Gulf Coast Psychotherapy, LLC

4167 Clark Rd
Sarasota, FL 34233
(941) 219-3111
Patient Registration Form

TODAYSDATE:
First Mame:___ I.ast Name: Ml —
Home Address: e Date of Birth:
City: State:_ Zip Code:
Home Phome:_ __Work Phone: Cell Phone:_
E~mail address: Conlact Preference: Home — Waork Call E-hdail
Marital Status: M/S/W,/D 55 #__ FPatient's Employer/Schoal_ L .
Spouse's Mame! Spouse’s Date of Birth:
Emergency Contact Mame! Phone #:
Addreas: _Kelationship to Patient:.

Patient Referred By:

Primary Care Physician:

If The Patienf is a Child, Please Comglete the fallowing:
Biological Father's Wame:
Address: Phome i
City: _ Stale: Zip Code: :
Father's Employer:
Biologi 5 M Date of Birth:
Address:
City:_____
Mother's Employer:
Medical Insurance Information:
1. _PrimaryInsurance name:
Cardholder’s Name:
Relationship to Patient:___
2, Secondary Insurapce Name:
Cardhelder's Mame:_ __Date of Birth:
Relationship to Patient: __Isurance 10#:

1 nethorize releasms of ony wedicel informobion necessary o process Aty inFurance claims ard | suthorize paymeot of medical beoefis

Dale of Birth:

Fhone #:
State:

Zip Code:

Date of Birth: !
Imsurance ID4E:

directly tu Gull Coast Pavchollsarapy, LLC for miysell sndfor depeodents, | understand that [ am responsthle for any co-payments, sa-
insurance, und deductiles ot the time of visil, or amounts for servicss nat covarod by my insoranes carrer or managed care company. |
ucderstemd that | will be charged for ganceled or missed sppointoents miless | give 45 bours adwineed police and 1 agres fo gy seid
gharges. In the cvent thal my account 2 placed in the hards of sy atlurney for enforeciosnt of aoy terms of thiy sgreement, ngres o pay
33 1/3% aftorney’s Iee oo the outstanding balanes, phus court coms, constable feos, sod miscelbaneois expenses. This suthoeily shall
remain autstacding until withdrawn in wriling by the usdersigned,

Patient/Responsible Party Signature: Date:




Gulf Coast Psychothevapy, L1C
4167 Clark Road
Sarasota, TX 34233
P (941) 219-311 ~ F(941) 8o4-1322
M{gum;m yeh@yafioo.com

APPOINTMENT REMINDER PREFERENCE

Patient Name: DOR:

o Please Call Me Ar ( )

Telephote Mumhber
Okay To Leave a Message/Voicemail? YES NO

OR:
& Textmeat: { ]

OR:

s *Please Send An E-Mail:

Cell Phone Nimber

E-hail Address

*We can send you an appointment reminder by e-mail. The appointment reminder will
include only the date and time of your appointment and your service provider name. We
will not encrypt the messages. Health care information sent by regular e-mail could be
lost, delayed, intercepred, delivered to the wrong address, or artive incomplete or
corrupted.  If you understand these risks and would like to receive an appointment
reminder by ¢-mail, you must confirm that you accept responsibility for these risks, and
will not hold Gulf Coast Psychotherapy, LLC or its' staff responsible for any event that
oceurs after we send the message,

Gulf Coast Psychotherapy, LLC will make a courtesy reminder call or send a reminder e-
mail one day prior to your scheduled appointment.

Patient/Guardian Sipnature ' Dhate




Gulf Coast Psychotherapy, LLC CONSENT FOR THE RELEASE OF
4167 Clark Road CONFIDENTIAL HEALTH CARE
Sarasota, FI. 34233 INFORMATION

(941)219-3111 Fax: (941) B94-1323

PATIENT NAME: DATE OF BIRTH:

I hereby suthorize Gul Cosst Psvofotherany, 100 1o
O RELEASEthe record of my care to:
O @8TAMNthe record of my care from:
O VERBAL COMMUNICATION regarding my care to:

(MAME OF FROFESSIONAL, FAGILITY O AGIENCY)

(STRERY {CITY) (STATE) (ZIF}

(TELEPHIIML N LMEER] (KA KUMEER) {E-MAIL ADDRESS)

Information pertaining to my identity, prognosis, andfor trestment. The information to be released
shall include:

