Gulf Coast Psychotherapy, LLC

4167 Clark Rd
Sarasota, FL 34233
(941) 219-3111
Patient Registration Form
TOOATSDATE: .
First Name:__ Last Name: M -
Home Address: Date of Rirth:
City: State: Zip Code?
HomePhone: WorkPhone!____ _ Cell Phone:
E-mgil address: Contact Preference: Home — Work Cell E-Mail
Marital States: M/ S/W/D 55 Patient’s Employer/School:
Spouse's Mame:_ Spouse's Date of Birth:
Emergancy Contact Mame:___ FPhone #:
Address: Relationship to Patient:
Patient Referred Byi___ Primary Care Physician:
If The Patient i= a Child, Please Complets the following:
Biplogical Pather’s Name: o DateofBirth:________
Address: Phone #:
City: State:__ Zip Code: i
Father’s Employer:
Biological Mother's Name: Dateof Birth:
Address: Fhone #:
City: State: Zip Code:
Mother's Employer:
Medical Insurance: Information:
L. Primarylnsurance name:
Cardholder's Name: Drate of Birth:
Relationship to Patient: Insurance ID#________

2, Becondary Insurance Name:

Coardholder'sName:_____~ Dateof Birth:
Belationship to Patiant: Insurance ID4:

I puthorize relesse of sny medical inlommation pecessary o process ANy insurancs claime snd 1 authorize payment of medical benefits
dicectly Lo Gulf Coast Psychotherapy, LLEC Ior myself andfor dependents. | understand that 1 am respansbbe for any CU-REYMENTS, S0
insurance, and deductthles ot the time of ¥isit, or amousts for sarvices not covered by my nsEasl carrier o managed cara company, |
urelerstand that 1 will be charged for canceled of missed appointments mnless | give 48 bours advanced nolice acd 1 agres 1o pey sad
charges. In the event thet my sceaunt i placad in the bands of an aticeney for anforcemant of say lerms of this agreement, | agree o pay
A E L% sttorsey’s foe oo the oulstanding balinos, plus courl costs, constable fecs, and miscellaneass expenses, This anthority shall

remain cutatanding until sithdeawn i wriling by the undersigned.

Patient/Responsible Party Signature: Date:,




Gulf Coast Psychotherapy, LLC
4167 Clark Road
Sarasola, FL 34233
P (941) 219311 ~ F{9q1) 8g4-1322
gulfcoastpsych@yahoo.com

APPOINTMENT REMINDER PREFERENCE

Patient Name: D8:

o Flease Call Me Atz ( b

Telephoas Mumber
Olay To Leave a Message/Voicemail? YES NO

OR:
& Textmeat | )

OR:

¢ *Please Send An E-Mail:

Cell Phone Nomber

E-Wfall] Adilress

*WWe 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 arrive incomplete or
corrupted.  If you understand these risks and would like to receive an appointment
reminder by e-mail, you must conlirm that you accept responsibility for these risks, and
will not hold Gulf Coast Psychotherapy, LLC or its’ staff responsible for any event that

oecurs 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 Signature Date




Gulf Coast Psychotherapy, LLC CONSENT FOR THE RELEASE OF

4167 Clark Road CONFIDENTIAL HEALTH CARE
Sarasota, FL. 34233 INFORMATION

(841)218-3111 Fax: (941} §94-1322

PATIENT NAME: DATE QF BIRTH:

I hereby authorize Gulf Coast Poyehotberapy, LLE to:
0 RELEASE the record of my care ta!
L FTAMN the record of my care from:
0 VERSAL COMMUNCATION regarding my care to:

(NAME OF PROFESSIONAL, FACILITY OR AGENCYY '
ISTRIET) oI ISTATE) {7IF)
(TELEPHONE HUMBESR (FAX MUMEER) & {E-MAILL ADDCRESE) -

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

O All psychotherapy records, meaning every page in my record, including but eot limited tof oflfice notes, [ace
sheets, hislory end physical, consultation notes, disgnostic evaluations, progress notes, treatment plans,
discharge summaries, requests for and reports of consultations. documenls, correspondence, test resulls,
statemenia, guestionnaires/histories, photographs, videotapes, telephone messages, e—mail MESRATES,

