Client’s Name: ______________________________________ DOB: _________________


STEPHANIE WOLF, JD, PHD, LLC


CONSENT TO RECEIVE MENTAL HEALTH TREATMENT FROM STEPHANIE WOLF, JD, PHD, LLC & CONSENT FOR TREATMENT
I, ______________________________________, consent to receive the services/ procedures/treatments/assessments outlined in the treatment plan which will be discussed with me after my intake.  The service provider has explained to me that I will be engaged in mental health treatment that will require weekly appointments.  The risks and benefits of receiving these services and the risks and benefits of not receiving these services, for myself has been explained to me
In signing this agreement: 

· I consent to participate in weekly mental health therapy treatment. 
· I acknowledge that I am expected to attend sessions as prescribed.
· I understand that should I need to cancel an appointment, I must make every effort to notify Dr. Stephanie Wolf, 72 hours prior to the scheduled appointment at 202-255-2370 or by emailing her directly. 

· I understand that if I cancel 24 hours or less from a scheduled appointment I will be charged the full amount of a regular therapy appointment.
· I understand that should I miss more than three (3) appointments without providing notice, his/her treatment may be stopped. 
My signature below means that I understand and agree with the points listed above.  
_______________________________________________________________ 



________________
Client’s Signature (16 years and over) 






Date

_______________________________________________________________ 



________________
Stephanie Wolf, JD, PhD, Licensed Psychologist




Date
INFORMATION FOR CLIENTS

Welcome to the psychological practice of Dr. Stephanie Wolf, hereafter, the practice. We appreciate your giving us the opportunity to be of help to you.  This brochure answers questions that clients often ask about therapy. We believe our work will be most helpful to you when you have a clear idea of what we are trying to do.  After you read this brochure, we can talk in person about how these issues apply to you.

This brochure talks about the following:

•  What the risks and benefits of therapy/assessment are.

• What the goals of therapy/assessment are, and what are methods of treatment are.
• How long therapy might take.

• How much our services cost, and how we handle money matters.

• Other important areas of our relationship.

This brochure is yours to keep. Please read all of it. Mark any parts that are not clear to you. Write down any questions you have, and we will discuss them. When you have read and fully understood this brochure, we will ask you to sign it at the end. 
About Psychotherapy

We strongly believe you should feel comfortable with the therapist you choose, and hopeful about the therapy. When you feel this way, therapy is more likely to be helpful to you and/or your child. Let us describe how we see therapy.

Our theoretical approach is based on the cognitive-behavioral therapy (CBT) model.  This means that we believe there is a strong connection between how we think and what we do, as well as how we experience, interpret, and act on our emotions.  The CBT model is perhaps the most heavily researched model in the entire field of psychology, and for most problems that are addressed in our practice, has demonstrated that it is the most effective type of treatment.  

The goals of our treatment are to reduce and/or eliminate symptoms reported by our clients and/or observed by the therapists.  Our therapy style also takes a very practical approach in that we teach our clients relevant skills to help them problem-solve and cope with problems that arise in the future, even after they have terminated treatment.  The treatment modalities we most often use include Interpersonal Therapy and Cognitive Behavioral Therapy (CBT) . We may decide another modality is more appropriate for you in which case we will discuss the approach with you and answer any questions you may have. Our goal in therapy is to use evidenced based treatments to improve your functioning.

By the end of our first or second session, we will tell you how we see your case and how we think we should proceed. We view therapy as a partnership between us, so you will contribute to your own therapy goals throughout our sessions. You are considered the expert about yourself and your family; we use some special knowledge to help you make the changes you want to make. Psychotherapy is not like visiting a medical doctor. It requires your very active involvement.  It requires your best efforts to change thoughts, feelings, and behaviors. For example, we want you to tell us about important experiences, what they mean to you, and what strong feelings are involved. This is one of the ways you are an active partner in therapy.