0 All peychotherapy rocords, meaning every page in my record, including but not lmited to: office notea, face
sheats, histery and physical. consultation notes, disgoostic evaluations, progress notes, treatment plans,
discharge summaries, requesls for and reports of conswitations, documents, correspandence, test resilis,
statements, queslionnaires/hislories, photopraphs, videatapes, telephone messages, e~mail MEssAZes,

OR, only the following selected information:

O Assessments O Medication Recerd

0 Treatment Plans 1 Discharge Summary

C  Trestment Updates 1] STDVHIVAAIDS Informalion
O Other:

This information is needed for the following purposes:

0 To Provide Ongoing Treatment/Allercare 0O “thes =
PATIENT/PARENT/GUARDIAN
SIGNATIURE: DATE:
WITMNESS
SIGNATURE: DATE:

[ understand thesl my records ere protected under FL Genernl Law & HIPAA and cannot e disclosed withoul v written
conaent excepl as otherwise specifically provided by law,

I'further release Gull Cowst Psychotherapy, LLC. and ils employees from any Eability asising from the release of the
information and sweh personsfegencies, provided the said release of information is done subslantially in accordance with
applicable aw. 1mmderstand thar sy information releassd or received as a result of this consens will pot be fur Ueer redayed
inany way Lo any person or organiealion without my additional writlen consent,

1 alzo understand thal [ may revolee this consent &t any e price o the release of imformation berein suthorized,



Gulf Coast Psychotherapy, LLC
4167 Clark Road
Sarasota, FI. 34233
(9411 219-3111

If Const Psychotherapy, LLC. Pali ent And Consent

TO THE PATIENT: You have ihe right. as a patient, 1o be informed ahout the policies of the practics of Gulf
Caedt Peychotherapy, LLC, 80 vou con make an informed derision whethee o not 4o underge cha therapy that your
physician and'or others have recommended for your well-being, This information is simply an effort to help you
became betler informed so thal you may give or withhald your consent to the policies of the praciice.

L.

2
3

13,

Co-payment; The fid! amouil due secording to your health insurance policy coverage is dus and payable
ol fhe time of vour terapy apgointment.

Refund: Any co-jsyment overcharges will be relunded to you,

Underestimation of Co-payment, Deductible, snd Gaps In coverage: Should vou misundersiand sour
insurance coverage and later find that you are regquired to pey o higler peErcentags co-payment than you
initially understood, you will be expected w0 pay the differance and will be billed for that amournt.
Additionally, should there be a lapse in lnsurance covernge the paticnl will be respansibbe for full fes of all
sesslons scheduled during those perinds,

48-Hour Motice of Cancellation iz required for a1l therapy sessions. I 4B-hour notice i Bot received, the
piatiei will be bilted the fulf sessfon fee of SE5.00, noy fuse the co-payment, a5 insurance companics will not
pay for missed visits, Examples of late cancellations are, but not limited to, cancellations the same
moming of your appointment or during the tme of your scheduled therapy sppeintment. See Gulf Coast
Psychotherapy, LLC Cancellation and Fail To Keep Policy,

Failure to Cancel or Keep Appointment: §f a scheduled appointment is not cancelled, or if 48-hour notice
is not reeeived, rthe pariant vilf fe illed the full sexsion of §85.00_ e fus he CO-pEsieRt, AR insurance
vompanics will not puy for missed visits. See Gulf Const Psyehotherapy, LLC Cancellation and Fail To
Kecp Palicy.

Returned Cheek Fees: A S350 processing fee will be chasged for all checks returned for imsufficicat
fandd. It & youy responsibility w pay the processing foe prior o, o a2t the time of, wour nexl thesapy
sesgion.  In the event thar more than ane check i retumed, cash payment will be reguired prior to
scheduling subssguent appaintments.

Late Fees: [f your account becomes past due, the wepaid bafanse corried t the fivet diry of the meet
calevdar moth will be charged an interesd rate of 1 %% per noath or J4% per grrm

Collectinn Fees: [fyour account becomes past due and seat o a collection agenay, you will be respansibh
for the costs incurred as well as the balance due.

Termination of Treatment: ¥ou are expected to communicate your wish to end therapy peior b vour last
wisil with your therapist. In doing s, you will have one final session for the purpose of “clomere”, Yo
may cheose to end therapy af any time, but it is best to discuss this with your therapist prior to deciding.
This ks an impartant por of the therapy process, and it is in vour beat interest Lo end therapy in this Wy,

- Keeping Track of yoor benelits: 1t is best for you to call vour insurance compeny or benefits depariment

and 1o gz frach of the mmber of vigts yonesel Alsy, kesping tmek of vour anneal deductibles, if vy, is
very important. IF you have ssen another mental health professional or psyehistrist sutside of this prectice,
be aware that those sessions can be comled agninst vour annual albosance mven by waur insumnee
COMpAnY,

- Preauthorizations: If my insurance or managed care company requires preauthorlzation (informing chem

of treatment), T understand that | am responsible for elbtaiing this suthorization.