OR, only the following selected information:

0 Assegaments 0 nedication Record

0 Treatment Plans O  Discharge Summary

O Treatment Updates n] STRYHIVIAIDS Information
O (ther:

Thiz information is needed for the following purposes:

0 To Provide Ongoing Treatment/Aftercare O Oher: N S
PATIENT/PARENT/GUARDIAN
SIGNATURE: DATE:
WITHNESS
SIGMATURE: DATE:

1 understand that my recerds are protects=d wnder FL General Law & HIPAA and cannot be disclesod without my written
consent except A5 otherwise spreifically provided by law.

I further relesse Gulf Cosst Psychotherapy, LLC. and its employess from any lability arising from the relesse of the
information and such porsonafagencies. provided the sald release of information is doene substantially in sccordance with
applicable law. | understand that any information released or received as a result of this consent will not be further relaved
in any way o any parson or organization without my addittonal weitten consent.

1 alzo understand that | may revole this consent a3 any time prior o the release of information herein sulhorized,



Qulf Coast Psychotherapy, LLC
4167 Clark Road
Sarnsota, FL 34233
(941) 219-3111

Gulf Coast Peyc Li ent A

TO THE PATIENT: You have the right. as a patient, to be informed about the policies of the practice of Gulf
Coesi Psychotherapy, LLC, so you can make an informed decision whether or oot to undengo the therapy that your
physician and'or others have recommended for your well-being. This information is simply an effort to help you
becoane better informed so that you may give or withhold vour consent to the policies of the practice.

L

2.
3

13.

Co-payment: The fif amount due according to Your health insurance policy coverage is due and payable
el the jime of vour therapy appomirmenl

Refamd: Any co-payment overcharges will be relunded to you,

Underestimation of Co-payment, Deduetible, and Gaps In coverage: Should you misunderstend your
insurance coverage and later find that you are vequired to pay & higher percentage co-paymont than you
inidally understood, vou will be expecied o pay the difference and will be billed for that amoumt.
Additionally, should there be 4 kapse in ingurance coverage the patient will be responslble for full fee of all
sessions scheduled during those perids,

48-Hour Notive of Caneellatlon is required for gl therapy sessions.  1f 48-hour notice s not received, phe
patient will be billed re fiell session fog of $835.00 ot juss the co-paverent, as inswrance companies will not
pay for missed vigits. Examples of late cancellations are, bul not limited to, cancellations the same
morning of your appointinent of duklng the time of your scheduled therapy sppointment. See Gulf Coast
Peychatherapy, LLC Canceliation and Fail To Keep Policy,

Failure to Cancel or Keep Appointment: [ a scheduled appointment is ned cancelled, or if 48-hour nolics
is not received, the pariend will he billed the fill sexsion of 355,00, noi fust_the co-payment, #s insurance
companies will not pay foc missed visits. See Gulf Coast Psychotherapy, LLC Cancellation end Fail To
Keep Pulicy.

Returned Cheek Fees: A §33.00 processing fee will be charged for all checks retumned for insufficient
finds. Tt ig yowr responsibility o pay the processing foe prior to, or at the time of, your next therapy
session,  In the event that more then one check is retumed, cash payment will be required prior o
scheduling subsegquent appointments,

Late Fees: If vour sccount becomes past due, phe wipald balance carried 1o the first day of the next
colendiar movith will be charged an faterest rate of T 5% per ananith or 1826 par s,

Colleciion Fees: If yvour account becomes past dae and sent to a collection agency, you will be responsible
fior the: costs incurred as well as the halance due.

Termination of Treatment: You are axpectad to communicate your wish to end therapy prior fo your last
visit with vour therapist. In deoing o, you will have one final session for the purpose of “closmee”. You
may choose to end therepy =t any time, but it is best to discuss this with your therapist prior to deciding.
This is an imporant part of the theropy process, and it i5 in your best interest to end tharapy in this wuy.