We expect us to plan our work together. In our treatment plan we will list the areas to work on, our goals, the methods we will use, the time commitments we will make, and some other things. We expect us to agree on a plan that we will both work hard to follow. From time to time, we will look together at our progress and goals. If we think we need to, we can then change our treatment plan, its goals, or its methods. 

An important part of your therapy will be practicing new skills that you will learn in our sessions. We will ask you to practice outside our meetings, and we will work together to set up homework assignments for you. We might ask you to do exercises, keep records, and read to deepen your learning. You will probably have to work on relationships in your life and make long-term efforts to get the best results. These are important parts of personal change. Change will sometimes be easy and quick, but more often it will be slow and frustrating, and you will need to keep trying. There are no instant, painless cures and no “magic pills.” However, you can learn new ways of looking at your problems that will be helpful for changing your feelings and reactions.

Most of our clients see us once a week for 6 months to one year. Sometimes the duration is shorter and sometimes longer depending on your unique situation. We will be happy to provide our opinion as far as the expected duration for you.  Any opinion will only be an estimation and must be looked at as such.  Therapy then usually comes to an end in a process called “termination.”  Stopping therapy should not be done casually, although either of us may decide to end it if we believe it is in your best interest.  If you wish to stop therapy at any time, we ask that you agree now to meet then for at least one more session to review our work together. We will review our goals, the work we have done, any future work that needs to be done, and our choices. If you would like to take a “time out” from therapy to try it on your own, we should discuss this. We can often work together to make such a “time out” most helpful. We reserve the right at anytime to terminate therapy if a conflict arises or we feel like we can no longer meet your needs. If this were to happen we would let you know and provide referrals to you in order for you to be able to continue treatment.
The Benefits and Risks of Therapy

As with any powerful treatment, there are some risks as well as many benefits with therapy. You should think about both the benefits and risks when making any treatment decisions. For example, in therapy, there is a risk that clients will, for a time, have uncomfortable levels of sadness, guilt, anxiety, anger, frustration, loneliness, helplessness, or other negative feelings. Clients may recall unpleasant memories. These feelings or memories may bother a client at work or in school. In addition, some people in the community may mistakenly view anyone in therapy as weak, or perhaps as seriously disturbed or even dangerous. Also, clients in therapy may have problems with people important to them. Family secrets may be told. Therapy may disrupt a marital relationship. Sometimes, too, a client’s problems may temporarily worsen after the beginning of treatment. Most of these risks are to be expected when people are making important changes in their lives. Finally, even with our best efforts, there is a risk that therapy may not work to meet the goals we have discussed.

While you consider these risks, you should know also that the benefits of therapy have been shown by scientists in hundreds of well-designed research studies. People who are depressed may find their mood lifting. Others may no longer feel afraid, angry, or anxious. Some may find they get along better with peers or no longer are getting into trouble at school. 

In therapy, people have a chance to talk things out fully until their feelings are relieved or the problems are solved. Clients’ relationships and coping skills may improve greatly. They may get more satisfaction out of social and family relationships. Their personal goals and values may become clearer. They may grow in many directions—as persons, in their close relationships, in their work or schooling, and in the ability to enjoy their lives. We do not take on clients we do not think we can help. Therefore, we will enter our relationship with optimism about your progress.

Consultations

If you could benefit from a treatment we cannot provide, we will help you to get it. You have a right to ask us about such other treatments, their risks, and their benefits. Based on what we learn about your problems, we may recommend a medical exam or use of medication. If we do this, we will fully discuss our reasons with you, so that you can decide what is best.  If you are treated by another professional, we will ask to coordinate our services with them so as to maximize the benefit to you.

If for some reason treatment is not going well, we might suggest you see another therapist or another professional for an evaluation. As responsible people and ethical therapists, we cannot continue to treat you if our treatment is not working for you. If you wish for another professional’s opinion at any time, or wish to talk with another therapist, we will help you find a qualified person and will provide him or her with the information needed.

