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Psychologist – Client Contract 

 

Outpatient Services Contract 
 

Welcome to my practice.  This document contains important information about my professional 

services and business policies.  Please read it carefully and jot down any questions you might 

have so that we can discuss them at our next meeting.  When you sign this document, it will 

represent an agreement between us.   
 

Psychological Services 
 

Psychological services are not easily described in general statements.  It varies depending on the 

personalities of the psychologist and the client and the particular problems presented.  There are 

many different methods I may use to deal with the problems that you and your family hope to 

address.  Psychological services are not like a medical doctor visit.  Instead, it calls for a very 

active effort on your part.  In order for treatment to be successful you and your family will have 

to work on the things we talk about both during our sessions and at home.   

 Psychological services can have benefits and risks.  Since treatment often involves 

discussing many aspects of you and your family’s life, you may experience uncomfortable 

feelings like sadness, guilt, anger, frustration, loneliness, and helplessness.  On the other hand, 

treatment has also been shown to have benefits for those who go through it.  Psychological 

treatment may lead to better relationships, solutions to specific problems, and significant 

reduction in feelings of distress.  But there are no guarantees of what you will experience.   

 Our first few sessions will involve an evaluation of your needs.  By the end of the 

evaluation, I will be able to offer you some first impressions of what our work will include and a 

treatment plan to follow, if you decide to continue with therapy.  You should evaluate this 

information along with your own opinions of whether you feel comfortable working with 

me.  Treatment involves a large commitment of time, money and energy so you should be very 

careful about the psychologist you select.  If you have questions about my procedures, we should 

discuss them whenever they arise.  If your doubts persist, I will be happy to help you set up a 

meeting with another behavioral health professional for a second opinion.   



Meetings 
 

I normally conduct an evaluation that will last from 2 to 4 sessions.  During this time, we can 

both decide whether I am the best person to provide the services you need in order to meet your 

treatment goals.  If treatment is begun, I will usually schedule one 50-minute session (one 

appointment hour of 50 minutes duration) per week at a time we agree on, although some 

sessions may be longer or more frequent.  Once an appointment hour is scheduled, you will be 

expected to pay for it unless you provide 24 hours advance notice of cancellation [unless we both 

agree that you were unable to attend due to circumstances beyond your control].  If it is possible, 

I will try to find another time to reschedule the appointment.   
 

Professional Fees 
 

My hourly fee is $125.  A sliding scale fee schedule is available for those families who 

qualify.  In addition to weekly appointments, I charge this amount for other professional services 

you may need, though I will break down the hourly cost if I work for periods of less than one 

hour.  Other services include report writing, telephone conversations lasting longer than 15 

minutes, attendance at meetings with other professionals you have authorized, preparation of 

records or treatment summaries, and the time spent performing any other service you may 

request of me.  If you become involved in legal proceedings that require my participation, you 

will be expected to pay for my professional time.   
 

Billing and Payments 
 

You will be expected to pay for each session at the time it is held, unless we agree otherwise or 

unless you have insurance coverage that requires another arrangement.  Payment schedules for 

other professional services will be agreed to when they are requested.  In circumstances of 

unusual financial hardship, I may be willing to negotiate a fee adjustment or payment installment 

plan. 

 If your account has not been paid for more than 60 days and arrangements for payment 

have not been agreed upon, I have the option of using legal means to secure the payment.  This 

may involve hiring a collection agency or going through small claims court.  If such legal action 

is necessary, its costs will be included in the claim.  In most collection situations, the only 

information I release regarding a client’s treatment is his/her name, the nature of the services 

provided, and the amount due.   
 

Insurance Reimbursement 
 

In order for us to set realistic treatment goals and priorities, it is important to evaluate what 

resources you have available to pay for your treatment.  If you have a health insurance policy, it 

will usually provide some coverage for behavioral health treatment.  I will fill out forms and 

provide you with whatever assistance I can in helping you receive the benefits to which you are 



entitled; however, you (not your insurance company) are responsible for full payment of my 

fees.  It is very important that you find out exactly what behavioral health services your 

insurance policy covers.   

 You should carefully read the section in your insurance coverage booklet that describes 

mental health services.  If you have questions about the coverage, call your plan administrator.  I 

will provide you with whatever information I can based on my experience and will be happy to 

help you in understanding the information you receive from your insurance company.  If it is 

necessary to clear confusion, I will be willing to call the company on your behalf.   

 Due to the rising costs of health care, insurance benefits have increasingly become more 

complex.  It is sometimes difficult to determine exactly how much mental health coverage is 

available.  Manage health care plans such as HMO’s and PPO’s often require authorization 

before they provide reimbursement for mental health services.  These plans are often limited to 

short-term treatment approaches designed to work out specific problems that interfere with a 

person’s usual level of functioning.  It may be necessary to seek approval for more therapy after 

a certain number of sessions.  While a lot can be accomplished in short-term therapy, some 

clients feel that they need more services after insurance benefits end.  [Some managed care plans 

will not allow me to provide services to you once your benefits end.  If this is the case, I will do 

my best to find you another provider who will help you continue your psychotherapy.] 