. Keeping Track of your benefits: It is best for you to call your insurknce company of benefits department

and o feep irack of the rumber o visity vourself, Alse, keeping track of your annual deductibles, iFany, i
very importart. T you have saen another mental health professional or peychiatrist outside of this practice,
be aware that thosc scssions can be coumted egrinst your anmual allowance given by your insusance

COHTIEATY.

. Presuthoriestions: 17wy insurance or managed care company recquites preauthorizstion (informing ihem

of treatment), 1 onderstand that 1 um responsibe for oliaining this authorization.

. Patient Insurance Walver: Due to insurance and managed care eompanies giving a limited time to get our

cloims processed, It s imperative that we maintain up to date insurance information in your file, I
acknowledge that it is my obligation (o make this office aware of amy changes to my insurance eovernge
information. If 1 am issped B new insurance card, | am ta reperl this o your office, shoubd the imformation
be requested of me through sither 8 phone call or billing corvespondence.  Should T fail to previde the
informarion necessary to have my claim properly asdjudicated within the filing limits of my insurence or
monaged care company. | agree to assume financial responsgibility for services rendered by my doctor or
therupist.

Therapy Session: [ understand that en intake evaluatien and full therapy seasion is 45 minutes,
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Giulf Coast Psychotherapy, LLC
4167 Clark Road
Sarasola, FL 34233
(94172193111
14. Out-of-pochet Expenses: | am aware that my insurance may not reimburse for il services provided by

Gulf Cosst Psychotherapy, LLC. The followlng fee schedule lists uncoversd expenses that may be
provided by Gulf Coast Psychotheragy, LLC.

¥ Late cancellation or Bailume to keep appointment: The full sesshon fee of 85,00 is due, not just the
o~ FII.]"ITKH‘L

¥ Muedical record copy fees: $15.00 Retrieval Fee plus 25 per page up to 100 pages, .15 pér page
after 100 pages, $10.00 additional fee for 24-hour service.

H Mmﬂ&m_lmm If n therapist is required to speak with you an the telephone, you will be

billed for this service. S85.0045 min., pro-rated, Including time spent on the telephone pnd

documentation of the consaltation. 17 & therapist Is required to speak with a doctor, emiployver,

family member, EAF personnel, attomey, school department professionals, social agencies,

nursing howme, eic., on your behalf, you will be billed for this seevice. $85.00045 min., pro-rated,

including time spent on the telephone and docamentation of the consuliation,

Letter/Report Proparation: If you require a letier or report to any employer, attormey, social

agancy, insunace company, eic., you will be billed for this service. 535.0045min., pro-rated.

N

#  Collection Fess: I your account is sent to & eollection agency, vou are respansible for paying rhe
fiees incurred as well as your balance due.

¥ Lezal Fegs: These fees will be charged o the requesting party (ie. an attorney). Be awars jhar
fhese fees may be passed along to you throngh your attorney:
Preparation for Conrt APPesranes. ...._.......c..coevvarrrerrmanin R1 100 houar®
Court APPERrange......iviimeseniisa e e B230.00hour*
Deposition (in our office, 1 hour minimam.). ... - E200.00vhour*
Deposition (out of this office, | howr minimum}..,.............o e $250.00/hour*
#A00 fees must be prepaid and are non-refunclable.

Limits of Confidentiality

T The Patient: You have the right, os o patient, to be guaromteed the protection of the confidensiality of your
relstiomahip with your mental health professional  Mental health professionals disclose confidential Information
without the eongent of the individual anly as mandated by law, or where permitted for & valid parpose soch as:

I. To provide nesded professional services to the patient ar the individual or organizstional clienl.

2. Dangerons Shtuations: Ifa patient presents a danger to harm themselves, or others,

5. Suspected Child, Elderly Person, And Disabled Person Abuse: All mental bealth profssionals are
mandated by law to report cases where abuse is suspecied or diselosed,

4. To obtain payment for services, in which instance disclosure s limited to the minimum that 15 necessary
to achiewve the purpaose.