What to Expect from Our Relationship

As professionals, we will use our best knowledge and skills to help you. This includes following the standards of our professional organizations (such as the American Psychological Association).  You should know that the APA puts limits on the relationship between a therapist and a client, and we will abide by these limits.

First, we are licensed and trained to practice psychology—not medicine, finance, or any other profession. We are not able to give you good advice from these other professional viewpoints. While Dr. Wolf is also a licensed attorney she cannot give you legal advice while also serving as your psychologist. This would be a dual role and is unlawful and unethical. Any discussions concerning legal situations within the therapy situation are for the sole purpose of your processing your situation and helping you deal with the emotional and cognitive impact on your life. 
Second, state laws and the rules of professional organizations require us to keep what you tell us confidential (that is, just between us). You can trust us not to tell anyone else what you tell us, except in certain limited situations. We explain what those are in the “About Confidentiality” section of this brochure. Here we want to explain that, as part of our effort to maintain your privacy, we try not to reveal who our clients are.  If we meet on the street or socially, for example, we may not say hello until after you initiate contact.  This way, you get to decide whether or not you’re comfortable acknowledging your therapist outside of the therapy session.  Again, our behavior will not be a personal reaction to you, but a way to maintain the confidentiality of our relationship.

Third, in your best interest, and following the ethical standards of our profession, we can only be your therapist: We cannot have any other role in your life. We cannot, now or ever, be a close friend to or socialize with any of our clients. For instance, even if you invite us, we should not attend your family gatherings, parties, etc.  As your therapist, we will not celebrate holidays or give you gifts; we may not recall or recognize birthdays, and we may not receive gifts.  We cannot be a therapist to someone who is already a friend. We can never have a sexual or romantic relationship with any client during, or after, the course of therapy. We cannot have a business relationship with any of our clients, other than the therapy relationship.

If you ever become involved in a divorce or custody dispute, we want you to understand and agree that we will not provide evaluations in court. You should hire a different mental health professional for any evaluations or testimony you require. This position is based on two reasons: (1) Our statements will be seen as biased in your favor because we have a therapy relationship; and (2) the testimony might affect our therapy relationship, and we must put this relationship first. If we are required to testify in court you will be responsible to pay our typical hourly rate for all testimony provided. 
About Confidentiality

We will treat with great care all the information you share with us. It is your legal right that our sessions and our records about you be kept private. That is why we ask you to sign a “release-of-records” form before we can talk about you or send our records about you to anyone else. In general, we will tell no one what you tell us. We will not even reveal that you are receiving treatment from us. In all but a few rare situations, your confidentiality (that is, your privacy) is protected by federal and state laws and by the rules of our profession. Here are the most common cases in which confidentiality is not protected:

1. If you were sent to us by a court or an employer for evaluation or treatment, the court or employer expects a report from us. If this is your situation, please talk with us before you tell us anything you do not want the court or your employer to know. You have a right to tell us only what you are comfortable with telling.

2. Are you suing someone or being sued? Are you being charged with a crime? If so, and you tell the court that you are seeing a therapist, we may then be ordered to show the court our records. Please consult your lawyer about these issues.

3. If you make a serious threat to harm yourself or another person, the law requires us to try to protect you or that other person. This usually means telling others about the threat. We cannot promise never to tell others about threats you make.

4. If we believe a child or an elderly individual has been or will be abused or neglected, we are legally required to report this to the authorities.

In addition, there are two situations in which we might talk about part of your case with another therapist. We ask now for your understanding and agreement to let us do so in these two situations.  First, when we are away from the office for a few days, we may have a trusted fellow therapist “cover” for us. This therapist will be available to you in emergencies. Therefore, he or she needs to know about you. Of course, this therapist is bound by the same laws and rules as we are to protect your confidentiality.