- Patient Insurance Waiver: Due wo insurance and mansaged care companies giving a limited time to ZEL aur

claims processed, it is imperative that we maintsin vp to date Insurance informasion i vour file. 1
acknowledge that it is my obligation to make this office sware of any changes to iy insuranes covesage
information. If [ ain issued @ new insurance card, | am to report this to vour affice, should the information
be requested of me through cither & phone call or billing corespondence.  Should 1 fail to provide the
information necessary 1o hive my claim properdy adjudicated within the filing lmits of my insurance or
managed care company, | agres to sssume financial responsibility for services rendered by my doctor o

therapist,
Therapy Session: [ anderstand that an intake evalustion and full therapy acasion is 43 minutes.,
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Giulf Coast Peychotherapy, LLC
4167 Clark Road
Sarasota, F1. 34233
(941) 219-3111
14, Cut-of-pocket Expenses: | am aware that my insiraies may not reimburse for all serviges prowided by
Gulf Coaest Paychotheespy, LLC. The following fee schedule lists uncovered expences that may be
provided by Gulf Const Psychothernpy, LLC,

#  Lale cancellation o failune bir keep appoimtment: The full session fee of $85.00 is dus, not just the
CO-PAYMENE,

= Medieal record copry fiss: %15.00 Relrioval Fee plus ZF per page up 1o 100 pages, .15 per page
aftar 100 poges, $10.00 additional fee For 24-hour servies.

*  Telephome Consullution: If a therapist is requived (o speek with vou un the ielephone, you will be
hillzd for this servier, 850045 min., pro-rated, incheding faoe spent on the telephome and
documentation of the consultation. 1F a therapist & raquired to speak with & doctor, ermployer,
Faiiily member, EAP persomnel, sttormey, school depariment professipnals, socicl agencies,
nursing home, ele., en your behalf, vou will be billed for this service. S85.00/45 min,, pro-rared,
including time spent en the talephone asd dscumentation of the consulaton.

®  Letler/Report Prepaestion: 1f you requive a letier or report 1o any cmphayver, atlomey, social
agency, insirance company, ¢ic., you will be billed for this service. S85.00045min., pro-ratied.

B Colletion Fees; 1f your account is sent to a collection agency, vou are responsible for paying the
fees incurred as well as vour balunce due,

#  Legal Fees: These fees will be charged 1o ihe requesting party (i.e. an attorney), Be aware that
these fiees may be passed along to you theeugh your artorney:

Preparation for Court Appearanca... $110.00howr®
Coaurt APPERMBBCS. ..« oevysvsriiasesee e eecsns - 3250.00houwr*
Depasition (in our office, 1 hoor minimum.).... i L SHMLNRour
Depasition (out of this offiee, 1 heur minimum).., ... ... £250,00hour™

* A1 fees must be prepaid and are non-refundable.

Its ol iality
To The Pyticnt: You have the right, as a patiens, o be guaranteed the prafeetion of the confidentiality of your

relatienship with your mental beafth professional.  Mental heslth professionals disclose confidential information
without the comsent of the individual only as mandsted by [aw, o where permicted for o valid purpese such as:

To provide neeced professionsal services to the patient or the individual e orgamizatianal clant.
Dungerous Sitwations: [Fa patient presents a denger 19 hann themsalves, ar aihers.

ol

3. Swuspected Child, Elderly Person, And Disabled Person Abuse: All mental health professionals are
mandared by law 1o report cnses where abuse is suspected aor dischosed.
4. Tn obtain payment for services, in which instance disclosure is limited m the minimum (hat is NeCCeagary

to achieve the purpose.

% To obtain appropriate professional consulistions. When consulting with eolleagoes, vour mental health
professionalis) di not share confident infermation that reasemably could lead to the identification of o
patient, client, resewrch participant, or any ather person or arganization with whom they have a confldential
refalionship unbess dhey obluin prior appropriate consent of the person or organication or the disclosure
cannot be pvoided. Your mental health professionn] can share infonnation only 1o the extent necessary o
achieve the purpese of the consultation.

