CONSENT FOR TREATMENT FORM

	Azine Neiman, Psy.D.

PSY24847
16542 Ventura Blvd., Suite 320
Encino, CA 91436
(818) 381-9591


OUTPATIENT SERVICES CONTRACT
Welcome to my practice. I am governed by various laws and regulations and by the code of ethics of my profession. The ethics code requires that I make you aware of specific office policies and how these procedures may impact you. 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

Psychotherapy is not easily described in general statements. It varies depending on the personalities of the psychologist and patient, and the particular problems you bring forward. There are many different methods I may use to deal with the problems that you hope to address. Psychotherapy is not like a medical doctor visit. Instead, it calls for a very active effort on your part. In order for therapy to be most successful, you will have to work on things we talk about both during our sessions and at home.

Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant aspects of your life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness and helplessness. On the other hand, psychotherapy has also been shown to have benefits for people who go through it. Therapy often leads to better relationships, solutions to specific problems, and significant reductions in feelings of distress. But there are no guarantees of what you will experience. Sometimes psychological services are provided primarily to prevent further deterioration of your mental or emotional status which is considered maintenance treatment.
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. Under certain circumstances I may recommend a psychiatric consult; conjoint marital/couple, conjoint parent/child sessions and/or group psychotherapy. You should evaluate this information along with your own opinions of whether you feel comfortable working with me. Therapy involves a large commitment of time, money and energy, so you should be very careful about the therapist 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 refer you to another mental 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 you decide to continue treatment, I will usually schedule one 50-miniute session (one appointment hour of 50 minutes duration) per week at a time we agree upon, 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 or 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 $100.00. 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 5 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 request of me. If you have become involved in legal proceedings that require my participation, you will be expected to pay for my professional time even if I am called to testify by another party. Because of the difficulty of legal involvement, I charge $200.00 per hour for preparation and attendance at any legal proceeding. If you are seeking a psychological evaluation which includes testing for a specific concern, then your fee will be determined during your initial consultation.

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 which requires another arrangement. If you wish to pay by check, please make it payable to: Azine Neiman, Psy.D.. To avoid wasting your valuable session time, please have your check made out and ready before your session. 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.
You will be allowed to accrue uncollected fees up to and no more than $400.00 owed for psychological services (due to financial hardships and unusual circumstances), except when otherwise agreed or when third party reimbursement is involved. In the event that a debt of $400.00 or greater of uncollected fees is accrued, psychological services will be terminated so that your bill does not become unmanageable and create additional stress. You will be expected to repay the debt as soon as you can. 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 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 mental health treatment. We apologize but we are not accepting HMO Health Insurance Plans, but are able to accept most PPO plans. 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 mental 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. Of course 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.
Due to the rising costs of health care, insurance benefits have become increasingly more complex. It is sometimes difficult to determine exactly how much mental health coverage is available. “Managed Health Care” PPO plans 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. Seeking treatment after your insurance benefits end is your option to pursue and charges for services will be based on my current private pay rate.
You should be aware that most insurance companies require you to authorize me to provide them with a clinical diagnosis. Sometimes I have to provide them with additional clinical information such as treatment plans or summaries, or copies of the entire record (in rare cases). This record 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 once it is in their hands. In some cases, they may share information with a national medical information databank.

Once we have all 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 sessions. It is important to remember that you always have the right to pay for my services yourself to avoid the problems described above.
CONTACTING ME

I am often not immediately available by telephone. My telephone is answered by a voice mail that I monitor periodically throughout the day. I will make every effort to return your call the same day you make it, with the exception of weekends and holidays. If you are difficult to reach, please inform me of some times when you will be available. Telephone calls and pager access are offered as a professional courtesy and this service does not constitute an emergency psychological service. I am not responsible for your behaviors or decisions occurring outside the consultation room at any given time, whether before or after a telephone call or consultation. If you are unable to reach me and feel that you cannot wait for me to return your call, contact 911, your family physician or the nearest emergency room and ask for the psychologist (psychiatrists) 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, they can be misinterpreted 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 contents. Clients will be charged an appropriate fee for any professional time spent in responding to information requests.
MINORS