Second, we sometimes consult other therapists or other professionals about our clients' therapy and/or situation. This helps in giving high-quality treatment. These persons are also required to keep your information private. Your name will never be given to them, and often times some information will be changed or omitted to help protect your confidentiality, and they will be told only as much as they need to know to understand your situation.  
Except for situations like those we have described above, we will always maintain your privacy. We also ask you not to disclose the name or identity of any other client being seen in this office.  We make every effort to keep the names and records of clients private.  We will try never to use your name on the telephone, if clients in the office can overhear it. All staff members who see your records will be trained in how to keep records confidential.

If your records need to be seen by another professional, or anyone else, we will discuss it with you. If you agree to share these records, you will need to sign an authorization form. This form states exactly what information is to be shared, with whom, and why, and it also sets time limits. You may read this form at any time. If you have questions, please ask.

It is our office policy to destroy clients’ records 15 years after the end of our therapy (or for child clients, until the child is 25, whichever time frame is later). Until then, we will keep your case records in a safe place.

If we must discontinue our relationship because of illness, disability, or other presently unforeseen circumstances, we ask you to agree to our transferring your records to another therapist who will assure their confidentiality, preservation, and appropriate access.

As part of cost control efforts, an insurance company will sometimes ask for more information on symptoms, diagnoses, and our treatment methods. It will become part of your permanent medical record. We will let you know if this should occur and what the company has asked for. Please understand that we have no control over how these records are handled at the insurance company. Our policy is to provide only as much information as the insurance company will need to pay your benefits.

You can request to review your own records in our files at any time. We ask you to understand and agree that you may not examine records created by anyone else.  In some very rare situations, we may temporarily remove parts of your records before you see them. This would happen if we believe that the information will be harmful to you, but we will discuss this with you.  You have the right to request copies of your records, and we will make copies for you for a fee. 
You have the right to ask that your information not be shared with family members or others, and we can agree to that limitation. You can also tell us if you want us to send mail or phone to you at a more private address or number than, say, your home or workplace. If this is of concern to you, please tell us so that we can make arrangements.

About Our Appointments

The very first time we meet with you, we will need to give each other a lot of basic information. For this reason, we usually schedule 1.5 hours for this first meeting. Following this, we will usually meet for a 50-minute session once a week. We will try to schedule meetings for both your and our convenience. We will tell you as soon as possible in advance of our vacations or any other times we cannot meet. 

An appointment is a commitment to our work. We agree to meet here and to be on time.  If you are late, we will probably be unable to meet for the full time, because it is likely that we will have another appointment after yours. A cancelled appointment delays our work. We will consider our meetings very important and ask you to do the same. Please try not to miss sessions if you can possibly help it. When you must cancel, please give at least 72 hours notice, more if possible. Your session time is reserved for you, and we are rarely able to fill a cancelled session unless we know several days in advance. If you do need to cancel under 24 hours please understand you will be charged the full 45 minutes appointment time amount ($195).
If you start to cancel sessions regularly, we may need to re-evaluate our therapy relationship and offer referrals to another therapist who might be able to meet your needs better than we can.  We will reserve a regular appointment time for you into the foreseeable future. We also do this for our other clients. 

Cancellations for a Monday appointment should be made no later than Friday by 5:00.

Please do not bring children with you to your individual appointments (unless the child is participating in the therapy) as there is no supervision for them while we are in session.  Some exceptions may be made for older children; however, this is something that should be discussed with the therapist prior to bringing the child to any sessions.

We cannot be responsible for any personal property or valuables you bring into this office.

Fees, Payments, and Billing

	Intake Session #1
	1.5 hours
	$250
	

	Individual Psychotherapy Session
	50 minutes
	$190
	

	
	60 minutes
	$225
	


If You Have Traditional (or “Indemnity”) Health Insurance Coverage

Because health insurance is written by many different companies, we cannot tell you what your plan covers. Please read your plan’s booklet under coverage for “Outpatient  Psychotherapy” or under “Treatment of Mental and Nervous Conditions.” Or call your employer’s benefits office to find out what you need to know.