Mental healeh profesaionals may disclose confidential information with approprinte consent of Uhe patient or the
individual or organizatisnal client {or of enather legally autharized person o behalf of the patient or client),
unless prohibited by law. Whils this written summary demonsirates some exceplions w confidentiality, it is
important to disciess any questions or concerns that you may have with vawr mental health professional at your
nowt meeting, Law govorning these issues are quite camplex. Should you need specific advice, formal legal
vomsutation with your sttomey may be desined,

Policy Agreement & Consent 2of3




Gulf Coast Psychotherapy, LLC
4167 Clark Road
Sarasota, FL 34233
(94152193111

icnt Ri nd B sibiliti

VT¥¥YYY ¥ wWYwwyvy v

L

Patients have the right Lo be treated with dignity and Tespact.

Paticnts have the rght to fair reatment.  This is regardless of their racz, relighon, gender, athnigity,
aze, dizability, or source of pavment,

Patients have the right 10 have their trestment amd other patient information kept private.

Cly [ an emergency, or ifrequired by law, can records be released withont patient permission,
Patients have the right to bave an casy to understnd explanation of their condition and frestment.
Patients have the right to infocmation from staflproviders ina lunguage (hey cam undersiand.

Putizots have the right to know all about their reatment choices, Thes would mean no mater of cost o
il they are covered or not

Patients have the right 1o get information shout their mraarance services and role in the treatrnent
PrOCESE,

Patients have the right to informmation about providers.

Panients have the right to know the clinical guidelines used in providing andfor managing their care.
Patients have the right to provide input on telir insurmee policies and seryiees,

Patients have the right to know about the eoinplzing, gricvance and appaeal process,

Paticnts have the right o know ghoul State and Fedesal laws thar relate to their rights and
reaponsibilitiey.

Parients bave the right to know of their rights and responsibilithes i the meatment process.

Patients have the right W share in the formetion of their plan of gire,

I fially uncleestand the above information. This Information has been explained to me and all my questions have
been answered. My signature below indicates my informed consent o the ahave practice policies and patient
infaemation end to proceed with the recommended therapy,

*

Patient's Slgraturs ) [oale

S-_lsnutm of Parent andiar Guardian Date

Policy Agrecment & Consent 3of3




Gulf Coast Psychotherapy, LLC.
1167 Clark Road
Sarasota, FL. 34233

Motice of Privacy Practices

This notice deseribes how medical information abeut you may be used and disclosed and how you can get
access bo this information. Please review il carelully and sign your name with today's date on the final page.

¥ Our Commitment o Protecting Health Information Aboul You

Federal law requires that we provide wou with this detailed wrillen notice of our privacy practices, In this
mvirtice, we describe the winys that we may use and disclose your health information. We are required by law o
protect the privacy ol health information that identilies, or can be used b identify, a patient. This information is
called “protected health information”™ {or “PLI.

We are required by law to:
+ Maintain the privacy of yvour PHI
*  (ive vou this Motice of our legal duties and privacy practices with respect to PHI
+  Comply with the terms of this Notice of Privacy Practices

We reserve the right to make changes to this notice and to make such changes effective for all 'HE we may
already have about you. TFand when this notice is changed, we will post a copy in our office in a prominent
location. We will alse provide you with a copy of the revised netice wpon your regquest made to our Privacy
Officer.

*  How We Mav Use And Disclose Protected [Health Information Abeut You

Treatment; We may use and disclese your PHI to provide, coordinate or manage your health care and related
services; consull with other health care providers regarding your treatment or o coordinate and matage vour
health care; when you need a prescription, lab ey, x-vay, or other health care service; or when veferring you to
amuther health care provider for treatment. For example, we may disclose your PHI toa physician we refer you
to regarding whether you are allergic Lo any medications, or we may send a report about your care from us to a
phsician that we veter vou to so that the other physician may treal you.

Payment; We may use and disclnse your PHI so that we can bill and collect payment for the treatment and
services we provide to you. Dor examphe, before providing treatment or services, we may share details with
your health plan concerning the services you are schedubed to receive, or we may ask for payment approval
from your health plan before we provide care or services. We may also use and diselose your FHI to find out it
vour health plan will cover the cost of care and servives we provide; o confirm you are receiving the
appropriate amount of care o obfain payment for services; for billing, claims management, and collection
activities; or to insurance companies providing yvou with additional coverage. We may also disclose limited FHI
to consumer reporting agencies relating to collection of payments owied to us, or to another health care provider
tor the payment acHyities of that health care provider.