Psychotherapy

If you are under eighteen years of age, please be aware that the law may provide your parents the right to examine your treatment records. It is my policy to request an agreement from parents that they give up access to your records. If they agree, I will provide them only with general information about our work together, unless I feel 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 treatment is complete. Before giving them any information, I will discuss the matter with you, if possible, and do my best to handle objections you may have with what I am prepared to discuss.
CONFIDENTIALITY

In general, the privacy of all communications between a client and a psychologist is protected by law, and I can only release information about our work to others 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/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 required to take protective actions. These actions may include notifying the potential victim, contacting the police and seeking hospitalization for the client. If the client threatens to harm himself/herself, I may be obligated to seek hospitalization for him/her or contact family members or others who can help provide protection. I will take any threats seriously whether I am informed by you or someone you know. Therefore, please use discretion when providing my contact information to a third party.
You should be aware that when psychological services are sought by third parties such as employers, lawyers, or the courts, disclosure of some information is required by law. You should also be aware that disclosure of requested information to third parties, when mandated by law, could potentially have an adverse affect on your life.

These situations have rarely occurred in my practice. I will make every effort to discuss it with you before taking any action, unless I believe that notifying you may put you or your health in jeopardy.

I may occasionally find it helpful to consult other professionals about a case. During a consultation, I make every effort to avoid revealing the identity of my client. The consultation 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 that it is important to our work together.

While this written summary of exceptions to confidentiality should prove helpful in informing you about potential situations, 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 advice, but formal legal advice may be needed because the laws governing confidentiality are quite complex, and I am not an attorney.
TERMINATION

Your participation in psychotherapy and other psychological services is voluntary and you have the right to withdraw from treatment without adversity at any time. I would recommend that when termination is considered, you discuss this with me, so that we can create a plan for termination to minimize any possible negative effects. If you don’t show-up for 3 consecutive scheduled appointments, your treatment will be considered canceled and terminated and you will be financially responsible for the fees of the missed sessions. A letter will be sent to you acknowledging the termination along with a closing bill for any unpaid balance.
INSURANCE INFORMATION

IF YOU ARE CHOOSING TO UTILIZE YOUR INSURANCE COVERAGE?

NAME OF COMPANY ______________________________________


BILLING ADDRESS ___________________________________________________________________
PHONE NUMBER (________)_________________
IS IT A PPO OR HMO? _______________________

POLICY #__________________________ GROUP #_________________PLAN #_____________________

HAVE YOU MET YOUR DEDUCTIBLE?
YES / NO


EFFECTIVE DATE:_______/________/_______ ____________________________________________________________________________________________________________
FOR OFFICE USE ONLY

NUMBER OF SESSIONS PER YEAR:___________________________________________

NUMBER OF SESSIONS IN A LIFE TIME:______________________________________

ALLOWABLE CHARGE $________________________

DO THEY CONSIDER A PARITY DIAGNOSIS?____________________________

COVERAGE PER SESSION:$_______________/________________________%

ALLOWABLE CO-PAYMENT:$________________________

Your signature below indicates that you have read the information in this document, provided accurate information, and agree to abide by the terms during our professional relationship.

I acknowledge that I have received a copy of my authorization for my own records

_____________________________________________________________
__________________
Signature of Client








Date

_____________________________________________________________
__________________
Additional Client Signature (Spouse/Partner/Friend/Family Member)                     Date
_____________________________________________________________
__________________
Signature of Parent/Legal Guardian/ Foster Parent/ Conservator/Other

Date

_____________________________________________________________
__________________
Signature of Psychological Services Provider




Date

Azine Neiman, Psy.D.

PSY24847
16542 Ventura Blvd., Suite 320
Encino, CA 91436
(818) 381-9591
NOTICE OF PRIVACY PRACTICES

This notice describes how health information about you may be used and disclosed and how you can get access to this information. 

Please review it carefully.

The privacy of your health information is important to us.