If You Have a Managed Care Contract

If you belong to a health maintenance organization (HMO) or preferred provider organization (PPO), or have another kind of health insurance with managed care, decisions about what kind of care you need and how much of it you can receive will be reviewed by the plan. The plan has rules, limits, and procedures that we should discuss. Please bring your health insurance plan’s description of services to one of our early meetings, so that we can talk about it and decide what to do.

We will provide information about you to your insurance company only with your informed and written consent. We may send this information by mail or by fax. Our office will try its best to maintain the privacy of your records, but we ask you not to hold us responsible for accidents or for anything that happens as a result.

If You Need to Contact Us
We cannot promise that we will be available at all times. You can always leave a message on our voicemail, and we will return your call as soon as we can. Generally, we will return messages daily (within 24 hours) except on weekends and holidays.

If you have an emergency or crisis, call 911.  

If We Need to Contact Someone about You

If there is an emergency during our work together, or we become concerned about your personal safety, we are required by law and by the rules of our profession to contact someone close to you—perhaps a relative, spouse, or close friend. We are also required to contact this person, or the authorities, if we become concerned about your harming someone else. Please provide the name and information of your chosen contact person on the Client Contact Form.
Other Points

As professional therapists, we naturally want to know more about how therapy helps people. To understand therapy better, we must collect information about clients before, during, and after therapy. Therefore, we are asking you to help us by filling out some questionnaires about different parts of your life: relationships, changes, concerns, attitudes, and other areas. We ask your permission to take what you write on these questionnaires and what we have in our records and use it in research or teaching that we may do in the future. If we ever use the information from your questionnaire, it will always be included with information from many others. Thus, your identity will be made completely anonymous. Your name will never be mentioned, and all personal information will be disguised and changed. After the research, teaching, or publishing project is completed all the data used will be destroyed.

If, as part of our therapy, you create and provide to us records, notes, artworks, or any other documents or materials, we will return the originals to you at your written request but will retain copies.

Statement of Principles and Complaint Procedures

It is our intention to fully abide by all the rules of our professional societies/boards and by those of our state license.  However, if you are not satisfied with any area of our work, please raise your concerns at once. Our work together will be slower and harder if your concerns are not worked out. We will make every effort to hear any complaints you have and to seek solutions to them. If you feel that we have treated you unfairly or have broken a professional rule, please tell us. You can also contact the appropriate state or local associations and speak to the chairperson of the ethics committee. He or she can help clarify your concerns or tell you how to file a complaint.

In our practice, we do not discriminate against clients because of any of these factors: age, sex, marital/family status, race, color, religious beliefs, ethnic origin, place of residence, veteran status, physical disability, health status, sexual orientation, or criminal record unrelated to present dangerousness. This is a personal commitment, as well as being required by federal, state, and local laws and regulations. We will always take steps to advance and support the values of equal opportunity, human dignity, and racial/ethnic/cultural diversity. If you believe you have been discriminated against, please bring this matter to our attention immediately.

Our Agreement

I, the client (or his or her parent or guardian), understand I have the right not to sign this form. My signature below indicates that I have read and discussed the “Information for Clients” agreement; it does not indicate that I am waiving any of my rights. I understand that any of the points mentioned above can be discussed and may be open to change. If at any time during the treatment I have questions about any of the subjects discussed in this brochure, I can talk with Dr. Wolf about them, and she will do her best to answer them. I understand that after therapy begins I have the right to withdraw my consent to therapy at any time, for any reason. However, I will make every effort to discuss my concerns about my progress with my therapist before ending therapy.

I understand that no specific promises have been made to me by this therapist about the results of treatment, the effectiveness of the procedures used by this therapist, or the number of sessions necessary for improvement.

I understand that it is Dr. Wolf who maintains ownership of any records or documentation generated by services provided to me. 
I have read, or have had read to me, the issues and points in this brochure. I have discussed those points I did not understand, and have had my questions, if any, fully answered. I agree to act according to the points covered in this brochure. I hereby agree to enter into therapy with this therapist (or to have the client enter therapy), and to cooperate fully and to the best of my ability, as shown by my signature here.

