treatment, payment, or eligibility for benefits (if applicable).
4.  I may inspect or copy any information used or disclosed under this agreement.
5.  I understand that if the person or organization that receives the information is not a healthcare provider or plan covered by federal privacy regulations, the information described above may be disclosed and would no longer be protected by these regulations. 

__________________________________            			_____________________
Signature of Client									Date

__________________________________                                         _____________________
Signature of Legal Guardian                                                     			Witness 