 You should also be aware that most insurance companies require you to authorize me to 

provide them with a clinical diagnosis.  Sometimes I have to provide additional clinical 

information such as treatment plans or summaries, or copies of the entire record (in rare 

cases).  This information will become part of the insurance company files and will probably be 

stored in a computer.  Though all insurance companies claim to keep such information 

confidential, I have no control over what they do with it once it is in their hands.  In some cases, 

they may share the information with a national medical information databank.  I will provide you 

with a copy of any report I submit if you request it.   

 Once we have all of the information about your insurance coverage, we will discuss what 

we can expect to accomplish with the benefits that are available and what will happen if they run 

out before you feel ready to end our session.  It is important to remember that you always have 

the right to pay for my services yourself to avoid the problems described above [unless 

prohibited by contract].   
 

Contacting Me 
 

Due to the nature of my work, I am often not immediately available by telephone.  I do have call 

in hours between 8:00 and 9:00 pm and between 6:30 and 7:30 am.  I can be reached on my cell 

phone (914) 805-3094 and when I am unavailable; my telephone is answered by voice mail 

[which I monitor frequently].  I will make every effort to return your call on the same day you 

make it, with the exception of weekends and holidays.  If you are difficult to reach, please inform 

me of times when you will be available.  [In emergencies, you can try me at my home number 

(845-386-1406).  If you are unable to reach me and feel that you can’t wait for me to return your 

call, contact your family physician or the nearest emergency room and ask for the 

clinician/psychologist/psychiatrist on call.  If I will be unavailable for an extended time, I will 

provide you with the name of a colleague to contact, if necessary.   
 



Professional Records 
 

The laws and standards of my profession require that I keep treatment records.  You are entitled 

to receive a copy of your records, or I can prepare a summary for you instead.  Because these are 

professional records, the can be misinterpreted by and/or upsetting to untrained readers.  If you 

wish to see your records, I recommend that you review them in my presence so that we can 

discuss the content.  [I am sometimes willing to conduct a review meeting without 

charge.]  Clients will be charged an appropriate fee for any professional time spent responding to 

information requests.   
 

Minors 
 

If you are under 18 years of age, please be aware that the law may provide your parents with the 

right to examine your treatment records.  It is my policy to request an agreement from parents 

that they agree to give up access to your records.  If they agree, I will provide them only with 

general information about our work together; unless I fell there is a high risk that you will 

seriously harm yourself or someone else.  In this case, I will notify them of my concern.  I will 

also provide them with a summary of your treatment when it is complete.  Before giving them 

any information, I will discuss the matter with you, if possible, and do my best to handle any 

objections you may have about what I am prepared to discuss.  At the end of your treatment, I 

will prepare a summary of our work together for your parents, and we will discuss it before I 

send it to them. 
 

Confidentiality 
 

In general, the law protects the privacy of all communications between a client and a 

psychologist, and I can release information about our work to others only with your written 

permission.  But there are a few exceptions.   

 In most legal proceedings, you have the right to prevent me from providing any 

information about your treatment.  In some proceedings involving child custody and those in 

which your emotional condition is an important issue, a judge may order my testimony if he or 

she determines that the issues demand it.   

 There are some situations in which I am legally obligated to take action to protect others 

from harm, even if I have to reveal some information about a client’s treatment.  For example, if 

I believe that a child, elderly person, or disabled person is being abused, I must file a report with 

the appropriate state agency.   

 If I believe that a client is threatening serious bodily harm to another, I am [may be] 

required to take protective actions.  These actions may include notifying the potential victim, 

contacting the police, or seeking hospitalization for the client.  If the client threatens to harm 

himself or herself, I may be obligated to seek hospitalization for him or her or to contact family 

members or others who can help provide protection.   

 These situations have rarely occurred in my practice.  If a similar situation occurs, I will 

make every effort to fully discuss it with you before taking action.  I may occasionally find it 



helpful to consult with other professionals about a case.  During a consultation, I make every 

effort to avoid revealing the identity of my client.  The consultant is also legally bound to keep 

the information confidential.  If you don’t object I will not tell you about these consultations 

unless I feel it is important to our work together.   

 While this written summary of expectations to confidentiality should prove helpful in 

informing you of potential problems, it is important that we discuss any questions or concerns 

that you may have at our next meeting.  I will be happy to discuss these issues with you if you 

need specific advise, but formal legal advice may be needed because the laws governing 

confidentiality are quite complex.   

 Your signature below indicates that you have read the information in this document and 

agree to abide by its terms during our professional relationship.   
 

 

Signiture:________________________________________________________________ 
 

 

Name (printed):___________________________________________________________ 
 

 

Date:___________________________________________________________________ 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Returned Check Policy 

Our practice is happy to accept personal checks as payment for 

sessions and copays.  However, if a check is returned for any 

reason, a $25 charge will be added to your account 

balance.  Payment must be made within thirty days of receiving 

the returned check. 

