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(248) 756 - 3986

janet@thurbercounseling.com REGISTRATION INFORMATION

‘ PATIENT INFORMATION

NAME:

Last First Middle Initial
ADDRESS:

Street City State Zip
TELEPHONE: /

Home Cell

DATE OF BIRTH: SOCIAL SECURITY #:
MARITAL STATUS: Single__ Married__ Divorced__ Widowed__ STUDENT STATUS: Full-Time __ Part-Time __

Okay to leave message: Y N

EMPLOYMENT STATUS: Full-Time Part-Time Retired

Not Employed Outside the Home _

RESPONSIBLE PARTY INFORMATION

NAME:

Last First Middle Initial
ADDRESS:

Street City State Zip
TELEPHONE: /

Home Cell
DATE OF BIRTH:

EMPLOYER:

Okay to leave message: Y N

SOCIAL SECURITY #:

ADDRESS:

Street City State Zip
INSURANCE INFORMATION (Complete both if Primary/Secondary is part of Patient Coverage)

PRIMARY SECONDARY

INSURANCE:

INSURANCE:

ADDRESS:

ADDRESS:

POLICY #:

POLICY #:

COVERAGE COVERAGE

GROUP #:

SUBSCRIBER:

GROUP #:

SUBSCRIBER:

SUBSCRIBER D

.0.B.:

SUBSCRIBER D.O.B.:

I AUTHORIZE THE RELEASE OF MEDICAL INFORMATION TO THE BILLING AGENT OF JANET THURBER, LMSW, MY
INSURANCE CARRIER(S) AND/OR THEIR AGENT(S) FOR PAYMENT OR DIRECT REIMBURSEMENT LESS ANY DEDUCTABLE
OR CO-PAY I MAY OWE.

Patient/Parent/Guardian Signature Date
PATIENT'S RELATIONSHIP TO RESPONSIBLE PARTY ‘

(CIRCLE ONE) Self Partner/Spouse Child Step-Child Foster-Child Grandchild

| FOR OFFICE USE ONLY |
CLINICIAN: DX:




Consent for Treatment
and Limits of Liability

Limits of Services and Assumption of Risks:

Therapy sessions carry both benefits and risks. Therapy sessions can significantly reduce the amount of distress
someone is feeling, improve relationships, and/or resolve other specific issues. However, these improvements and
any “‘cures” cannot be guaranteed for any condition due to the many variables that affect these therapy sessions.
Experiencing uncomfortable feelings, discussing unpleasant situations and/or aspects of your life are considered
risks of therapy sessions.

Limits of Confidentiality:

What you discuss during your therapy session is kept confidential. No contents of the therapy sessions, whether
verbal or written may be shared with another party without your written consent or the written consent of your legal
guardian. The following is a list of exceptions:

Duty to Warn and Protect

If you disclose a plan or threat to harm yourself, the therapist must attempt to notify your family and notify
legal authorities. In addition, if you disclose a plan to threat or harm another person, the therapist is
required to warn the possible victim and notify legal authorities.

Abuse of Children and Vulnerable Adults

If you disclose, or it is suspected, that there is abuse or harmful neglect of children or vulnerable adults (i.e.
the elderly, disabled/incompetent), the therapist must report this information to the appropriate state agency
and/or legal authorities.

Prenatal Exposure to Controlled Substances
Therapists must report any admitted prenatal exposure to controlled substances that could be harmful to the
mother or the child.

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

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

The type of information that may be requested includes: types of service, dates/times of service, diagnosis, treatment
plan, description of impairment, progress of therapy, case notes, summaries, etc.

By signing below, I agree to the above assumption of risk and limits of confidentiality and understand their
meanings and ramifications.

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



Cancellation Policy

If you are unable to attend an appointment, we request that you provide at least 24 hours advanced notice
to our office. Since we are unable to use this time for another client, please note that you will be billed for
the entire cost of your scheduled appointment if it is not timely cancelled, unless such cancellation is due
to illness or an emergency.

For cancellations made with less than 24 hour notice (unless due to illness or an emergency) or a
scheduled appointment that is completely missed, you will be mailed a bill directly for the full session
fee.

We appreciate your help in keeping the office schedule running timely and efficiently.

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



THURBER COUNSELING SERVICES

www.jthurbercounseling.com

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, which may
identify you and 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. 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 or 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, reminding you
of appointments, to provide information about treatment alternatives or other health related benefits and
services, 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 make disclosures of 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.

Following is a list of the categories of uses and disclosures permitted by HIPAA without an
authorization.

Abuse and Neglect Judicial and Administrative Proceedings
Emergencies Law Enforcement
National Security Public Safety (Duty to Warn)



Without Authorization. Applicable law and ethical standards permit us to disclose information about you
without your authorization only in a limited number of other situations. The types of uses and disclosures
that may be made without your authorization are those that are:

* Required by law, such as the mandatory reporting of child abuse or neglect or mandatory government
agency audits or investigations (such as the social work licensing board or health department)

* Required by Court Order

* 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.

Verbal Permission. We may 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.

YOUR RIGHTS REGARDING YOUR PHI

You have the following rights regarding your personal PHI maintained by our office. 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 may be 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. We may charge a reasonable, cost-
based fee for copies.

* 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.

* 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 medical matters in a certain way or at a certain location.

* Breach Notification. If there is a breach of unsecured protected health information concerning you
we may be required to notify you of this breach, including what happened and what you can do t
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 , 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




Thurber Counseling Services, PLC

Jthurbercounseling.com

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 Privacy Practices. I understand that if I have
any questions regarding the Notice or my privacy rights, I can contact the Privacy Officer at

Signature of Patient/Client

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, ete.).

U Patient/Client Refuses to Acknowledge Receipt:

Signature of Staff Member Date