Health Care Operakions: We may use and disclose your FHT in performing routine business activities (“health
care nperations”). Health care operations include practices that allow us to improve the quality of care we
provide and ke reduce health care costs. For example, we may use and disclose your PHI ko review and
improve the quality, cfficiency and costof care that we provide; b improve health care and lower costs for
groups of peeple who have similar health preblems and help bo manage andd eoordinate the care for these
groups of people; to review and evaluate the skills, qualifications, and performance of health care providers
taking care of you and our other paticnts; f provide raining programs for shudents, trainees, health care
previders, or non health care professionals (for example, billing personnel) to help them practice of improve
theeir skills; to conperate with outside organizations that assess the quality of the care that we provide; b

e

HIPPA Motice Pape 1 of 4



cooperate with outside organizations that evaluate, certify, ot license health care providers ar staff in a
particular field or specialty; ke cooperate with various peophe whe review cur activities, including doctors that
review the services provided o vou, accountants, lawvers, and others who assist us in complying with the law
and managing our business; to assist us in making plans for our practice’s fubure operations; to resolving
complaints within our practice; for business planning and development, such as cost-management analyses,

We may also call you by name in the waiting room when your doctor is ready 1o see you, and call you to vemnind
vou af an appointment.

#  Uses And Thsclnsures For Which You Hive The Opportunity To Agree Or Object

Disclosures o Family, Friends or Others; We may disclose your FLUI to a family member, close frieod, or any
other person that is involved in your care or the payment for your health care, unless yon object

# her Uses And Diisclosures We Can Make Without Your Wriken Authorization Or Oppertunity 'Te

Agrroe Or Object

We may use and disclose vour PHI in the following circumstances without your authorization or opportunity to
agree or object, provided that we comply with certain condilions that may apply:

Eequired By Law: We may use and disclose FHT when we are required o do so by federal, state, or local law.

Public Health Activities: We may wse or disclose PHI to public health authorities or other authorized persons to
carry out certain activities related to public health, including the tollowing activibies:

s lo prevent or conteol disease, injury, or disabiliey.

= Toreport disvise, injury, brth, or death.

*  To report reactions to medications or problems with products or devices regulated by the federal Food
and Drug Administration or other activities related to quality, safety, or effectivencess of FODA-regulated
products or activities.

» lonotify 2 person who may have been ex posed Lo a eommunicable disease in order o control who may
be at risk of contracting or spreading the disease.

Abwse, Neglecl, or Domestic Violence: We may disclose FLIT in cortain cases to government authoritis if we
reasonably belicve that a patient s been a viclim of domestic violence, abuse, or neglect.

Health Oversight Activities: We may disclose PL to a health agency for oversight activities such as audits,
investigations, inspections, licensure or disciplinary activitics,

Lawsuits and Cther Legal Procesdings: We may use or disclose FLI when reguired by o court or administrative
arder, We may also disclose PHI in response to subpoenis, discovery requests, or as otherwise required by law.

aw Enforcement: Under certain conditions, we may disclose PHT to law enforcement officials, These law
enforcement purposes include legal processes required by law; limited regueses for identification and lecation
purposes; suspicion that death has pocurred as a result of criminal conduck; in the event that a crimee ocours on
the premises of the practice; pertaining to viclims of a crime; in response to a mrdical emergency nok occurring
at the office, where it is likely that a crime has occurred.

Corpners, Medical Examiners, Funeral Directors: We may disclose PEHI to a coroner or medical examiner bo
identify a deceased person and determine the cause of death, or ko funeral directors so that they may carry out

their jobs.

Organ and Tissue Donation: 1f you are an organ danor, we may use of disclose PHI 1o organizations thiat help
procure, locate, and transplant organs in ovder to facilitabe an argan, eve, or tissue donativn and transplantation.

HIPPA Naotice Page 2 of 4



-
Research: We may use and disclose PEHI for research purposes under certain limited ciroumstances. We must
abtain vour written authorization bo use and disclose your PHI for research purposes except in situations where
a research project meets specific, detailed criteria established by Law,

To Avert a Serious Threat to Health or Safety: We may use of disclose PHI in limited circumstances when
necessary o prevent a threat te the health or safebe of a person or to the public, This disclosure can only be
made to a persen or organization that is able o help prevent the threal.

Specialized Covernment Punctions: We may disclose PHT under the fallowing circumstances:

»  Der certain military and veteran activities, incloding, determination of eligibility for veberans benefits
and where deemed necessary by military command anthorities,

»  For national security and intelligence activities.