_______________________________________________          

Patient Name (Please 

Print)                                                                                      

________________________ 

Date 

_________________________________________________      

                                                  

Signature of Patient/Guardian 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appointment Cancellation/No Show Policy 

 

 

The policy of this office is to encourage clients to notify our office at least 24 hours in advance 

if you are unable to keep an appointment. Likewise, we require clients to arrive punctually for their 

scheduled appointment to avoid any unnecessary delays or inconveniencing of others.   
 

It is further understood that failure to give 24-hour notice of cancellation or not showing up for an 

appointment can result in a charge of $25.00 with reasonable consideration of circumstances, 

including unforeseen emergencies or sickness.  This charge is non-covered by your insurance 

company and is your financial responsibility.  The signature of the patient and/or guardian below 

acknowledges the understanding of the above. 
 

 

 

_________________________________________________ _______________________ 

Patient Name (Please Print)      Date 
 

 

_________________________________________________      

Signature of Patient/Guardian 
 

 

 

 

 

 

 

 

 

 

 

 



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. 
 

Privacy is a very important concern for all those who come to this office. It is also complicated, because 

of the many federal and state laws and our professional ethics. Because the rules are so complicated, some 

parts of this notice are very detailed, and you probably will have to read them several times to understand 

them. If you have any questions, our privacy officer will be happy to help you understand our procedures 

and your rights. His or her name and address are at the end of this notice. 
 

Contents of this notice 
A. Introduction: To our clients 
B. What we mean by your medical information 
C. Privacy and the laws about privacy 
D. How your protected health information can be used and shared 
1. Uses and disclosures with your consent 
a. The basic uses and disclosures: For treatment, payment, and health care operations 
b. Other uses and disclosures in health care 
2. Uses and disclosures that require your authorization 
3. Uses and disclosures that don’t require your consent or authorization 
a. When required by law 
b. For law enforcement purposes 
c. For public health activities 
d. Relating to decedents 
e. For specific government functions 
f. To prevent a serious threat to health or safety 
4. Uses and disclosures where you have an opportunity to object 
5. An accounting of disclosures we have made 
E. Your rights concerning your health information 
F. If you have questions or problems 
 

A. Introduction: To our clients 
This notice will tell you how we handle your medical information. It tells how we use this information 

here in this office, how we share it with other professionals and organizations, and how you can see it. We 

want you to know all of this so that you can make the best decisions for yourself and your family. If you 

have any questions or want to know more about anything in this notice, please ask our privacy officer for 

more explanations or more details. 
 

B. What we mean by your medical information 
Each time you visit us or any doctor’s office, hospital, clinic, or other health care provider, information is 

collected about you and your physical and mental health. It may be information about your past, present, 

or future health or conditions, or the tests and treatment you got from us or from others, or about payment 

for health care. The information we collect from you is called “PHI,” which stands for “protected health 

information.” This information goes into your medical or health care records in our office. In this 

office, your PHI is likely to include these kinds of information: 



_ Your history: Things that happened to you as a child; your school and work experiences; your marriage 

and other personal history. 
_ Reasons you came for treatment: Your problems, complaints, symptoms, or needs. 
_ Diagnoses: These are the medical terms for your problems or symptoms. 
_ A treatment plan: This is a list of the treatments and other services that we think will best help you. 
_ Progress notes: Each time you come in, we write down some things about how you are doing, what we 

notice about you, and what you tell us. 
_ Records we get from others who treated you or evaluated you. 
_ Psychological test scores, school records, and other reports. 
_ Information about medications you took or are taking. 
_ Legal matters. 
_ Billing and insurance information 
There may also be other kinds of information that go into your health care records here. 
We use PHI for many purposes. For example, we may use it: 
_ To plan your care and treatment. 
_ To decide how well our treatments are working for you. 
_ When we talk with other health care professionals who are also treating you, such as your family doctor 

or the professional who referred you to us. 
_ To show that you actually received services from us, which we billed to you or to your health insurance 

company. 
_ For teaching and training other health care professionals. 
_ For medical or psychological research. 
_ For public health officials trying to improve health care in this area of the country. 
_ To improve the way we do our job by measuring the results of our work. 
When you understand what is in your record and what it is used for, you can make better decisions about 

who, when, and why others should have this information. 
 

Although your health care records in our office are our physical property, the information belongs to you. 

You can read your records, and if you want a copy we can make one for you (but we may charge you for 

the costs of copying and mailing, if you want it mailed to you). In some very rare situations, you cannot 

see all of what is in your records. If you find anything in your records that you think is incorrect or 

believe that something important is missing, you can ask us to amend (add information to) your records, 

although in some rare situations we don’t have to agree to do that. If you want, our privacy officer, whose 

name is at the end of this notice, can explain more about this. 
 

C. Privacy and the laws about privacy 
We are required to tell you about privacy because of a federal law, the Health Insurance Portability and 

Accountability Act of 1996 (HIPAA). HIPAA requires us to keep your PHI private and to give you this 

notice about our legal duties and our privacy practices. We will obey the rules described in this notice. If 

we change our privacy practices, they will apply to all the PHI we keep. We will also post the new notice 

of privacy practices in our office where everyone can see. You or anyone else can also get a copy from 

our privacy officer at any time. 
 

