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Please complete all fields. You may cancel this authorization at any time by contacting us. This authorization will
remain in effect until cancelled.

Credit Card Information

Card Type: O MasterCard O VISA O Discover O AMEX
O Other

Cardholder Name (as shown on card):

Card Number:

Expiration Date (mm/yy):

Cardholder ZIP Code (from credit card billing address):

I, , authorize to charge my credit card
above for agreed upon purchases. [ understand that my information will be saved to file for future
transactions on my account.

Customer Signature Date
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  CHRIST-RICE COUNSELING & CONSULTING (CRCC)   


Client History and Information

Basic Information:

Date:

Name:

Social Security Number:

Date of Birth:

Gender:  [ ] Male
[ ] Female
[ ] Other

Ethnicity:

Home Address:

Home Phone Number:


May we leave a message? [ ] Yes  [ ] No

Work Phone Number:


May we leave a message? [ ] Yes  [ ] No

Mobile Phone Number:


May we leave a message? [ ] Yes  [ ] No

If the above client is a minor complete the following:

Name of Guardian:

Address of Guardian:

Guardian’s Home Phone:


May we leave a message? [ ] Yes  [ ] No

Guardian’s Work Phone:


May we leave a message? [ ] Yes  [ ] No

Guardian’s Mobile Phone:


May we leave a message? [ ] Yes  [ ] No

**If you would like to bill your insurance for your sessions or a portion of the cost, you can request the necessary documentation to submit to your insurance company.

Referral Source

Who referred you to our office, or how did your learn about our practice?

Emergency Contact Information

In case of an emergency, who should we contact?

Name:

Relationship:

Address:

Phone Number:

History Information

Who is providing the history information?

[ ] The patient
[ ] The patient’s guardian

[ ] Other

Please describe the current complaint or problem as specifically as you can, in your own words.

How long have you experienced this problem, or when did you first notice it?

What stressors may have contributed to the current complaint or problem?

Check all words/phrases that describe what you are experiencing and explain if possible.

[  ] Substance abuse/dependence

[  ] Addiction (internet, porn, shopping, exercise, gaming, gambling, etc.

[  ] Depression/Sad/Down feelings

[  ] High/Low energy level

[  ] Angry/Irritable

[  ] Loss of interest in activities

[  ] Difficulty enjoying things

[  ] Crying spells

[  ] Decreased motivation

[  ] Withdrawing from people/Isolation

[  ] Mood Swings

[  ] Black and white thinking/All or nothing thinking

[  ] Negative thinking

[  ] Change in weight or appetite

[  ] Change in sleeping pattern

[  ] Suicidal thoughts or plans/Thoughts of hurting yourself

[  ] Self-harm/Cutting/Burning yourself

[  ] Homicidal thoughts or plans/Thoughts of hurting others

[  ] Poor concentration/Difficulty focusing

[  ] Feelings of hopelessness/Worthlessness

[  ] Feelings of shame or guilt

[  ] Feelings of inadequacy/Low self-esteem

[  ] Anxious/Nervous/Tense feelings

[  ] Panic attacks
[  ] Racing or scrambled thoughts

[  ] Bad or unwanted thoughts

[  ] Flashbacks/Nightmares

[  ] Muscle tensions, aches, etc.

[  ] Hearing voices/Seeing things not there

[  ] Thoughts of running away

[  ] Paranoid thoughts/Thoughts that someone is watching you, out to get you or hurt you

[  ] Feelings of frustration

[  ] Feelings of being cheated

[  ] Perfectionism

[  ] Rituals of counting things, washing hands, checking locks, doors, stove, etc./Overly concerned about germs

[  ] Distorted body image (believe you are heavier or less attractive than others say you are)

[  ] Concerns about dieting

[  ] Feelings of loss of control over eating

[  ] Binge eating/Purging

[  ] Rules about eating/Compensating for eating

[  ] Excessive exercise

[  ] Indecisiveness about career

[  ] Job problems

[  ] Other:

Previous Treatment

Have you received or participated in previous counseling and/or therapy?

[ ] Yes  [ ] No

Additional Information:

What did you like/dislike about previous treatment?

What did you learn about yourself through previous counseling/treatment that may help you?

Is there any type of treatment you would like to continue?

Have you had hospital stays for psychological concerns?
[ ] Yes  [ ] No

Are you currently experiencing thoughts of harming either yourself or someone else?

[ ] Yes    [ ] No

Have you in the past experienced thoughts of harming either yourself or someone else?