= To help provide protective services for the President and others.

*  For the health and safety of inmates and others at correctional institutions.

Dhsclosures Required by Law: We are required to disclose PHI to the Secretary of the United States Department
of Health and Human Services, upon request, to review our compliance with the privacy regulations.

Worker's Compensation: We may disclose FEHI as autherized by workers' compensation laws or other similar
programs that provide benefits for work-related injuries or llness.

¥ Other Uses And Disclosures OF Protected Health Information Require Your Authorization

Al other uses amd disclosures of your PHI will only be made with vour written authorization. If you have
autharized us o use or disclose your PHI, you may revoke your anthorization at any time, except to the extent
we have taken action based on the authorization.

¥ Your Righls Regarding Protected Health Information About You

Under federal law, you have the follewing rights regarding PHT aboul you:

Eight to Request Restrictions: You hive the right to request additional restrictions on the PHI that we may use
for treatment, payment and health care operations. You may also request additional restrictions on our
disclosure of PHI to certain imdividuals involved in your care that otherwise ave pormitted by the Privacy Eule.
W aare not required bo ageee [o yonr reqiest. 1f we agree to your neguest, we are required 1o comply with our
agrecment excepl in cerlain cases, including where the information is needed Lo treal you in the case of an
emergency. lo request restrickions, you musl make your request in writing o our Privacy Officer. Tn your
request, please include (1) the information that you want b eestrict; (2} how you want to restrict the information
(for example, restricting use to this office, only restricting disclosure to persons outside this oflice, or restricting
both); and (3} o whom vou want those restrictions o apply.

Right to Receive Copfidential Communications: You have the right to request thal you receive comumunications
regarding PHI in a certain manmer or ata cerbain location. For example, you may request that we contact you at

home, rather than at work, You must make your request in writing o our Privacy Officer. You must specify
how you would like o be contacted (for example, by e-mail insteac of regular mail). We are required to
accommelate reasonable requests.

Right to Inspect and Copy: You have the right te inspect and receive a copy of vour PHI in certain records that
we maintain. This includes your medical and billing records but does nol include psychotherapy notes, Flease
contact our Privacy Officar if you have questions about access to your medical record. 1 you request a copy of
your PHI, we may charge you a reasonable fee for the copying, postage, labor and supplies used in meeling
your respuesk.

HIPPA Motice Pape 3 of 4



Right to Amend: You have the right to request that we amend your PHL as long as such information is kept by

or for our office. To do so, you must submit your request in writing tooour Privacy Officer. You must also give
S

us a reason for your request. We peay deny powr request in cerfain cases. For example, if the request is nok in

writing or if ¥ou do not give us a reason for the request

Right to Fecefve an Accounting of Disclosures: You have the right fo roquest an “accounting” of cerlain
disclosures thisk we hiave made of your P This is a list of disclosures made by us olher than disclosures made
for treatment, payment, and health care operalions. TEexcludes disclosures made b you or to family members
and friends involved in your care. You have the right to receive specific informalion regarding these disclosures
that oocurred after April 14, 2000, The firs list that vou roguest oo 12-month period will be free, bul we may
charge you for var reasonable costs of providing additional lists in the same 12-month peried, W will kel you
aboul lhvese cosls, and you may choose to cancel your request at any time before costs are incurred.

Right to @ Paper Copy of fhis Motice; You have a right fo receive a paper copy of this notice at any time. You
are entitled to a paper copy of this nolice even if vou have previously received this notice electronically, To
obtain a paper copy of this notice, please contact our Privecy Officer,

= Complaints
If you beliove vour privacy rights have been violated, you may file a complaint with us, or with the Secretary of
the United States Department of Health and Human Services. To file a complaint with our office, please contact

our Privacy Officer at the address and number listed below, We will not retaliate or take action against your for
filing a complaint.

Privacy Official Contact Information
¥ou may contact our Privacy Official at the following address and phone number:

Emily Zamora
4167 Clark Foadl
Sarasota, FL 34233
941-219-3111

e-mail address: gulfcoastpsycheivahomoom
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Gulf Coast Psychotherapy, LLC
41167 Clark Road
Sarasota, FL 34233
{(941) 215-3111

www.gtlfcoastpsych,.com

Acknowledgement of Receipt of
HIPAA Privacy Practices

| acknowledge that I have read and understand the HIPAA Privacy Policy of Gulf
Coast Psychotherapy, LLC.,

| am aware that if 1 have any guestions or concerns regarding this policy, [ may
contact Emily Zamora, Practice Manager & Privacy Official at Gulf Coast
Pavchotherapy, LLC.