D. How your protected health information can be used and shared 
Except in some special circumstances, when we use your PHI in this office or disclose it to others, we 

share only the minimum necessary PHI needed for those other people to do their jobs. The law gives you 

rights to know about your PHI, to know how it is used, and to have a say in how it is shared. So we will 

tell you more about what we do with your information.  Mainly, we will use and disclose your PHI for 



routine purposes to provide for your care, and we will explain more about these below. For other uses, we 

must tell you about them and ask you to sign a written authorization form.  However, the law also says 

that there are some uses and disclosures that don’t need your consent or authorization. 
1. Uses and disclosures with your consent: 

After you have read this notice, you will be asked to sign a separate consent form to allow us to use 
and share your PHI. In almost all cases we intend to use your PHI here or share it with other people or 
organizations to provide treatment to you, arrange for payment for our services, or some other business 
functions called “health care operations.” In other words, we need information about you and your condition 

to provide care to you. You have to agree to let us collect the information, use it, and share it to care for 

you properly. Therefore, you must sign the consent form before we begin to treat you. If you do not agree 

and consent we cannot treat you. 
a. The basic uses and disclosures: For treatment, payment, and health care operations 
Next we will tell you more about how your information will be used for treatment, payment, and health 
care operations. 
For treatment. We use your medical information to provide you with psychological treatments or services. 

These might include individual, family, or group therapy; psychological, educational, or vocational testing; 

treatment planning; or measuring the benefits of our services. 
We may share your PHI with others who provide treatment to you. We are likely to share your 
information with your personal physician. If you are being treated by a team, we can share some of 
your PHI with the team members, so that the services you receive will work best together. The other 
professionals treating you will also enter their findings, the actions they took, and their plans into your 
medical record, and so we all can decide what treatments work best for you and make up a treatment 
plan. We may refer you to other professionals or consultants for services we cannot provide. When we 
do this, we need to tell them things about you and your conditions. We will get back their findings and 
opinions, and those will go into your records here. If you receive treatment in the future from other 
professionals, we can also share your PHI with them. These are some examples so that you can see 
how we use and disclose your PHI for treatment. 
For payment. We may use your information to bill you, your insurance, or others, so we can be paid for 
the treatments we provide to you. We may contact your insurance company to find out exactly what 
your insurance covers. We may have to tell them about your diagnoses, what treatments you have 
received, and the changes we expect in your conditions. We will need to tell them about when we met, 
your progress, and other similar things. 
For health care operations. Using or disclosing your PHI for health care operations goes beyond our care 
and your payment. For example, we may use your PHI to see where we can make improvements in the 
care and services we provide. We may be required to supply some information to some government 
health agencies, so they can study disorders and treatment and make plans for services that are needed. 
If we do, your name and personal information will be removed from what we send. 
b. Other uses and disclosures in health care 
Appointment reminders. We may use and disclose your PHI to reschedule or remind you of appointments 
for treatment or other care. If you want us to call or write to you only at your home or your 
work, or you prefer some other way to reach you, we usually can arrange that. Just tell us. 
Treatment alternatives. We may use and disclose your PHI to tell you about or recommend possible 
treatments or alternatives that may be of help to you. 
Other benefits and services. We may use and disclose your PHI to tell you about health-related benefits 
or services that may be of interest to you. 
Research. We may use or share your PHI to do research to improve treatments—for example, comparing 
two treatments for the same disorder, to see which works better or faster or costs less. In all 
cases, your name, address, and other personal information will be removed from the information given 
to researchers. If they need to know who you are, we will discuss the research project with you, and 
we will not send any information unless you sign a special authorization form. 
Business associates. We hire other businesses to do some jobs for us. In the law, they are called our 



“business associates.” Examples include a copy service to make copies of your health records, and a 

billing service to figure out, print, and mail our bills. These business associates need to receive some of 
your PHI to do their jobs properly. To protect your privacy, they have agreed in their contract with us 
to safeguard your information. 
2. Uses and disclosures that require your authorization 
If we want to use your information for any purpose besides those described above, we need your 

permission on an authorization form. We don’t expect to need this very often. If you do allow us to use 

or disclose your PHI, you can cancel that permission in writing at any time. We would then stop using or 

disclosing your information for that purpose. Of course, we cannot take back any information we have 
already disclosed or used with your permission. 
3.Uses and disclosures that don’t require your consent or authorization.  
The law lets us use and disclose some of your PHI without your consent or authorization in some cases. 