[ ] Yes    [ ] No

Developmental History

Are you aware of any difficulties or complications during the time your mother was pregnant with you?
[ ] Yes   [ ] No

If yes, explain:

Did you walk, talk, and read on time?
[  ] Yes [  ] No

Explain:

Do you feel you have completed normal life milestones (school, career, marriage, children, etc.) at appropriate times?

Are you satisfied at where you are in your life?

If not, where would you like to be?

Medical History

List any current or important past medications

Medication & Dose:





Response to Medication:

History of serious childhood illnesses:

Other health concerns, serious illnesses, conditions, or major operations requiring hospitalization during your lifetime:

Have you experienced any head injuries?
[ ] Yes  [ ] No

Important Details:

If yes, did you lose consciousness?
[ ] Yes   [ ] No

Have you experienced convulsions or seizures?
[ ] Yes  [ ] No  

If yes, did you also have a fever? 

[ ] Yes  [ ] No

Explain any allergies you have:

How would you rate your current physical health?

[ ] Excellent

[ ] Very Good

[ ] Good
[ ] Fair

[ ] Poor
[ ] Very Poor

What was the date of your last physical or routine health “check up?”

Do you have a primary care physician?
[ ] Yes   [ ] No

If yes, complete the following:

Name

Address

Phone Number

Family History

Birth Location:

Raised by:  [  ] Mother   [  ] Father   [  ] Step-Mother   [  ] Step-Father
[  ] Other:

Relationship with parent figures:

(good, fair, poor, close, distant, etc.)

Mother:

Father:

Step-parent:

Other:

List your siblings and describe your relationship with them?

Name

Age

Gender

Nature of Relationship

Any history of neglect, and/or physical, verbal, emotional, spiritual, or sexual abuse?

Any family history of substance abuse, mental illness, suicide, or violence?

Any Additional Family Information:

Social History

Describe your relationship with peers and/or friends?

How would you describe your social support network?

Describe your hobbies/interests:

Describe any cultural concerns:

Educational History

When attending school where you:

[  ] In regular classes
[  ] Home Study
[  ] Special classes
[  ] Advanced classes


[  ] Ever suspended
[  ] Placed in alternative school

What is the highest educational level you have completed?

Give any additional important educational information (i.e. Did you like school?  Have a learning disability?)

Occupational History

What is your current employment status?

[ ] Employed Full-Time
[ ] Employed Part-time
[ ] Unemployed
[ ] Self-employed

[ ] Student
[ ] Other

Are you satisfied with your employment?

If not, why?

Marital History

Which best describes your marital status?

[ ] Married, Date: ______
[ ] Never Married
[ ] Widowed, Date: _____


[ ] Separated, Date: _____
[ ] Divorced, Date:_______

If you are married, please briefly describe nature of your marital relationship:

If you are married, which best describes your marital satisfaction?

[ ] Poor [ ] Fair [ ] Good [ ] Great

Please list any previous marriages/significant relationships including current:

Name

Date

Nature of Relationship

Do you have children?
[ ] Yes [ ] No

If yes, complete the following:

First Name

Age

Gender

Nature of Relationship

Are there presently any child custody issues involving you or your family?
[ ] Yes   [ ] No

Does your family currently have Child Protective Services Involvement?
[ ] Yes   [ ] No

If yes please complete the following:

Case Worker’s Name:

Phone:

Substance Abuse History

Are you currently or have you ever struggled with substance abuse? (alcohol, tobacco, marijuana, caffeine, or other)
[ ] Yes
[ ] No

If you answered yes, please complete the following substance abuse history chart.

Substance

Ever Used Yes/No

Age of First Use

Frequency of Use

(Daily, Weekly, Monthly)

Amount Used

How did you use it? (smoked, injected, etc.)

Alcohol

Marijuana

Cocaine or Crack

Heroin

Amphetamines

Club Drugs (Ecstasy, Inhalants, etc.)

Pain Medication (Oxycontin, Vicodin, etc.)

Benzodiazepines

Hallucinogens

Other

Complete the following chart if you have ever received treatment for a substance abuse issue.

Name of Treatment Program

Type of Treatment (Rehab, Intensive Outpatient Program, Partial Hospitalization, Halfway House, Recovery House, Counseling, Methadone, Suboxone)

Date of Treatment (Month, Year)

Outcome (Any Clean time?)

Legal History

Do you currently have any pending criminal charges?
[ ] Yes   [ ] No

Are you on probation?
[ ] Yes   [ ] No

Name of Probation Officer and County

Have you ever been arrested/convicted of a crime?
[ ] Yes  [ ] No:  

If yes, complete chart.