Patient/Parent Signature [ate



Gulf Coast Psychotheropy, LLC,
4147 Clark Road
Sarosofa, FL 34233
1241] 219-3111

u h LLC. Cancellation and Fail To Keep Policy

Concellations:

It is the policy of Gulf Coast Psychotherapy, Inc. to charge the full fee to patfients for any
canceliations that are made less than 48 hours in advance of the scheduled appointments.
The full fee for cancellofions thal are not made within 48 hours is 585.00 per session
scheduled. If lale cancellations are biled to you, this fee must be paid before another
appelntment can be scheduled. If a late cancellation occurs mare than two fimes for
oppcintments scheduled on Safurdays or evening appointments [after 4pm), Tuture
appoiniments will need o be scheduled during weekday hours |betwesan the hours of Pam
and 4pm, Monday through Friday). Parents, please be aware that fhe parent making the
appointment for thelr child is finoncially responsible for those appointments if they are not
cancelled within the fime frame ouflined above. For example, f a mother makes an
appoinfment knowing she wil not be bringing her child to the appointment and the spouse
or ex-spouse Dinging the child doesn’t cancel in fime, the mother wauld be raspansible for
paying the $85.00 fee.

Failure To Keep Schoduled Appointmanis;

H is the responsibility of the patient to remember their appointments. This office atternpts to
confimn future appeintments one day prior to visits as a courtesy o patients. It is the policy of
Gulf Coast Psychotherapy, LLC. to charge the full fee fo pafients for any failed to keep
appointments {no notice given for a cancellation). The full fee for missed sessions is 585,00
per session missed. If a failure 1o keep appointment charge is biled to you, this fee must be
pdic before another appointment can be scheduled. If more than 2 scheduled sassions are
missed for appointments scheduled on a Saturday or evening appointments [after 3 pm),
future appointments wil need to be scheduled during weekday hours ibetween the hours of
Fam and 3 pm, Monday through Friday). Parenfs, please be aware thal the parent making
the appointment for their child is financielly responsible for those appointments if they are not
kepl. For example, If a mother makes an appeintment knowing she will not be bringing her
child to the appointment and the spouse or ex-spouse bringing the chid doesn't bring the
child to the sessicn. the mother would be responsible for paying the $85.00 fee.

I have read and understand Gulf Coast Psychotherapy, LLC.'s pelicy regording canceliations
and fallure 1o kesp appointments.

Patient/Parent Slgnature Date



Gulf Coast Psychotherapy, LLO
4167 Clark Road
Barasota, FL 34233
(941) 294-1322

gulfcoastpsychiivahoo.com

Credit Card on File Authorization

Please complete this form if you would like Gulf Coast Peychotherapy, LLC to keep your
eredit card on file for future payments.

Patient Name: _ Patient Date of Birth:

Information to be completed by the cardholder:

Cardholder Name:

Card Number:_

Card Type: (circle one)

VISA MASTERCARD DISCOVER AMERICAN EXFRESS

Expiration Date:
CVV Code (3 DIGITS ON BACK OF CARD):___

E-Mail Address:

B . . , authorize Gulf Coast Psychotherapy, LLC
to charge the above credil card account for payments owed to my account for services
rendered, lale cancelation fees or failure to keep my appointment fees. [ agree to update
any information regarding this accounl. The above information is complete and correct to
the best of my knowledge.

Cardholder Sipnature: o Date:

Witncss: 3 = Date:




MAST

Patient Name:; Date of Birth

Please circle either Yes or No for each item as it applies to you. A “normal
drinker” can be defined as one who consumes less than or an average amount of
alcohol.
Your com

of this rating scale is a

1. D vou feel vou are a noemal drinker? Yes No (2%
2. Have you ever awakened the moming after some drinking
the night before and found that you could not remember a pan

of the evening betore? Yes Mo (2)
3. Does vour significant other (ar family members) ever worry

or complain about vour drinki ng? Yes No ()
4. Can you stop drinking without a struggle after one ar two drinks? Yes  No (2)e
3. Do you ever feel bad about your drinking? Yes Mo (1)
6. Do fifends or relatives think vou are a normal drinker? Yes No (1)«
7. Da you ever try to limit your drinking 1o certain times of the day