Here are some examples of when we might do this. 
a. When required by law 
There are some federal, state, or local laws that require us to disclose PHI: 
_ We have to report suspected child abuse. 
_ If you are involved in a lawsuit or legal proceeding, and we receive a subpoena, discovery request, or 

other lawful process,we may have to release some of your PHI. We will only do so after trying to tell you 

about the request, consulting your lawyer, or trying to get a court order to protect the information they 
requested. 
_ We have to disclose some information to the government agencies that check on us to see that we are 
obeying the privacy laws. 
b. For law enforcement purposes 
We may release medical information if asked to do so by a law enforcement official to investigate a 
crime or criminal. 
c. For public health activities 
We may disclose some of your PHI to agencies that investigate diseases or injuries. 
d. Relating to decedents 
We may disclose PHI to coroners, medical examiners, or funeral directors, and to organizations relating 
to organ, eye, or tissue donations or transplants. 
e. For specific government functions 
We may disclose PHI of military personnel and veterans to government benefit programs relating to 

eligibility and enrollment. We may disclose your PHI to workers’ compensation and disability programs, 

to correctional facilities if you are an inmate, or to other government agencies for national security 

reasons. 
f. To prevent a serious threat to health or safety. If we come to believe that there is a serious threat to your 

health or safety, or that of another person or the public, we can disclose some of your PHI. We will only 

do this to persons who can prevent the danger. 
4. Uses and disclosures where you have an opportunity to object 
We can share some information about you with your family or close others. We will only share 

information with those involved in your care and anyone else you choose, such as close friends or clergy. 

We will ask you which persons you want us to tell, and what information you want us to tell them, about 

your condition or treatment. You can tell us what you want, and we will honor your wishes as long as it is 

not against the law. If it is an emergency, and so we cannot ask if you disagree, we can share information 

if we believe that it is what you would have wanted and if we believe it will help you if we do share it. If 

we do share information, in an emergency, we will tell you as soon as we can. If you don’t approve we 

will stop, as long as it is not against the law. 
5. An accounting of disclosures we have made 
When we disclose your PHI, we may keep some records of whom we sent it to, when we sent it, and what 

we sent. You can get an accounting (a list) of many of these disclosures. 
 



E. Your rights concerning your health information 
1. You can ask us to communicate with you about your health and related issues in a particular way or at a 
certain place that is more private for you. For example, you can ask us to call you at home, and not at 

work, to schedule or cancel an appointment. We will try our best to do as you ask. 
2. You have the right to ask us to limit what we tell people involved in your care or with payment for your 
care, such as family members and friends. We don’t have to agree to your request, but if we do agree, we 
will honor it except when it is against the law, or in an emergency, or when the information is necessary 
to treat you. 
3. You have the right to look at the health information we have about you, such as your medical and 

billing records. You can get a copy of these records, but we may charge you. Contact our privacy officer 

to arrange how to see your records. (See below.) 
4. If you believe that the information in your records is incorrect or missing something important, you can 
ask us to make additions to your records to correct the situation. You have to make this request in writing 
and send it to our privacy officer. You must also tell us the reasons you want to make the changes. 
5. You have the right to a copy of this notice. If we change this notice, we will post the new one in our 

waiting area, and you can always get a copy from the privacy officer. 
6. You have the right to file a complaint if you believe your privacy rights have been violated. You can 

file a complaint with our privacy officer and with the Secretary of the U.S. Department of Health and 

Human Services. All complaints must be in writing. Filing a complaint will not change the health care we 

provide to you in any way. You may have other rights that are granted to you by the laws of our state, and 

these may be the same as or different from the rights described above. We will be happy to discuss these 

situations with you now or as they arise. 
 

F. If you have questions or problems 
If you need more information or have questions about the privacy practices described above, please speak 

to the privacy officer, whose name and telephone number are listed below. If you have a problem with 

how your PHI has been handled, or if you believe your privacy rights have been violated, contact the 

privacy officer. As stated above, you have the right to file a complaint with us and with the Secretary of 

the U.S. Department of Health and Human Services. We promise that we will not in any way limit your 

care here or take any actions against you if you complain. 
 

If you have any questions or problems about this notice or our health information privacy policies, please 

contact our privacy officer, who is Sara Belmont and can be reached by phone at 845-395-0066 or 
by e-mail at sara_belmont@yahoo.com. The effective date of this notice is September 7, 2012. 
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Patient Notification of Privacy Rights 

 

The Health Insurance Portability and Accountability Act (HIPAA) has created new patient 
protections surrounding the use of protected health information. Commonly referred to as 
the “medical records privacy law,” HIPPA provides patient protections related to the electronic 
transmission of data (“the transaction rules”), the keeping and use of patient records (“privacy 
rules”), and storage and access to health care records (“the security rules”). HIPPA applies to 
all health care providers, including mental health care and providers and health care agencies 
throughout the country are now required to provide patients a notification of their privacy rights 
as it relates to their health care records. You may have already received similar notices such as 
this on from your other health care providers. 
 

As you might expect, the HIPAA law and regulations are extremely detailed and difficult to grasp if you 

don’t have formal legal training. My “Notice of Privacy Practices” is my attempt to inform you of your 

rights in a simple yet comprehensive fashion. Please read this document as it is important you know what 

patient protections HIPAA affords all of us. In mental health care, confidentiality and privacy are central 

to the success of the therapeutic relationship and as such, you will find I will do all I can do to protect the 

privacy of your mental health records. If you have any questions about any of the matters discussed in this 

document, please do not hesitate to ask me for further clarification.  
 