List any Arrests/Convictions

Date of Arrests/Convictions

Outcome (Served time, Community Service, Drug/Alcohol Treatment, etc.)

Additional Information

Summarize your goals for counseling/therapy:

What expectations do you have for counseling/therapy?

Name 5 things you would like to change about yourself.

What are your strengths?

What are your weaknesses?

Is there any additional information that you believe it is important for your counselor to know in order to provide you with the best care possible?

_______________________________  ______________________________

Signature of client or guardian                             Date
Informed Consent
Client-Counselor Service Agreement

Welcome to my practice. This document contains important information about my professional services and business policies. It also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and patient rights about the use and disclosure of your Protected Health Information (PHI) for the purposes of treatment, payment, and health care operations. Although these documents are long and sometimes complex, it is very important that you understand them. When you sign this document, it will also represent an agreement between us. We can discuss any questions you have when you sign them or at any time in the future.

Counseling is a relationship between people that works in part because of clearly defined rights and responsibilities held by each person. As a client in counseling, you have certain rights and responsibilities that are important for you to understand. There are also legal limitations to those rights that you should be aware of. I, as your counselor, have corresponding responsibilities to you. These rights and responsibilities are described in the following sections.

Goals of Counseling

There can be many goals for the counseling relationship. Some of these will be long-term goals such as improving the quality of your life, learning to live with mindfulness and self-actualization. Others may be more immediate goals such as decreasing anxiety and depression symptoms, developing healthy relationships, changing behavior or decreasing/ending drug use. Whatever the goals for counseling, they will be set by the clients according to what they want to work on in counseling. The counselor may make suggestions on how to reach that goal but you decide where you want to go.

Risks/Benefits of Counseling

Counseling is an intensely personal process, which can bring unpleasant memories or emotions to the surface. There are no guarantees that counseling will work for you. Clients can sometimes make improvements only to go backwards after a time. Progress may happen slowly. Counseling requires a very active effort on your part. In order to be most successful, you will have to work on things we discuss outside of sessions.

However, there are many benefits to counseling. Counseling can help you develop coping skills, make behavioral changes, reduce symptoms of mental health disorders, improve the quality of your life, learn to manage anger, learn to live in the present and many other advantages.

Appointments

Appointments will ordinarily be 45-50 minutes in duration, at a frequency and time we agree on. The time scheduled for your appointment is assigned to you and you alone. If you need to cancel or reschedule a session, I ask that you provide me with 24 hours’ notice. If you miss a session without canceling, or cancel with less than 24-hour notice, you will be required to pay for the session [unless we both agree that you were unable to attend due to circumstances beyond your control]. It is important to note that insurance companies do not provide reimbursement for cancelled sessions; thus, you will be responsible the cancellation fee. In addition, you are responsible for coming to your session on time; if you are late, your appointment will still need to end on time.

Confidentiality

Your counselor will make every effort to keep your personal information private. If you wish to have information released, you will be required to sign a consent form before such information will be released. There are some limitations to confidentiality to which you need to be aware. Your counselor may consult with a supervisor or other professional counselor in order to give you the best service. In the event that your counselor consults with another counselor, no identifying information such as your name would be released. Counselors are required by law or mandatory reporting requirements as well as by ethical obligations to release information or make a report when the client poses a risk to themselves, when the client poses a risk to others, in cases of abuse to children or the elderly, or when client's experience unethical behavior by another therapist/counselor. If your counselor receives a court order or subpoena, she may be required to release some information. In such a case, your counselor will consult with other professionals and limit the release to only what is necessary by law.
Confidentiality in Relationship Therapy 

If you and your partner decide on some individual sessions as part of the couples therapy, what you say in individual therapy will be considered part of the couples therapy, and may be discussed in our joint sessions. Do not tell me anything you wish to be kept secret from your partner. 
Confidentiality and Group Therapy
The nature of group counseling makes it difficult to maintain confidentiality. If you choose to participate in group therapy, be aware that your counselor cannot guarantee that other group members will maintain your confidentiality. However, your counselor will make ever effort to maintain your confidentiality by reminding group members frequently of the importance of keeping what is said in the group confidential. Your counselor also has the right to remove any group member from the group should she discover that a group member has violated the confidentiality rule.