5, To obtaln appropriate profissional consuliutions. When consulting with colleagues, your mental health
profeasional(s) do not share confident information thet ressomably could lead o the identification of a
patient, client, research participant, or any other person or orgenization with whom they hive o confidential
relationship unless they obtain prior approgrizte consent of the person or organization or the diselogure
cannot be avoided, Your mental health professional can share information anly 1o the extent necessury 1o
achieve the purpase of the consubiation.

Mental health professionals may disclose confidential information with appropriate consent of the patient or the
individual or organizational client {or of another legally suthorized person an behalf of the patient or clicnt),
unless probibited by law. While this written summary demonstrates some exceptions to confidentiality, it is
impetant to discuss any questions or concerns that you may have with your mental health professional at your
next mesting, Law governing these issues are guite complex. Should you need specific advice, formal legal
consultation with your attorney may be desired.

Policy Agreement & Consent Iof3



Gulf Coast Psychatherapy, LLC
4167 Clark Road
Surasota, FL. 34231
{9413 219-3111

YYYYY ¥ ¥Y¥YYY YV

¥ W

Patients have the right 1o be treated with dignity and respect.

Patienis have the right to Rl reatment. This is regardless of their rmee, religion, gender, ethnicity,
agee, disability, or sturce of payment.

Patients hive the right to have their trestment and other patient information kepe private.

Ounly in an emergeney, or if reqoired by law, can records be releaged without patient permission,
Patieniz have the right to bave an casy e understand explanation of thedr condition and treatment.
Patients have the right to nformation frem aaffproviders in a language they can anderstand.

Patients have the right o know all about their trestment choles. This would mean o matier of cugr or
i they are covered or nog,

Patients have the right 1o get information zbous their insurance services and role in the reatmeny
process.

Patients have the riglt to information abaut providers.

Patlents have the right to know the clinioal gaidelines used in providing andfor managing their carg,
Patients huve the right to provide input on their insurince palicies and services,

Patients have the right to know about the complaint, grievance and appedl process.

Patients have the right to know abowl State and Federal laws that relate to thelr rights gnd
Tesponsibilities,

Patients have the right to know of their rights mnd respomsibilities in the trestment process.

Paticnts have the right to share in the formation of their plan of care,

I fully nnderstand the above information.  This information hes been explained to me and all my questions have
been apswered, My signature below indicates sy informod consent to the above practice policies snd patient
information and 1o proceed with the recommended tharapy,

-

Patient's Signature Drater

Signature of Parent andier Cuardian Date

Policy Agreement & Consent 30f3



Gulf Coast Psychotherapy, LLC,
4147 Clork Road
Sarasota, FL 34233
{741) 219-311"

Couast Psvchothera LLC. Cancellation Te

Cancellafions:

It is the palicy of Gulf Coast Psychotherapy, Inc. to chorge the full fee to pafients for any
cancelaiions that are made less than 48 hours in odvance of the scheduled appeinfments.
The full fee for concellations that are not made within 48 hours s $85.00 per session
scheduled. If late cancellations are billed to you, this fee must be paid beforg another
appointmen! con be scheduled. If a late cancelatisn occurs more than two fimes for
appointments scheduled on Saturdays or evening appointments |after 4pm). future
appointments will need to be scheduled during weekday hours [betwaen the hours of Fam
and 4pm, Monday through Friday). Parends, please be aware that the parent making the
appoiniment for their child i financially responsible for those appoinitmenis i they are not
canceled within the fime frame oullined above. For example, if a mother maokes an
appointment knowing she will not be bringing her child to the appointment and the spouse
or ex-spouss bringing the child doesn't cancel In ime, the mother would be respansible for
paying the $85.00 fee.