By law, I am required to secure your signature indicating you have received this Patient Notification of 

Privacy Rights Document. Thank you for your thoughtful consideration of these 
matters. 
 

Sincerely, 
William Mack Bartels, Psy.D. 
 

 

Name (print)________________________________________ Date_____________________   

Signature ___________________________________________________________________  

When patient is a minor, or is unable to give consent, the signature of a parent, guardian, or other 

representative is required.  

Print Name_________________________________________ Date_____________________ 

Signature of Representative____________________________________________________      

Relationship to Patient_________________________________________________________ 

 

 



Informed Consent For Treatment  
 

 

I hereby request that _____________________________born_________________and  

                                  Participant Name                     Date of Birth 

residing at ______________________________________________________________ 

                  Street Address                                                      City                          State                        Zip Code     

___________________________be accepted for psychiatric, mental health, or alcohol  
Telephone Number 
and drug abuse treatment as described to me.   
 

1.  I give my authorization and consent to receive outpatient diagnostic and treatment services 

from________________________________________. 

                     Provider 

2.  I have been given information regarding my rights and responsibilities as a participant.   
 

3.  I have been given information regarding the limits of confidentiality of my records.   
 

4.  I have been given information regarding the cost of services from  

_____________________________.  I understand that I responsible to pay a copay and  
Provider 
that it is payable each time I come from treatment. 

5.  I understand that I may address any concerns or grievances with my therapist or any other 

insurance company representative at any time.  I understand that I may also contact the licensing 

board, which regulates my therapist’s professional practice. 

6.  I am freely choosing to enter into treatment, and I understand that I may discontinue treatment 

at any time.   

7.  I have been given information about the advantages and disadvantages of the treatment 

recommended as well as other alternatives.   
 

_______________________________________      ______________________________ 
Signature of Participant or Legal Consenter                                                           Date 
_______________________________________      ______________________________ 
Witness                                                                                                                    Date 
 

MINOR (Emancipated Minors Only): 

Due to the following reason ________________________________________________, 

                                               Reason 

I have the legal capacity under applicable ________________________ law to apply for  

                                                                    State 

consent to such treatment and services mentioned in this form, without parental consent. 
 



_______________________________________________    _______________________ 
Signature of Participant                                                                                                            Date 
_______________________________________________    _______________________ 
Witness                                                                                                                                       Date 
 

PARENT OR GUARDIAN: 

I, ____________________________________________, do hereby state that I am the  
       Parent or Legal Guardian 
Natural parent or legal guardian of the participant; therefore, I am authorized to make this 

request for and give my consent to the treatment and services mentioned in this form.     
 

______________________________________________    ________________________ 
Signature of Participant                                                                                                           Date 
______________________________________________    ________________________ 
Witness                                                                                                                                    Date 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Mental Health Provider/ 

Primary Care Physician Communication Form 

 

Client Name_________________________________________________ Date of Birth ______________ 
Health Plan: __________________________________________________________________________ 
I, ______________________________, authorize/do not authorize ______________________________, 

(Please Print)     (Circle one)    (Provider's Name) 
 

my Mental Health Provider, and ______________________________, ___________________________,  
     (Primary Care Physician Name)  (PCP Address and Phone Number) 
my Primary Care Physician, to exchange information regarding my mental health /substance abuse 

treatment and medical healthcare for coordination of care purposes as may be necessary for the 

administration and provision of my healthcare coverage. The information exchanged may include 

information on mental health care or substance abuse care and/or treatment such as diagnosis and treatment 

plan. I understand that this authorization shall remain in effect for one year from the date of my signature 

below or for the course of this treatment, whichever is longer. I understand that I may revoke this 

authorization at any time by written notice to the above Mental healthcare provider. I also understand that 

it is my responsibility to notify my Mental healthcare provider if I choose to change my Primary Care 

Physician. 
 

________________________________________________________ ____________________________________ 
I Authorize Communication between My PCP       Date 
and Mental Health Provider (Member's Signature) 
 

________________________________________________________ ____________________________________ 
I Do Not Authorize Communication between My PCP      Date 
and Mental Health Provider (Member's Signature) 
 

________________________________________________________ ____________________________________ 
Signature of parent or guardian (if member is a minor)      Date 
 

________________________________________________________ ____________________________________ 
Witness           Date 
Provider Information (Please Print) 
____________________________________________________________________________________________ 
Practitioner Name(s)   Facility Name  Address   City 

                State              Telephone Number _____________________________________________ 
(Therapist and Psychiatrist if applicable) 
DSM IV Diagnosis code & 

name________________________________________________________________________________________ 
Treatment Plan: Type___________________Frequency________________Est length of 

Tx_________________________________________ 
(I.e. ind, family, group, meds) (i.e. weekly, etc) 
 

 



Medication(s) 

Prescribed:_________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________ 
 

Comments:_________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

______________________________ 
 

For urgent or emergency situation, please call the primary care physician in 
addition to sending form 

 Conclusion of mental health/substance treatment 

 Date of last session _______________ Treatment completed? Yes___ No___ 

 Notification of prescription or change in medications (see comments) 