Confidentiality and Technology

Some clients may choose to use technology in their counseling sessions. This includes but is not limited to online counseling via Skype, Vsee, telephone, email, text or chat. Due to the nature of online counseling, there is always the possibility that unauthorized persons may attempt to discover your personal information. Your counselor will take every precaution to safeguard your information but cannot guarantee that unauthorized access to electronic communications could not occur. Please be advised to take precautions with regard to authorized and unauthorized access to any technology used in counseling sessions. Be aware of any friends, family members, significant others or co-workers who may have access to your computer, phone or other technology used in your counseling sessions. Should a client have concerns about the safety of their email, your counselor can arrange to encrypt email communication with you.

Confidentiality during Walk & Talk Therapy
Participating in Walk & Talk Therapy and being out in public involves some limits to confidentiality that we can address in several ways. I will do everything that I can to protect your confidentiality during Walk & Talk Therapy Sessions if you choose to participate in this form of treatment, and it is important that we acknowledge and address the risks involved. Some of the ways we can work towards maximum confidentiality are to adjust our walking pace when we need to create distance from others who might be around us, to take another route or direction, or to find another more secluded place to sit and talk. If someone familiar approaches us, we can avoid introductions by politely excusing ourselves.  It is up to you whether you want to acknowledge me as your therapist, and I will follow your lead and always aim towards protecting your confidentiality.  If you choose to participate in this form of treatment, we will discuss any concerns and how you would prefer potential risks to confidentiality to be handled.  

Parental Rights
Clients under 18 years of age should be aware that the law may allow parents to examine their child’s treatment records. However, if the treatment is for suicide prevention, chemical addiction or dependency, or sexual, physical or emotional abuse, the law provides that parents may be prohibited from accessing their child’s records. 

Please be certain that if you are bringing a minor in for evaluation or treatment, you have the legal (custodial) right to do so. If you do not have custody, you must inform us. 

Record Keeping

Your counselor may keep records of your counseling sessions and a treatment plan, which includes goals for your counseling. These records are kept to ensure a direction to your sessions and continuity in service. They will not be shared except with respect to the limits to confidentiality discussed in the Confidentiality section. Should the client wish to have their records released, they are required to sign a release of information, which specifies what information is to be released and to whom. Records will be kept for at least 7 years but may be kept for longer. Records will be kept either electronically on a USB flash drive or in a paper file and stored in a locked cabinet in the counselor’s office.
Professional Fees

You are responsible for paying at the time of your session unless prior arrangements have been made. Payment can be made by check, cash, or credit card. If you refuse to pay your debt, I reserve the right to use an attorney or collection agency to secure payment.  All clients will be asked to sign an authorization to keep credit card information on file for instances of use of teletherapy, missed appointments or late cancellation, or when clients are not carrying any form of payment with them at time of appointment.
If you anticipate becoming involved in a court case, I recommend that we discuss this fully before you waive your right to confidentiality. If your case requires my participation, you will be expected to pay for the professional time required.

Fees are non-negotiable. To receive sliding scale fees, you must present proof of income using the Income Verification Form. Fees are subject to change at counselor’s discretion.
Fee Schedule

90791 psychiatric diagnostic evaluation (Intake) – $145
90834 psychotherapy 45-50 minutes – $145
90837 psychotherapy 75-80 minutes – $217.50
90846 family psychotherapy with or without the patient present – $145
90853 group therapy 90 to 120 minutes –  $50-$75

- Phone calls will be charged a rate of $25 per 15 minutes.

- Reports or letters will be charged a rate of $75 per hour (the rate will be prorated when less time is required)

- Legal proceedings (appearance in court or letter writing) will be charged a rate of $225 per hour with a 3-hour minimum charge that must be paid in advance. 
*Sliding Scale (offered on a limited basis and based on financial need)

individual/family session 45-50 minute - $90

Insurance

If you have a health insurance policy, it will usually provide some coverage for mental health treatment. I do not currently file claims with any insurance companies (except Traditional Medicare), so you will be required to submit documentation to your insurance provider for reimbursement.  I cannot guarantee that your insurance provider will reimburse for services provided as I am not an in-network provider with most insurance companies.

I will supply you with a receipt of payment for services, which you can submit to your insurance company for reimbursement. Please note that not all insurance companies reimburse for out-of-network providers.  

Contacting Me

I am often not immediately available by telephone. I do not answer my phone when I am with clients or otherwise unavailable. At these times, you may leave a message on my confidential voice mail and your call will be returned as soon as possible, but it may take a day or two for non-urgent matters. If you feel you cannot wait for a return call or it is an emergency situation, go to your local hospital or call 911.