It is the responsibiity of the patient fo rememier fheir appointments. This office offempfs to
confirm future appointments che day prior to visits as a courtesy to patients. It is the policy of
Gulf Coast Psychotherapy, LLC. fo charge the full fee fo patients for any failed fo keep
appolntments (no notice given for a cancellafion). The full fee for missed sessions is 585,00
per session missed. If a fallure to keep appointment charge is billed to you, this fee must be

ald before ancther appointment can be sch led. If moare than 2 scheduled sesslons dare
missed for appoiniments scheduled on a Saturday or evening appointments {affer 3 pm),
future appaintments will need fo be scheduled during weekday hours (between the hours of
Pam and 3 pm, Monday through Friday). Parents, please be aware that the parent making
the appoiniment for their child is financially responsible for those appointments if they are not
kept. For example, if o mother makes an appointment knowing she will not be bringing her
child to the appointment and the spouse or ex-spouse bringing the child doesn't bring the
child to the session, the mother would be responsible for paying the $85.00 fee,

| have read and understand Gulf Coast Psychotherapy, LLC.'s policy regarding cancellafions
and failure to keep appointments.

Patient/Parent Signature Date



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

Motice of Privacy Practices

"This notice describes how medical mformation about you may be used and disclosed and how you can et
access o this information. Please review it carcfully and sign your name with today's date on the final page.

¥ Our Commitment To Protecting Health Information About Tou

Federal law requires that we provide you with this detailed wrilten notice of our privacy practices, Tn His
notice, we describe the ways thal we may use and disclose your health information. We are required by law 1o
proetect the privacy of health mformation that identifies, or van be used to identify, a patient, This information is
called “protected health informalion” (or “FHI”).

We are required by law to:
*  Maintain the privacy of vour FHI
o Give you this Notice of our legal dutics amd privacy practices with respect o PHI
L] 'L'u:-mp[}' with the terms of this Motice of Priuur;}' Practices

We reserve the right to make changes to this notice and to make such changes effective for all PHT we may
already have about you. If and when this notice is changed, we will post a copy in our office in a prominent
lacation. We will also provide you with a copy of the revised notice upon your request made ke our Privacy
Oifficer,

*  How We Mav Use And Disclose Protected Health Information About You

Treatment: We may use and disclose your PUI to provide, coordinate or manage vour health care and related
services; consult with other health care providers regarding your treatment or to coordinate and manage your
health care; when vou need a prescription, lab test, x-ray, or other health care service; or when referring you to
another health care provider for treatment, For example, we may disclese your PHI o a physician wa refer vou
to regarding whether vou are allergic to any medications, or we may send a report abnul vour care from us to a
phivsician thal we feler vou b so that the other physician may treat you.

T’E!gmr\nl-. Wi 1Y s and disclnses e THI =0 thak we can lill and collect pa}rlnn:'-nl' for the trepbment and
services wo prowide to vou, For example, before providing freabment or seovices, we may share details with
vour health plan concerning the services you are schedulbed fo receive, or we may ask tor payment approval
from vour health plan belore we provide care or services. We may also use and disclose your PHI Lo lnd ok if
your health plan will cover the cost of care and services we provide; fo confiom youw ane receiving the
appropriate amount of care Lo oblain payment for services; for billing, claims management, and colleclion
activities; or to insurance companies providing vou with additional coverage. We may also disclose limited FHL
b consumer reporting agencies relating to collection of pavments owed o us, oF to another health care provider
for the paymenlt aclivities of that health care provider.

Health Care Orperations: We may use and disclase your PHT in performing routine business activities [“health
care operations”). Health care operations include practices that allow us to improve the quality of care we
provide and to reduce health care costs, For example, we may use and disclose your PHI to review and
improve the quality, efficiency and cost of care that we provide; to improve health care and Tower costs for
groups of people who have similar health problems and help lo manage and coordinate the care for these
proups of penple; o review and evaluate the skills, qualifications, and performance of health care providers
taking care of vou and our other patients; to provide training programs for students, trainees, health care
providers, or non-health care professionals (for ccample, billing persennel] g help them practice or improve
their skills; to cooperabe with outside organizations that assess the quality of the care that we provide; b

s
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cooperale with outside organizations that evaluale, certify, or license health care providers or staff in a
parkicular field or specialty; to cooperate with various people wha review our activities, including dockors that
veview the services provided fo you, accountants, lawyers, and others wha assist us in com plying with the Taw
and managing our business; to assist us in making plans for our practice’s future aperations; to resolving
complaints within our practice; for business planning and devalopment, such as cosb-management analyses,

We may also call you by name in the waiting room when vour doctor is ready to see you, and call vou tur remind
wou of an appointment.