 
Other:________________________________________________________________________

_____ 
 

___________________________  _______________________________  _______________________ 
Print Clinician Name    Signature/Credentials    Telephone Number 
 

A COPY OF THIS FORM MUST BE SENT TO THE PRIMARY CARE PHYSICIAN, RETAINING THE ORIGINAL 
IN THE MEMBER'S CHART. IF THE FORM IS SENT BY FAX, ATTACH CONFIRMATION THAT FAX WAS SENT 
 

____________  __________________   Please Check Method 

DATE SENT    SENT BY (CLINICIAN PLEASE INITIAL)           Fax Mail  
 

 

 

Client Name (please print)________________________________________ 

Date of Birth_____________ 
 

Please complete the following information regarding the person listed on the reverse and forward 

to the Mental Health Provider. 
 

Provider Information (to be completed by Primary Care Physician) - Please Print 
 

_____________________________________________________________________________________________ 
Physician Name(s)    Address    City/State     Telephone # 
 



Medical History: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 

Medication(s) Prescribed: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

Comments: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

____________________________________________________________________________________________ 

 

_______________________________________________________________________________________________________ 

Signature/Credentials         Date 
 

 

SEND A COPY OF THIS FORM TO THE MENTAL HEALTH PROVIDER, RETAINING THE ORIGINAL IN 
THE PATIENT'S CHART. IF THE FORM IS SENT BY FAX, ATTACH CONFIRMATION THAT FAX WAS SENT. 
 

____________  __________________       Please Check Method 
DATE SENT    SENT BY (PCP OFFICE STAFF PLEASE INITIAL)  Fax Mail  



Child Developmental History Record 

 

A. Identifications 
 

1. Child’s 

name:                                                                          Birthdate:                               Age:               

 Person(s) completing this form:                                                                     

Today’s date:                             
 

2. Mother’s name:                                                         Birthdate:                        

 Home phone:                        Address:                          
Currently employed:    0 No    0 Yes, as:                                                            

Work phone:                        
 

3. Father’s name:                                                         Birthdate:                         

Home phone:                         Address:                          
Currently employed:    0 No    0 Yes, as:                                                            

Work phone:                        
 

4. Parents are currently   0 Married   0 Divorced   0 Remarried   0 Never married    

0 Other:                          

Child’s custodian/guardian is:                                                                                                                         
 

5. Stepparent’s name:                                                     Birthdate:                         

Home phone:                       Address:                          
Currently employed:    0 No    0 Yes, as:                                                            

Work phone:                        
 

B. Development 
 

Please fill in any information you have on the areas listed below. 
1. Pregnancy and delivery 

 

Prenatal medical illnesses and health 

care:                                                                                                     
 

Was the child premature?                       Weight and height at 

birth:                

 

Any birth complications or problems?                                                                                                           
 



 
2. The first few months of life 

Breast-fed?                   If so, for how long?                               

Any allergies?                                                                                                                                   

 
Sleep patterns or problems:                                                                                                                          
 
Personality:                                                                                                                                                   
 

3. Milestones: At what age did this child do each of these? 
Sat without support:                                                               

Crawled:                                                          

Walked without holding on:                                         

Helped when being dressed:                                  
Ate with a fork:                                                          

Stayed dry all day:                                                       

Didn’t soil his or her pants:                                                      

Stayed dry all night:                                     

Tied shoelaces:                                  

Buttoned buttons:                               
 
4. Speech/language development 
Age when child said first word understandable to a stranger:                           
Age when child said first sentence understandable to a stranger:                           
Any speech, hearing, or language difficulties?                                                                                        

 
 

C. Health 
List all childhood illnesses, hospitalizations, medications, allergies, head injuries, important accidents 

and injuries, surgeries, periods of loss of consciousness, convulsions/seizures, and other medical 

conditions. 
 

             Condition                             Age                            Treated by whom?                 Consequences? 

    

    

    

    

 



D. Residences 

1. 

Dates  

Location 

 

With whom 

 

Reason for moving 

 

Any problems? From To 

      

 

2. Residential placements, institutional placements, or foster care 
 

Dates  

Program name or location 

 

Reason for placement 

 

          Problems? From To 

     

 

E. Schools 

 

School  

(name, district, address, phone)         Grade      Age                       Teacher 

    

    

    

 

May I call and discuss your child with the current teacher?   0 Yes   0 No 
 

F.   Special skills or talents of child 



List hobbies, sports; recreational, musical, TV, and toy preferences; etc.:  __________________ 

_____________________________________________________________________________ 

_______________________________________________________________________ 
 

 
G. Other 

 
 

Is there anything else I should know that doesn’t appear on this or other forms, but that is or might be 

important? 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by 

law. 
 



Client Intake Folder  
Please have a parent/legal guardian to fill in the information below and bring it with you to 

your first session. Please note: Information provided on this form is protected as 

confidential information.  
 