Email

Counselor may request client’s email address. Client has the right to refuse to divulge email address. Counselor may use email addresses to periodically check in with clients who have ended therapy suddenly. Counselor may also use email addresses to send newsletters with valuable therapeutic information such as tips for depression or relaxation techniques. If you would like to receive any correspondence through email, please write your email address here:______________________________________________________.
**If you would like to opt out of email correspondence, please check here ______.
Termination of Services

Client has the right to terminate services at any time and would ideally notify therapist of termination of services so that client’s file can be closed. Therapist also has the right to terminate services for the following reasons: hostile/aggressive/threatening behaviors or gestures, when non-compliance with therapy recommendations appears to negatively impact client’s functioning or impacts client’s safety, when client’s needs are outside of therapist’s competencies (referrals will be offered), or when client has met their identified goals and is no longer in need of therapy services.  Termination of services will also result from no contact or appointments with client for over 30 days.
Consent to Treatment

Client Name: _________________________ DOB: ___________ SSN: ______________________
I, _______________________________________, (client/or parent/legal guardian) consent to receive services (consent for myself/my child to receive services) from Christ-Rice Counseling & Consulting beginning _____________________ (today's date). I understand that payment is due at time of service, as cited in the Agreement, and have been informed clearly of fees and payment policies. 

I am aware that the practice of psychotherapy/counseling is not an exact science and as a consequence, I acknowledge that no guarantee has been made to me concerning the result of any evaluation or treatment, which may be rendered. 

It is understood that the information obtained during the services provided will remain confidential except as provided by law, and previously described above. 

I understand the information presented above in this Informed Consent to Treatment agreement and I have also had an opportunity to review the Christ-Rice Counseling & Consulting office policies and the About the Treatment Process as described in this packet. I have had an opportunity to discuss these materials with my clinician and have questions answered. I voluntarily give my consent to treatment and to be subject to the arrangements presented. 

Signature of Client(s) _____________________________________Date____________

Signature of Parent/Legal Guardian (if applicable) _______________________Date_______

In the event of an emergency*, consent is hereby given to contact the following individual

* l) Name________________________________ Telephone #_____________________
*If left blank, we will assume we do not have your permission to contact anyone in case of an emergency. 

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 THIS NOTICE CAREFULLY.  
Your health record contains personal information about you and your health.  This information about you that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services is referred to as Protected Health Information (“PHI”). This Notice of Privacy Practices describes how we may use and disclose your PHI in accordance with applicable law, including the Health Insurance Portability and Accountability Act (“HIPAA”), regulations promulgated under HIPAA including the HIPAA Privacy and Security Rules, and the NASW Code of Ethics.  It also describes your rights regarding how you may gain access to and control your PHI. 

We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy practices with respect to PHI. We are required to abide by the terms of this Notice of Privacy Practices.  We reserve the right to change the terms of our Notice of Privacy Practices at any time.  Any new Notice of Privacy Practices will be effective for all PHI that we maintain at that time. We will provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our website, sending a copy to you in the mail upon request or providing one to you at your next appointment. 

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

For Treatment.  Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing your health care treatment and related services. This includes consultation with clinical supervisors or other treatment team members.  We may disclose PHI to any other consultant only with your authorization. 
For Payment.  We may use and disclose PHI so that we can receive payment for the treatment services provided to you.  This will only be done with your authorization. Examples of payment-related activities are: making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services provided to you to determine medical necessity, or undertaking utilization review activities.  If it becomes necessary to use collection processes due to lack of payment for services, we will only disclose the minimum amount of PHI necessary for purposes of collection.  

For Health Care Operations.  We may use or disclose, as needed, your PHI in order to support our business activities including, but not limited to, quality assessment activities, employee review activities, licensing, and conducting or arranging for other business activities. For example, we may share your PHI with third parties that perform various business activities (e.g., billing or typing services) provided we have a written contract with the business that requires it to safeguard the privacy of your PHI.   For training or teaching purposes PHI will be disclosed only with your authorization. 

Required by Law.  Under the law, we must disclose your PHI to you upon your request.  In addition, we must make disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or determining our compliance with the requirements of the Privacy Rule.

Without Authorization.  Following is a list of the categories of uses and disclosures permitted by HIPAA without an authorization.  Applicable law and ethical standards permit us to disclose information about you without your authorization only in a limited number of situations.  

As a social worker licensed in this state and as a member of the National Association of Social Workers, it is our practice to adhere to more stringent privacy requirements for disclosures without an authorization.  The following language addresses these categories to the extent consistent with the NASW Code of Ethics and HIPAA.