Our Legal Duty: We are required by applicable federal and state law to maintain the privacy of your health information. We are also required by law to give you this notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices that are described in this notice while it is in effect. This notice takes effect on April 14th, 2003, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this notice at any time, provided such changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our notice effective for all health information that we maintain, including health information we created or received before we made the changes. Before we make a significant change in our privacy practices, we will change this notice and make the new notice available. 

You may request a copy of our notice at any time. For more information about our privacy practices, or for additional copies of this notice, please contact us using the information listed at the end of this notice. 

Uses and Disclosures of Health Information

We use and disclose health information about you for treatment, payment, and healthcare operations as described below:

Treatment: We may use or disclose your health information to a physician or other health care provider providing treatment to you.

Payment: We may use or disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use or disclose information about your health in connection with our healthcare operations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or credentialing activities. 

Your Authorization: In addition to our use and disclosure of your health information for treatment, payment, or healthcare operations, you may give us written authorization to use your health information or disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those described in this notice. 

To Your Family and Friends: We must disclose your health information to you, as described in the Patients Rights section of this notice. We may disclose information to a family member, friend or other person to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so. 

Persons Involved in Care: We may use or disclose health information to notify, or assist in the notification (including identifying or location) of a family member, your personal representative or other person responsible for your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information based on a determination using our professional judgment disclosing health information that is directly relevant to the person’s involvement in your healthcare. We will also use our professional judgment and our experiences with common practice to make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions medical supplies, x-rays, or other similar forms of health information. 

Marketing Health-Related Services: We will not use your health information for marketing communications without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law as described in your signed confidentiality statement. 

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent necessary to avert serious threat to your health or to the health and safety of others. 

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other national securities activities. We may disclose to a correctional institution or law enforcement official having lawful custody of protected health information of inmate or patient under certain circumstances. 

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, postcards or letters).

Patient Rights

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide copies in a format other than photocopies. We will use the format that you request unless we cannot practically do so. You must make a request in writing to obtain access to your health information. You may submit your written request to the contact information listed at the end of this notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time. We will charge $3.50 for each page and $150.00 per hour of staff time to generate your health information no matter what format. If you prefer, we will prepare a summary or an explanation of your healthcare information for a similar fee.

Disclosure Accounting: You have a right to receive a list of instances in which we or our business associates disclosed your healthcare information for purposes other than treatment, payment, healthcare operations and certain other activities, for the last six years, but not before April 14, 2003. We will charge $3.50 for each page and $150.00 per hour of staff time to generate the list you requested. 

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in emergency).

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or alternative locations. You must make such a request in writing. Your request must specify the alternative means or location, and provide satisfactory explanation how payments will be handled under the alternative means or location you request. We will communicate with you about your health information by alternative means or to alternative locations if we are able to do so. 

Amendment: You have the right to request that we amend your health information. Your request must be in writing and it must explain why the information should be amended. We may deny your request under certain circumstances. 

Questions and Complaints

If you want more information about privacy practices or have questions or concerns, please contact as specified below. If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health information or in response to a request you made to amend or restrict the use and disclosure of your health information or to have us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed below. You also may submit a written complaint to the U.S. Department of Health and Human Services. We support your right to privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services. 
Azine Neiman, Psy.D.

PSY24847
16542 Ventura Blvd., Suite 320
Encino, CA 91436
(818) 381-9591
ACKNOWLEDGEMENT FORM

I hereby testify that I have received the Notice of Privacy Practices and I have been provided an opportunity to review it thoroughly. I hereby certify that I have read and understood the Notice of Privacy Practices and that I have received answers to questions regarding my privacy rights. 

Printed Name:_______________________________________________________________________

Birth Date:_______________________
Social Security Number:___________________________

Address:___________________________________________________________________________

Home Telephone:_______________________
Cellular Phone:___________________________

Work Phone:___________________________
Fax:____________________________________

E-mail:____________________________________________________________________________

Signature:_________________________________________
Date:________________________

Azine Neiman, Psy.D.