    Personal Information  
 

Name: ___________________________________________ Date; _____________________ 

Address: ____________________________________________________________________ 

Home Phone: _____________________________ May we leave a message ___ Yes  ___ No 

Cell/Work/Other Phone : ______________________ May we leave a message ___ Yes  ___ No 

Email: ____________________________________ May we leave a message ___ Yes  ___ No 
Please note: Email correspondence is not considered to be a confidential medium of communication  

Date of Birth: _____________________  Age: ___________  Gender: __________________ 
 

Referred By (If Any): ______________________________________________________ 
 

     History  

Has child ever previously received any type of mental health services? (psychotherapy, 

psychiatric services, etc.)?  

____ No  ____ Yes, previous therapist/practitioner: ______________________________ 
 

Is child currently taking and prescription medications?  ____ Yes     ____ No  

If yes, please list any: ___________________________________________________________ 
 

Has child ever been prescribed psychiatric medication?  ____ Yes     ____ No  

If yes, please list any and provide dates: __________________________________________ 

___________________________________________________________________________ 
 

General and Mental Health Information  
 

How would you rate your child’s current physical health?  (Please circle one)  
 

   Poor    Unsatisfactory     Satisfactory  Good   Very Good  
 

Please list any specific health problems your child is currently experiencing: 

_____________________________________________________________________________ 

_____________________________________________________________________________ 
 



How would you rate your child’s current sleeping habits?  (Please circle one)  
 

   Poor    Unsatisfactory     Satisfactory  Good   Very Good  
 

Please list any specific sleep problems your child is currently experiencing: 

_____________________________________________________________________________

_____________________________________________________________________________ 
 

How many times per week does your child generally exercise? ________________________ 

What types of exercise does your child participate in? __________________________________ 
 

Please list any difficulties your child experiences with their appetite or any eating 

problems______________________________________________________________________

_____________________________________________________________________________ 

If yes, for approximately how long?_______________________________________________ 
 

Is your child currently experiencing anxiety, panic attacks or have any phobias?   ___ Yes 

___No  

If yes, when did they begin experiencing this? ________________________________________ 
 

Is your child currently experiencing any chronic pain? ____ Yes   ____ No  

If yes, please describe: _________________________________________________________ 
 

 

What significant life changes or stressful events has your child experienced recently? 

____________________________________________________________________________ 

_____________________________________________________________________________ 
 

Family Mental Health History  

In the section below, identify if there is a family history of any of the following. If yes, please 

indicate the family member’s relationship to child in the space provided (e.g. father, uncle, 

grandmother) 
 

Please Circle   List Family Member  
Alcohol/Substance Abuse    yes/no    _________________  

Anxiety      yes/no    _________________  

Depression      yes/no    _________________  

Domestic Violence     yes/no    _________________  

Eating Disorders    yes/no    _________________  

Obesity      yes/no    _________________  



Obsessive Compulsive Behavior   yes/no    _________________  

Schizophrenia      yes/no    _________________  

Suicide Attempts     yes/no    ________________   
 

    Additional Information  
 

What do you consider to be some of your child’s strengths? 

___________________________________________________________________________ 

____________________________________________________________________________ 

_____________________________________________________________________________ 
 

What do you consider to be some of your child’s weaknesses? 

___________________________________________________________________________ 

____________________________________________________________________________ 

_____________________________________________________________________________ 
 

What would you and your child like to accomplish out of the time in therapy? 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



CONSENT TO RELEASE & EXCHANGE PATIENT     

INFORMATION 

This form when completed and signed by you, authorizes W Mack Bartels, PysD, to exchange 

protected information from your clinical record to the person you designate.  
 

Patient Name _______________________________________Birth Date _________________  
 

I authorize W Mack Bartels, PsyD to exchange:  

__ Psychological/Diagnostic Evaluation __Educational Assessment __ School Records  

__ Progress Update __Medical History __ Developmental History  

Other (specify):_______________________________________________________________  
 

This Information should only be exchanged with: 

Name/Agency_______________________________________________________________  

Address ______________________________________________________________________  

Phone________________________________________  
 

Purpose of Release: I am requesting my child’s psychologist to exchange this information for 

the following reasons: (“at the request of the individual” is all that is required if you are my 

client and you do not desire to state a specific purpose.)  
 

__ Continuity of Care __Educational __Other ____ At the request of the individual  
 

This authorization shall remain in effect until _____________(fill in expiration date) or until (fill 

in an event that relates to the individual or the purpose of the use or disclosure).  

______________________________________________________________________________  
 

You have the right to revoke this authorization, in writing, at any time by sending such written 

notification to my office address. However, your revocation will not be effective to the extent 

that I have taken action in reliance on the authorization or if this authorization was obtained as a 

condition of obtaining insurance coverage and the insurer has a legal right to contest a claim.  

I understand that information used or disclosed pursuant to the authorization may be subject to 

redisclosure by the recipient of your information and no longer protected by the HIPAA Privacy 

Rule.  

______________________________________________  ________  

Name of Patient      Date  
 

 

_______________________________________________ 

Signature of Parent/ Legal Guardian  



 

If a personal representative of the patient signs the authorization, a description of such 

representative's authority to act for the patient must be provided.  
_______________________ _____________________ ________ ________________________ 


