


Are you currently taking any prescription medication?
No
Yes, please list:

Have you ever been prescribed psychiatric medication?
No
Yes, please list and provide dates:

General Health and Mental Health Information

1. How would you rate your current physical health? (please circle)
Poor Unsatisfactory Satisfactory Good Very good

2. Please list any specific health problems you are currently experiencing:

3. How would you rate your current sleep habits? (please circle)
Poor Unsatisfactory Satisfactory Good Very good

4, Please list any specific sleep problems you are currently experiencing:

5. How many times per week do you generally exercise?

What types of exercise do you participate in?

6. Please list any difficulties you experience with your appetite or eating patterns:

7. Are you currently experiencing overwhelming sadness, grief or depression?
No
Yes

If yes, for approximately how long?

8. Are you currently experiencing anxiety, panic attacks, or have any phobias?
No
Yes. If yes, when did you begin experiencing this?

9. Are you currently experiencing any chronic pain?
No
Yes

If yes, please describe:







5. What do you consider to be some of your weaknesses?

6. What would you like to accomplish out of your time in therapy?




AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH INFORMATION
(PAGE 1 OF 2)

1. Client’s Name:

(First) (Middle Initial) (Last)

2. Date of Birth: / /

3. Date authorization initiated: / /

4. Authorization initiated by:
Name (client, provider, or other):

5. Information to be released:

O Authorization for Psychotherapy Notes ONLY (Important: If this authorization is for Psychotherapy Notes, you must not use it
as an authorization for any other type of protected health information).

o Other (describe information in detail):

6. Purpose of Disclosure: The reason I am authorizing release is:

o0 My Request
o Other (describe):

7. Person(s) Authorized to Make the Disclosure:

8. Person(s) Authorized to Receive the Disclosure:

9. This Authorization will expire on / / or upon the happening of the following event:

Authorization and Signature: I authorize the release of my confidential protected health information, as described in my direc-
tions above. I understand that this authorization is voluntary, that the information to be disclosed is protected by law, and the use/
disclosure is to be made to conform to my directions. The information that is used and/or disclosed pursuant to this authorization may
be re-disclosed by the recipient unless the recipient is covered by state laws that limit the use and/or disclosure of my confidential
protected health information.

Signature of Patient:

Signature of Personal Representative:

Relationship to Patient if Personal Representative:

Date of Signature: / /




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
or 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.




LIMITS OF CONFIDENTIALITY

Contents of all therapy sessions are considered to be confidential. Both verbal information and
written records about a client cannot be shared with another party without the written consent of
the client or the client’s legal guardian. Noted exceptions are as follows:

Duty to Warn and Protect

When a client discloses intentions or a plan to harm another person, the mental health professional is required to warn
the intended victim and report this information to legal authorities. In cases in which the client discloses or implies a
plan for suicide, the health care professional is required to notify legal authorities and make reasonable attempts to
notify the family of the client.

Abuse of Children and Vulnerable Adults

If a client states or suggests that he or she is abusing a child (or vulnerable adult) or has recently abused a child (or
vulnerable adult), or a child (or vulnerable adult) is in danger of abuse, the mental health professional is required to
report this information to the appropriate social service and/or legal authorities.

Prenatal Exposure to Controlled Substances
Mental Health care professionals are required to report admitted prenatal exposure to controlled substances that are
potentially harmful.

Minors/Guardianship
Parents or legal guardians of non-emancipated minor clients have the right to access the clients’ records.

Insurance Providers (when applicable)
Insurance companies and other third-party payers are given information that they request regarding services to clients.

Information that may be requested includes, but is not limited to: types of service, dates/times of service, diagnosis,
treatment plan, description of impairment, progress of therapy, case notes, and summaries.

I agree to the above limits of confidentiality and understand their meanings and ramifications.

Client Signature (Client’s Parent/Guardian if under 18)

Today’s Date




CANCELLATION POLICY

If you fail to cancel a scheduled appointment, we cannot use this time for another client and you
will be billed for the entire cost of your missed appointment.

A full session fee is charged for missed appointments or cancellations with less than a 24-hour
notice unless it is due to illness or an emergency.

You may be asked to keep a credit card on file, or prepay for your appointments.
A bill will be mailed directly to all clients who do not show up for, or cancel an appointment.

Thank you for your consideration regarding this important matter.

Client Signature (Client’s Parent/Guardian if under 18)

Today’s Date

Updated 12/18/15




CREDIT CARD CONSENT FORM

We now use a service, MindBody Online, that gives us the ability to swipe your credit card or
debit card and accept a payment in the office at the time of service or at a later date. The credit
card number is securely stored on a remote server with MindBody Online and is not visible to
us. If you permit us to store your credit card, we can use it for future payments.

I authorize Brooke McAuley Psychotherapy to keep my signature on file and charge to the
following credit or debit card account in the amount discussed for services. This payment
agreement will be in effect until services have been completed or are ended by request of
the client either verbally or in writing.

Patient name(s):

CREDIT/DEBIT CARD INFORMATION:

Card Type:  Visa MasterCard Other:

Card Number:

Expiration Date:

Name on Card:

Billing Address:

Amount:

Please check one and sign:

o [ agree and consent to keep my card on file for future visits

o I decline to keep my card on file for future visits

Cardholder’s Signature (Client’s Parent/Guardian if under 18)

Today’s Date