*  Uses And Disclnsures For Which You Have The Dpportunity To Agree Or Object

Disclogites b Family, Friends or Others: We may disclose vour PHI 1o family member, chose fricnd, or any
other peeson that is involved in your care or the payment for your health care, unlkess you ohject.

¥ Other Uses And Disclosurcs We Can Make Without ¥Your Writien Authurization Or Opporiunity To
Apree Or Object

We ULy L and disclose your PHI in the fl:rJ.luwing circurmstanoes without your aulhoristion or D‘FIPIJTLUVIH‘_\-' e
agree or objecl, provided that we comply with certain conditions that may apply:

Ruyuired By Law: We may use and disclose PHI when we are reyuired to do so by federal, state, or local law,

Public ealth Activilies: We may use or disclose PHT 1o public health authorities or other authorized persons ko
carry vut certain activities related to public health, including the following activities:

* To prevent or control disease, injury, or disability.

*  To meport disease, infury, bivth, or death,

= Toreport reactions to medications or probloms with products or devices regulabed by the federal Food
and Drug Administration or other activities related to quality, safety, or effectiveness of FDA-regulated
products or activities.

*  To notify a person who may have been exposed to a communicable disease In order b control who may
be at risk of contracting or spreading the disease.

Abuse, Neglect, or Domeatic Vielence: W may disclose PLHLin certain cases lo government authorities if we
reasonably belicve that a patient has been a victim of domsestic violence, abuse, or neglect.

Health Oreersight Activities: We may disclose PHI to a health agency for eversight activities such as audits,
invesligations, inspechions, licensure or disciplinary activities.

Lawsuits and Other Legal Proceedings: We may use or disclose PHT when regquired by a court or administrative
order. We may also disclose PHI in response to subpoenas, discovery requests, or as otherwise regquired by law.

Law Enforcement: UTnder corbain conditions, we may disclose FHI to law enforcement officials, These law
enforcement purposes include legal processes required by Taw; Timibed regquests for identification and location
purpses; suspicion that death has occurred as a resalf of criminal conduct; in the event thal a crime socurs on
the premises of the practice; pertaining to victims of a crime; in response to a medical emergency not oocurring
al the office, where it is Tikely that & crime has ocourmed,

Coroners, Medical Examiners, Funeral Dhrectors: We may disclose PHI o a coroner or medical examiner to
identify o deceased person and determine the cause of death, or to funeral directors so that they may carry out

their jobs.

Cregan and Tissue Donation: If vou are an organ doner, we may use or disclose PHI to organizations that help
procure, locate, and transplant organs in order to facilitate an organ, eve, or tissue donation and transplantation.
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s
E,Qs@_ rch: We may use and disclose PHI for researcl purposes under certain limlted circumstances. We must
oblain your written authorization to use and disclose your PHI for research purposes excepl in situations whare
a research project meets specific, debailed criteria established by Taw,

To Avert a Serious Threal o Health or Safety: We may use or disclose PL in limited circomskances when
necessary to prevent a threat to the health or safety of a person or to the public. This disclosure can anly be
made to a person or organization that is abla to help prevent the threat.

Spedalized Government Functigns: We may disclose FHT under the following circumstances:

= Per certain military and veteran activitios, including determination of cligibility for veterans Benefits
and where decmed necessary by military command authorities.

*  For national security and intellipance ackvitics,

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

+ lor the health and safely of inmates anld others at correctional instilutions,

Disclosures Reguired by Law: We ave required o disclose PHI ts the Secretary of the Uniled States Department
of Lealth and Human Services, upon regquest, to review our compliance with the privacy regulations.

Worker's Compensation: We may disclose FHI as authorized by workers' compensation laws or other similar
programs that provide benefits for work-related injuries or ilness,

¥ Other Uses And Disclosures OF Protected Health Information Kequite Your Authorizalion

Al other uses and disclosures of your FHI will only be made with vour writhen autharization. If you have
authorized us to use or disclose your PHI, you may revoke your authorization at any Hme, except to the extent
we have taken action based on the authorization.