____________________________________________

Signature of client (or person acting for client) 

Date

____________________________________________

 
Printed name 












Relationship to client:
❑  Self  
❑ Parent  

❑ Legal guardian


❑ Health care custodial parent of a minor (less than 14 years of age)


❑  Other person authorized to act on behalf of the client - specify

Permission To Use Credit Card



If cash or check is not provided at the time of service, please charge the fee associated with the following patients: * This includes charges for missed sessions not canceled beyond 24 hours.

_____________________________________________
Name of Patient


Date of Birth
Name on Card
____________________________________

VISA/Master/Discover Card 

Enter Entire Credit Card Number: 

________________________________________________________________________
Billing Address on Card:
________________________________________________________________________________________________________________________________________________
City

State

Zip

Expiration Date of Card: _______________________________________________________ 

CVC Code on back of card:

____________________________________________________

Cardholder Signature:

_________________________________________________________ 

Date:

___________________________________________________________________
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 may want to read them several times to understand them. If you have any questions, please do not hesitate to ask your therapist.  The effective date of this notice is July 1, 2012.

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. 

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. You or anyone else can get a copy from our privacy practices by calling 301 351 7257.

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 disclosure: 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 or elder 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. 

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. You must also tell us the reasons you want to make the changes.

5. You have the right to a copy of this notice.

6. You have the right to file a complaint if you believe your privacy rights have been violated. You can file a complaint with 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 your therapist. If you have a problem with how your PHI has been handled, or if you believe your privacy rights have been violated, contact 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 file a complaint. If you have any questions or problems about this notice or our health information privacy policies, please contact your therapist.

Consent to Use and Disclose Your Health Information

This form is an agreement between you, and Stephanie Wolf, JD, PhD, LLC. When we use the words “you” and “your” below, this can mean you, your child, a relative, or some other person if you have written his or her name here: 


When we examine, test, diagnose, treat, or refer you, we will be collecting what the law calls “protected health information” (PHI) about you. We need to use this information in our office to decide on what treatment is best for you and to provide treatment to you. We may also share this information with others to arrange payment for your treatment, to help carry out certain business or government functions, or to help provide other treatment to you. By signing this form, you are also agreeing to let us use your PHI and to send it to others for the purposes described above. Your signature below acknowledges that you have read or heard our notice of privacy practices, which explains in more detail what your rights are and how we can use and share your PHI.

If you do not sign this form agreeing to our privacy practices, we cannot treat you. In the future, we may change how we use and share your information, and so we may change our notice of privacy practices. If we do change it, you can get a copy by calling us at 202-255-2370
If you are concerned about your PHI, you have the right to ask us not to use or share some of it for treatment, payment, or administrative purposes. You will have to tell us what you want in writing. Although we will try to respect your wishes, we are not required to accept these limitations. However, if we do agree, we promise to do as you asked. After you have signed this consent, you have the right to revoke it by writing. We will then stop using or sharing your PHI, but we may already have used or shared some of it, and we cannot change that.

____________________________________________






_____________________ 
Signature of client or his or her personal representative 

Date

_______________________________________







_____________________
Printed name of client or personal representative 


Relationship to the client

__________________________________________






_____________________
Signature of authorized representative of this office 


Date

Date of NPP:    July 1, 2013

❑ Copy given to the client/parent/personal representative

Client Contact Form
Today’s date: ______________

A. Identification 

Client name: ______________________________  
Nicknames or aliases: _________________
Date of birth: __________________ 
Age: _____
Social Security #: _____________________
Home street address: ________________________________________ Apt.: ______________
City: ___________________________________________  State: _______ Zip: ____________

Child’s Phone 1: _____________________ 
□ Cell     □ Home     □ Work     □ Other: _________

Parent/guardian name: ________________________Relationship to client: ________________

Phone 1: __________________________ 
□ Cell     □ Home     □ Work     □ Other: _________

Phone 2: __________________________ 
□ Cell     □ Home     □ Work     □ Other: _________

Calls will be discreet, but please indicate any restrictions: 

Email: _____________________________________________________________________

B. Emergency contact information

If some kind of emergency arises and we cannot reach you or your parent/guardian directly, or we need to reach someone close to you, whom should we call?