PSY24847
16542 Ventura Blvd., Suite 320
Encino, CA 91436
(818) 381-9591
Patient Record of Disclosures

I wish to be contacted in the following manner (Check all that apply):

[] Home Telephone




[] Written Communication


[] OK to leave detailed information message


[] OK to mail to my home address


[] Leave message with call-back number only

[] OK to mail to work/office address


[] OK to fax to this number



[] OK to e-mail

[] Cellular Phone





[] Work Telephone


[] OK to leave detailed information message


[] OK to leave detailed information message



[] Leave message with call-back number only

[] Leave message with call-back number only


[] OK to fax to this number



[] OK to fax to this number

Important persons to contact in case of an emergency (Please provide name and telephone number):

[]Spouse

[]Parent

[]Sibling

[]Friend

[]Neighbor
[]Other

[]Child

#

#

#

#

#

#

#

Patient Signature:________________________________________
Date:___________________________________

Patient Printed Name:_____________________________________
Patient Date of Birth:______________________

Record of Disclosures of Protected Health Information

Date
To Whom Disclosed
Phone/Fax/Address
Purpose of Disclosure
By Whom Disclosed


/


/


/


/





/


/


/


/





/


/


/


/





/


/


/


/





/


/


/


/





/


/


/


/





/


/


/


/





/


/


/


/





/


/


/


/





/


/


/


/





/


/


/


/




INTAKE FORM

	Azine Neiman, Psy.D.

PSY24847
16542 Ventura Blvd., Suite 320
Encino, CA 91436
(818) 381-9591


NAME _____________________________________________   AGE ____________   DATE OF BIRTH _____________________


ADDRESS _____________________________________________________ CITY/ZIP ____________________________________

SOC.SEC.#_______________________________________  DRIVER’S LIC.# ___________________________________________

PRIMARY LANGUAGE ______________________________________ ETHNICITY _____________________________________

HOME TELEPHONE _________________________________   CELL PHONE __________________________________________

BUSINESS PHONE __________________________________ NAME OF EMPLOYER ___________________________________

OCCUPATION ______________________________________________________________________________________________


BUSINESS ADDRESS ______________________________________________ CITY/ZIP _________________________________


EDUCATION/ DEGREE__________________________________


MARITAL STATUS__________ NAME & AGE OF CHILDREN _____________________________________________________

CURRENT LIVING SITUATION _______________________________________________________________________________ 

DESCRIBE ANY HEALTH PROBLEMS _________________________________________________________________________

MEDICATIONS YOU TAKE & DOSAGE ________________________________________________________________________

DOCTOR’S NAME AND PHONE NUMBER__________________________________    (________)_________________________

IN YOUR FAMILY, INCLUDING YOURSELF, WAS THERE:

ALCOHOLISM?  YES/NO
FATHER / MOTHER / SIBLINGS / SELF

HOW LONG?_______________________

RESOLVED?:_______________________________________________________________________________________________

SUBSTANCE ABUSE?  YES/NO
FATHER / MOTHER / SIBLINGS / SELF

HOW LONG?_______________________

RESOLVED?:_______________________________________________________________________________________________

MENTAL ILLNESS?  YES/NO
FATHER / MOTHER / SIBLINGS / SELF

HOW LONG?_______________________

RESOLVED?:_______________________________________________________________________________________________

SERIOUS ILLNESS?  YES/NO
FATHER / MOTHER / SIBLINGS / SELF

HOW LONG?_______________________

RESOLVED?:_______________________________________________________________________________________________

EMERGENCY CONTACT NAME/RELATIONSHIP______________________________________________________________

EMERGENCY CONTACT PHONE:(____)_________________________

IF THE CLIENT IS A MINOR, WHO IS THE LEGAL GUARDIAN? __________________________________________________

HOW DID YOU HEAR ABOUT MY SERVICES?_________________________________________________________________

PLEASE SIGN BELOW TO INDICATE THAT THE INFORMATION PROVIDED IS TRUE AND CORRECT: 

CLIENT: ____________________________________________________________________
DATE: _____________________

LEGAL GUARDIAN : _________________________________________________________
DATE: _____________________