Child Abuse or Neglect. We may disclose your PHI to a state or local agency that is authorized by law to receive reports of child abuse or neglect.  
Abuse or Neglect of Adults who are over 65 years old or who have Special Needs/Disabilities. We may disclose your PHI to a state or local agency that is authorized by law to receive reports of elder abuse or neglect.  
Unethical Conduct by Mental Health Professional.  We may disclose your PHI to a state or local agency or licensing board that is authorized by law to receive reports of unethical conduct by mental health professionals.  
Judicial and Administrative Proceedings. We may disclose your PHI pursuant to a subpoena (with your written consent), court order, administrative order or similar process.
Deceased Patients.  We may disclose PHI regarding deceased patients as mandated by state law, or to a family member or friend that was involved in your care or payment for care prior to death, based on your prior consent. A release of information regarding deceased patients may be limited to an executor or administrator of a deceased person’s estate or the person identified as next-of-kin.  PHI of persons that have been deceased for more than fifty (50) years is not protected under HIPAA.

Medical Emergencies.  We may use or disclose your PHI in a medical emergency situation to medical personnel only in order to prevent serious harm. Our staff will try to provide you a copy of this notice as soon as reasonably practicable after the resolution of the emergency.

Family Involvement in Care. We may disclose information to close family members or friends directly involved in your treatment based on your consent or as necessary to prevent serious harm.
Health Oversight.  If required, we may disclose PHI to a health oversight agency for activities authorized by law, such as audits, investigations, and inspections. Oversight agencies seeking this information include government agencies and organizations that provide financial assistance to the program (such as third-party payors based on your prior consent) and peer review organizations performing utilization and quality control. 
Law Enforcement. We may disclose PHI to a law enforcement official as required by law, in compliance with a subpoena (with your written consent), court order, administrative order or similar document, for the purpose of identifying a suspect, material witness or missing person, in connection with the victim of a crime, in connection with a deceased person, in connection with the reporting of a crime in an emergency, or in connection with a crime on the premises.
Specialized Government Functions.  We may review requests from U.S. military command authorities if you have served as a member of the armed forces, authorized officials for national security and intelligence reasons and to the Department of State for medical suitability determinations, and disclose your PHI based on your written consent, mandatory disclosure laws and the need to prevent serious harm.
Public Health.  If required, we may use or disclose your PHI for mandatory public health activities to a public health authority authorized by law to collect or receive such information for the purpose of preventing or controlling disease, injury, or disability, or if directed by a public health authority, to a government agency that is collaborating with that public health authority. 
Public Safety. We may disclose your PHI if necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public.  If information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat. 
Research.   PHI may only be disclosed after a special approval process or with your authorization. 

Fundraising.  We may send you fundraising communications at one time or another. You have the right to opt out of such fundraising communications with each solicitation you receive.
Verbal Permission. We may also use or disclose your information to family members that are directly involved in your treatment with your verbal permission.

With Authorization.   Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be revoked at any time, except to the extent that we have already made a use or disclosure based upon your authorization.  The following uses and disclosures will be made only with your written authorization: (i) most uses and disclosures of psychotherapy notes which are separated from the rest of your medical record; (ii) most uses and disclosures of PHI for marketing purposes, including subsidized treatment communications; (iii) disclosures that constitute a sale of PHI; and (iv) other uses and disclosures not described in this Notice of Privacy Practices. 
YOUR RIGHTS REGARDING YOUR PHI

You have the following rights regarding PHI we maintain about you.  To exercise any of these rights, please submit your request in writing to our Privacy Officer at ________________________:

· Right of Access to Inspect and Copy.  You have the right, which may be restricted only in exceptional circumstances, to inspect and copy PHI that is maintained in a “designated record set”. A designated record set contains mental health/medical and billing records and any other records that are used to make decisions about your care.  Your right to inspect and copy PHI will be restricted only in those situations where there is compelling evidence that access would cause serious harm to you or if the information is contained in separately maintained psychotherapy notes.  We may charge a reasonable, cost-based fee for copies. If your records are maintained electronically, you may also request an electronic copy of your PHI.  You may also request that a copy of your PHI be provided to another person.

· Right to Amend.  If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the information although we are not required to agree to the amendment. If we deny your request for amendment, you have the right to file a statement of disagreement with us. We may prepare a rebuttal to your statement and will provide you with a copy. Please contact the Privacy Officer if you have any questions.