Name: __________________________________  

Phone: ____________________ 

Relationship: ________________

Address:______________________________________________________________________

Significant other/nearest friend or relative not residing with you: 

Name: __________________________________  

Phone: ____________________ 

Relationship: ________________

Address:______________________________________________________________________

CONSENT FOR ELECTRONIC COMMUNICATIONS

I, the undersigned, request that staff from Stephanie Wolf, JD, PhD, LLC, be allowed to communicate with me via electronic communication (i.e., email and texting).  The risks and benefits of this approach, versus other forms of communication such as fax and telephone, have been explained to me.  They include that electronic communication may not be secure and that there is a risk that my (or my child's) personal health information may be hacked.  I understand that it is possible that my (or my child's) personal health information may be mistakenly sent to a wrong email address or that unintended individuals may be copied on the email.  This may result in third parties knowing private information about myself (or my child), including but not limited to detailed information about the reason for referral to Dr. Wolf, subsequent mental health diagnoses, and recommendations for future action and/or treatment.  It may also include client contact information such as address or telephone number as well as date of birth and/or social security number.  I understand that email may not always be encrypted and that there is a risk of the email getting "lost" in cyberspace.  Many times, once an email has been sent, it cannot be reclaimed and/or deleted, thus there is the possibility that my (or my child's) personal information would be available for others to access for an indeterminate period of time.  

I have had the opportunity to discuss these risks with Dr. Wolf and all of my questions have been answered to my satisfaction.  Understanding the risks, I request that electronic communication be initiated between myself and Dr. Wolf in future correspondence.  

________________________________________________

_______________

Signature of client/legal guardian



Date 

_____________ __________________________________



Printed name of legal guardian

_______________________________________________

Printed name of client

STEPHANIE WOLF, JD, PHD, LLC



Authorization Form for Release of Clinical Record/Information

This form when completed and signed by you, authorizes us to release protected 

information from your clinical record to the person you designate
Patient’s Name: ________________________________________________________________________________________________
Birth Date: _____________________________________________________________________________________________________ 

Address: ________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
Phone: __________________________________________________________________________________________________________
I, _______________________________________________, authorize Stephanie Wolf LLC to release:

The full mental health record ________

Intake/discharge summaries ________

All information necessary      _________

For the following reasons: (Provide description of the information that you want disclosed. Your description should be as specific and detailed as possible. (“at the request of the individual” is all that is required if you are my patient and you do not desire to state a specific purpose.)
For purposes of treatment: _____

For purposes of referral: _____

For purposes of consultation/assessment ______

Other:___________________________________________________________________________________________________________
I understand that my therapist cannot re-disclose information she received from another health 
care provider if that health care provider requested that the information not be re-disclosed. 

This authorization shall remain in effect for a period of one year from the date below or until  _______
The information is to be released to/released from: 

Name: __________________________________________________

Position: _______________________________________________
Address: _______________________________________________
Phone___________________________________________________
I understand that I have the right to revoke this authorization, in writing, at any time by sending such written notification to Stephanie Wolf, JD, PhD, LLC. However, the revocation will not be effective to the extent that action taken 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 my therapist(s) generally may not condition psychological services upon the signing of an authorization unless the psychological services are provided to me for the purpose of creating health information for a third party. I understand that information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient of the information and no longer protected by the HIPAA Privacy Rule. 

_______________________________________________________________ 



________________

Client’s Signature (16 years and over) 





Date

_______________________________________________________________ 



________________

Parent/Guardian’s Signature (for < 17 years) or




Date

Client’s Signature

_______________________________________________________________ 



________________

Parent/Guardian’s Signature (for < 17 years) or




Date

Client’s Signature