or b certain places? Yes Mo (M
8. Are you always able to s1ap drinking when vou want 107 Yes  MNo (2w
9. Have you ever sitended a meeting of Aleohelics Anomymous (AA)?  Yes  No (5)
10. Have you gotten into fights when drinking? Yes Mo (1)
11, Has drinking ever created problems with you snd your significant

other? Yes MNo (2)
12. Has your significant other or other family member ever gone

to anvone for help about vour drinking? Yes MNe (2)
13. Have you ever lost friends or girlfriends/boyfiends beeause

of drinking? Yes No (2)
14. Have vou ever gotten into trouble ar waork because of drinkimg? Yes No (2)
13. Have you ever lost a job because of drinking? Yes No (2)
16. Have you ever neglested your obligations, your family, or your

work for two or mote diavs in a row becawse you were drinking ? Yes Mo (2)
17, Da vou ever drink before noon? Yes  No (1)
18. Hawz you ever been 1old you have liver trouble? Cierhosis? Yes o (2)
19. Have you ever had delirium tremens (DTs), severs shaking,

heard voices, or seen things that weren't there after heavy drinking? Yes MNo (5)
20. Have you ever gone to anvone for help about vour drinking? Yes Mo (5)
21. Have you ever been in a hospital because of drinking? Yes  No (5)

2. Have you ever been a patient in a psvehiatric hospital or on

a psychiatmic ward of a general hospital where drinking was par

of the problem? Yes Mo (2)
23. Have you ever heen seen st o psychiatric or mental health clinie,

or gong to a doctor, social worker, or clergyman for help with an

emotional problem in which drinking had played a part? Yes  No (3)
24, Have you ever been arrested, cven for & fow hours. because
of druk behaviar? Yes  No (3)

23, Have you ever been arrested for drunk: driving afier drinking? Yes Mo (2)




Gulf Coast Peychotherapy, LLC
4167 Clark Raad
Sarasota, FI. 34243
(B41) 219-3111
Fax (B41) 804-1382

wowew, gl feoastpsych.com

Agreement and Consent for Cnline/Telehealth Psvehotherapy

Az g patient of Gulf Coast Psychotherapy, LLC, | understand that online therapy is technical in nature
and that there may e problems with Internel connecbvity, which is the [aull of neither Gulf Coast
Psychotherapy, LLC, my psvchotherapist, nor me. Internet availability may be limited or disrupted by
zerver mamtenance, uperades or other problams (such as software or hardware malfunction) or
natural or manmade disasters (such as terrorist acts, Internet viruses and so forth). These types of
problems are bevond the control of Gulf Coast Psychotherapy, LLC, my psychotherapist or myself. If
something like this were to ocour, [ have the epbion of conbinung or conducting my session via
telephone or rescheduling this appointment.

As # patient of Gulf Coast Psvchotherapy, LLC, | understand that the practice and all staff members
ghide by HIPAA regulations. | also understand that my confidentiality is maiotained unless | am at
imminent risk of barming mysell or others, at which time my psychotherapist will make appropriate
arrangements Lo secure my safety and the safety of others,

I agree to provide Gulf Coast Peychotherapy, LLC with the name and telephone number of an
emergency contact person. [ understand that this person will only be contacted in the event of an

CMergency.

I agree that in the event of an emergency | will contact Gulf Coast Paychotherapy, LLC at (941) 219-
3111, Ifit is during non-business hours, the phone message will provide my psychotherapist's
emergency phone number. | agree to contact my peychotherapist if T am nol feeling safe or if | plan
on harming myself or others. If 1 am unahle to reach my psychotherapist, [ will call 8=1=1 or go to
the nearest emergency rocm.

[ agree that if my psychotherapist believes that T am in need of more intense services that cannot be
provided via online psychotherapy, 1 will be referred to an appropriate level of care within my
pengraphical location.

I agree that [ am responsible for paving $85 per 45-minute session unless other arrangements have
heen made. | agree that fees will be charged for lengthy reports, affidavits, missed appointments and
late cancelled uppointments, ete. as outlined in “Gulf Coast Psychotherapy, LLC Policy Agreement
and Consent”.
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Although Gulf Coeast Psychotherapy, LLC and my psychotherapist have taken a significant number of
steps to ensure the confidentiality and privacy of onlinge communication, these actions in whole or in
part, cannot guarantee the securily of Intemnet transmissions, | permanently agree to release and
indemnify Gulf Coast Psychotherapy, LLC and staffl from all suits, claims and other actions originating
from cnline psychotherapy.

Thave read, understand and agree to all of the information in this document and my signature acts as
written consent to participale in online therapy.

Palicnl Signalure Date
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