· Right to an Accounting of Disclosures.  You have the right to request an accounting of certain of the disclosures that we make of your PHI.  We may charge you a reasonable fee if you request more than one accounting in any 12-month period.

· Right to Request Restrictions.  You have the right to request a restriction or limitation on the use or disclosure of your PHI for treatment, payment, or health care operations.  We are not required to agree to your request unless the request is to restrict disclosure of PHI to a health plan for purposes of carrying out payment or health care operations, and the PHI pertains to a health care item or service that you paid for out of pocket. In that case, we are required to honor your request for a restriction.  
· Right to Request Confidential Communication.  You have the right to request that we communicate with you about health matters in a certain way or at a certain location.  We will accommodate reasonable requests.  We may require information regarding how payment will be handled or specification of an alternative address or other method of contact as a condition for accommodating your request.  We will not ask you for an explanation of why you are making the request.

· Breach Notification. If there is a breach of unsecured PHI concerning you, we may be required to notify you of this breach, including what happened and what you can do to protect yourself.

· Right to a Copy of this Notice.  You have the right to a copy of this notice.
COMPLAINTS

If you believe we have violated your privacy rights, you have the right to file a complaint in writing with our Privacy Officer at Christ-Rice Counseling & Consulting, 5311 Kirby Dr, Suite 204, Houston, TX 77007 or with the Secretary of Health and Human Services at 200 Independence Avenue, S.W.  Washington, D.C. 20201 or by calling (202) 619-0257.  We will not retaliate against you for filing a complaint.  

The effective date of this Notice is September 2013.
Notice of Privacy Practices Receipt 

and Acknowledgment of Notice

Patient/Client Name: _______________________________________
DOB:  ___________________________________________________
SSN: ____________________________________________________         





        

I hereby acknowledge that I have received and have been given an opportunity to read a copy of Christ-Rice Counseling & Consulting’s Notice of Privacy Practices.  I understand that if I have any questions regarding the Notice or my privacy rights, I can contact Deniece Christ-Rice at deniece@christ-ricecounseling.com or 832-910-9599.
_________________________________________________________________

Signature of Patient/Client







Date
_________________________________________________________________

Signature or Parent, Guardian or Personal Representative (

 
Date  



__________________________________________________________________

*  If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual (power of attorney, healthcare surrogate, etc.).

· Patient/Client Refuses to Acknowledge Receipt:
_________________________________________________________________


Signature of Staff Member







Date
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Authorization To Bill Health Insurance/Assignment of Benefits
I _________________________ (print name) do hereby give full permission and authorize Christ-Rice Counseling & Consulting (CRCC) to bill Medicare/Medicaid for services rendered by Christ-Rice Counseling & Consulting (CRCC). I also agree to have any checks or payment made by said insurance company to be payable and deliverable to: 

Christ-Rice Counseling & Consulting (CRCC)
5311 Kirby Dr, Suite 204

Houston, TX 77005 

By signing this document, I also agree to the following statements below: 

I understand that I am responsible for understanding information about my health insurance policy and providing such information to Christ-Rice Counseling & Consulting (CRCC), for correct billing. I am also responsible to notify Christ-Rice Counseling & Consulting (CRCC) in the case of change of my health insurance status – inclusive benefits and any information I receive relating to care I have or will receive in this office. 

I understand that Christ-Rice Counseling & Consulting (CRCC) will be providing services and billing my health insurance for those services at various times during the course of my care at this office. I understand that ultimately I am responsible for all payment relating to any and all charges relating to treatment and services that I have received at Christ-Rice Counseling & Consulting (CRCC) during my care. I also understand that my insurance company and related policy plan may offer benefits for services provided at Christ-Rice Counseling & Consulting (CRCC), but that such benefits do not necessarily guarantee payment for those services. 

I understand that the policy of Christ-Rice Counseling & Consulting (CRCC) requires payment in full for all services rendered at the time of visit, unless other financial arrangements have been made. If my account is not paid within 90 days of the date of service and no other financial arrangements have been made, I will be responsible for all legal fees, collection agency fees, and any other expenses incurred in collecting my account (normal charge - 33% in addition to your outstanding balance due in our office). I understand the above information and agree that my health history and related information was completed correctly to the best of my knowledge and understand that it is my responsibility to alert Christ-Rice Counseling & Consulting (CRCC) of any change in my medical status or insurance coverage. 

The undersigned does agree to observe and abide by all of the statements made above. 

______________________________________ 

_________________________
Client’s Signature 






Date 

______________________________________

__________________________ Representative of Christ-Rice Counseling & Consulting (CRCC)

Date 

AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION
(Page 1 of 2)
Consent for Release of Information
	Client Information
	Name _____________________________        Date of Birth _______________

Address _______________________________________________________

City ______________________State _____  Zip Code _____            Phone Number______________________

	Clinic/Health Care Provider
Provider of Information
	Name:  Deniece Christ-Rice, LCSW
Address:  5311 Kirby Dr, Suite 204
City:  Houston                            State:  Texas   Zip Code:  77005          Phone/Fax Number:  832-910-9599

	Receiving Party
Recipient of Information
	Name ________________________ Relationship to Client_______________

Address _______________________________________________________

City _____________________State ______  Zip Code ______________ Phone/Fax Number____________________

	Information to Be Released
What will be released?
	□Whether the client is in treatment or not

□Prognosis (diagnosis, opinion of how treatment will benefit client, general peculiarities of case)

□Nature of the project (Services offered, purpose and philosophy of program)  

□Brief statement regarding progress 

(client’s denial, client’s understanding of their condition and the disease concept, progress or 

lack of progress on goals, cooperation with treatment plan and rules)

□Brief statement regarding relapse and frequency of relapse (cannot identify specific drugs)

	Purpose of Release
Why is information being released?
	□Referral to other services                     □Coordination of care

□Consultation with Doctor                     □Consultation with other mental health provider

□Transfer of care                                      □Other ____________________________________

	
	


Signature of Client _____________________________________  Date_______________________

Signature of Provider ___________________________________  Date______________________

This authorization lasts for one year after the date you sign it unless you enter a different date or expiration here: ______________. This authorization may be canceled in writing at any time. A photocopy/fax of this authorization will be treated in the same way as an original. Your signature indicates that you have read and understand this form, and authorize release of your information as described above. I understand that I may refuse to sign this authorization and that refusal to sign will not affect treatment.

FOR THE RECIPIENT OF THE INFORMATION:  If any of the requested records contain information regarding alcohol or drug abuse treatment, it may be protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules prohibit you from making any further disclosure of this information unless further use or disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2.  A general authorization for the use or release of medical or other information is NOT sufficient for this purpose.  The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.
PATIENT RIGHTS AND HIPAA AUTHORIZATIONS (Page 2 of 2) 
The following specifies your rights about this authorization under the Health Insurance Portability and Accountability Act of 1996, as amended from time to time (“HIPAA”). 
1. Tell your mental health professional if you don’t understand this authorization, and they will explain it to you. 

2. You have the right to revoke or cancel this authorization at any time, except: (a) to the extent information has already been shared based on this authorization; or (b) this authorization was obtained as a condition of obtaining insurance coverage. To revoke or cancel this authorization, you must submit your request in writing to your mental health professional and your insurance company, if applicable. 

3. You may refuse to sign this authorization. Your refusal to sign will not affect your ability to obtain treatment, make payment, or affect your eligibility for benefits. If you refuse to sign this authorization, and you are in a research-related treatment program, or have authorized your provider to disclose information about you to a third party, your provider has the right to decide not to treat you or accept you as a client in their practice. 

4. Once the information about you leaves this office according to the terms of this authorization, this office has no control over how it will be used by the recipient. You need to be aware that at that point your information may no longer be protected by HIPAA. 

5. If this office initiated this authorization, you must receive a copy of the signed authorization. 

6. Special Instructions for completing this authorization for the use and disclosure of Psychotherapy Notes. HIPAA provides special protections to certain medical records known as “Psychotherapy Notes.” All Psychotherapy Notes recorded on any medium (i.e., paper, electronic) by a mental health professional (such as a psychologist or psychiatrist) must be kept by the author and filed separate from the rest of the client’s medical records to maintain a higher standard of protection. “Psychotherapy Notes” are defined under HIPAA as notes recorded by a health care provider who is a mental health professional documenting or analyzing the contents of conversation during a private counseling session or a group, joint, or family counseling session and that are separate from the rest of the individual’s medical records. Excluded from the “Psychotherapy Notes” definition are the following: (a) medication prescription and monitoring, (b) counseling session start and stop times, (c) the modalities and frequencies of treatment furnished, (d) the results of clinical tests, and (e) any summary of: diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date. 

In order for a medical provider to release “Psychotherapy Notes” to a third party, the client who is the subject of the Psychotherapy Notes must sign this authorization to specifically allow for the release of Psychotherapy Notes. Such authorization must be separate from an authorization to release other medical records. 
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