#  Your Rights Begarding Protected Health Information Aot Yiow

Under federal law, you have the followlng rights regarding PHI about you:

Right to Request Reatrictions: You have the right to request additional restrichions on the LT that we may use
far treatment, payment and health cane operations. You may also request additional restrictions on our
disclosure of PL to certain individuals involved in your care that otherwise are permitted by the Privacy Rule,
Weare not required toagree B govr feguesd, I we agree to your request, we are regquired to comply with our
agreament excepl in certain cases, including where the information is needed o froat vou in the case of an
cmergency. Lo request restrictions, you must make vour request in writing to our Privacy Officer. In your
reqquesl, please include (1) the information that you wani toe restrict; (2) how you want to restrict the information
(tor example, restricting use to this office, only restricting disclosure to persons outside this office, or reslricling
Bath); and (3} o whom vou wanl those eestriclions Lo apply.

Eight to Beceive Confidential Communicagions: ¥ou have the right o request that you receive communications

regarding PHI in a certain manner or al a cerlain location. For example, you may request thal we conlacl you al
hovme, rather thiam at work, Yoo must make vouar reguest imoweibings to our Privacy Officer,. Yoo must specify
Tow you would like to be contacted (for example, by e-mail nstead of regular mail). We are required 1o
accommaodate reasomable regquests,

Bighf.m.lw!_nmwsmu ¥oai have the pight b inspect and recerre a copy of vour PHI in cerlain records thal
we maintain. This includes your medical and billing records but does not include psychotherapy notes. Flease
contact our Privacy Officer if you have questions about access to your medical record. If you request a copy of
your PHL we may charge you a reasonable fee for the copying, postage, Tabor and supplies used in meeting
your raquast.
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Right to Amend: You have the right to request that we amend vour PHL as long as such information is kept by

ot for our ollice. To de so, you must submit your request in writing to our Privacy Officer. You must also give
e

us & reason for yous request We aay den s yor request in certain cases. For exa mple, it the request is not in

writing of if you do not give us a reason for the request.

Right to Receive an Accounting of Disclosures: You have the right to request an “accounling™ of certain
disclosures that we have made of your PHI. This is a list of disclosures made by us ather than disclosures made
for treatment, payment, and health carne aperations. I exclides disclosures made to you o ko family members
and friends invelved in your care, You have the right fo receive specific information regarding these disclosures
that eccurred after April 14, 2007 The firs st that you request in a 12-menth period will be free, but we may
charge you for cur reasonable costs of providing additional lists in the same 12-month perio. We will 21l you
ahout these costs, and you may choose to cancel your request at any time before costs are incurred,

Right to a Paper Copy of this Motice: You have a right bo receive a paper copy of this nobice at any time. You
are entitled o a paper copy of this netice even i you have previously received this notice electronically. To
ehiin a paper copy af this notice, please conlack aur Privacy Officer.

¥  Complaints

If you believe your privacy rights have been violated, you may file a complaint with us, or with fhe Secretary of
the: United States Department of Health and Human Secvices. 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 vour for
filing a complaint

Privacy Official Contact Information
You may contact our Privacy Cfficial at the following address and phone number:
Emily Zamora
4167 Clark Eoad

Sarasota, FI. 34233
b47-219-3111

e-mail address: gulfcoastpsych@vahon.com

HIPPA MNotice PPage 4 of 4



Gulf Coast Psychotherapy, LLC
4167 Clark Road
Saraseta, FL. 34233
(241} 215-3111
www,gullcoastpsyeh.com

Acknowledgement of Receipt of
HIPAA Privacy Practices

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

1 am aware that if | have any questions or concerns regarding this policy, | may
contact Emily Zamora, Practice Manager & Privacy Olficial at Gulf Coast
Psychotherapy, LLC,

Patient/Parent Signature Date



Developmental and Medical History

Your Child's Name: Birth:
Name of Person completing this form:

Relationship to the Patient:

Liw

M. Length of pregnancy (e.g.: full term, 40 weeks, 32 weeks, etc)
B. Length of delivery (number of hours from initial labor pains to birth)
C. Mother's age at child’s hirth

0. Child's hirth weight o
E. Did any of the follu:nwmg {.::-nrlitmns QCCLr durmg ]JTE'gZI'lEmC}'.l"-dEl]Ver}"?

1. Bleediog-- ~No Yes

3 Excessive “E]Eht gﬁl!’l (mnrn I'.h.'dﬂ dn ]bﬂ.] ................................................... Mo Yoo

3. ’I'Gxe.m[g‘,fpmﬂ{jampsiz ............................................................... Ves

4. Bh factor incompatibilify e s s No Yes

8, Frequent nauses or vomitinge =i « Mo Yes

B, Serious illness or Uy s e e e e e e Mo Yes

7. Took prescription medicatings: e < No  Yes
a. If yes, name of medication,

B, Took illegal drugs------ e e e e e e e s s Mo Yes

. Used alcoholic heversge s No YBS
a. I ves, appm:urnate number ::uf drinks per weel o

10. 5Smoked cigarettes--—- R R LR e r TR RS Sy gy rRE e A RS REE TR No  Yes
a. I yes, approximate number of o IErITE'[.bE‘.S per day

11. Was piven medication to case labor paing--- . No Yes
a. If yes, name of medication

12, DEl[V'ET.'f' WAS IMAEoE- 7 s s i e e e Yes

13, Forceps were used clun:ng delwer:.f Yes

14.Had a breech delivery: - Yes

15, Had a cesarean section delivery Yes

16. Other problems: please describg s et e Yeos

F. Did any of the following conditions affect your child during delivery or within
days after birth?

Imjured during delivery-—- wrenanen
Cardiopulmonary distress dur‘mg def:very
Deliverad with cord around neck--
Had trouble breathing following delurer
Meeded O TR v sesese s sassmaarnray o
Was cvanotic, turned bloges s
Was jaundiced, turned vellow

R

Hﬂd an il'.IfECtil:ll'.I ..........................................................................................
Had Seizurgg == rreororerees s sonicemin
I{] Was given medications- i
11.Born with & congenital defEer-rr o e s e s e s st e e
12.Was in the hospital for more than T dayg: e s e e
Page 1

the frst few

=- No
- No

Ma

Mo

Mo

Mo
Mo
Mis
Mo
Mo
Moy
Mx

Yes
Yes
Yes
Yes
Yes
Yes
Yez
Ve
Yes
Yes
Yes
Yes



Infant Health and Temperament

(3. During the first 12 mnnths, Wi5 your chlld

i Dl{flcul[ to feeds resaran Amm et PRAREE R B EEE A R I RE R R fma e msama e R e

1

2

3.

4. D:I‘flcult to ::lut on a schadule -

5. Alert-- i st g
B, Cheerful--
T
B
B,

A A[Eecﬂﬂnﬂte ................................................................................................
I v wen mes e e e e R R R R R L RS RS R LRSS R 4R TR R R R RS TR

Easy to comfort--
10 Was given medmau::ms
11.Barn with a congenital delacts ==

Mo Yes
Yas
Yes
Yes
Yes
Yes
Yes
Mo Yes
Yes
Yes

- No Yes

12. Very stubborn, challenging - - ssrieimm i s i sss s Mo Yoo

1y Devel tal Milestones

H. At what age did your child first aa:mmnhsh the fcr].lnwum
1. Sitbing without help-
2. C]’ﬂ'\'."l.ll'.lg' .................................................................................
3. Walking alone, without assistance-
4, Using single words {e.g. “mama”, “dada '. "ball = ol B i
&, Pulling Lwa or more words together (e H “mama up }I
6. Bowel training, day and night-
7. Bladder training, day and night-: oo sEmEEhoEssemsseiasarmear e

Health History

[ Date of cl-"]d 5 last F‘h}"S'IEd] EXaAm- N EEEEE RS R EEETrEER s rEETrEd dRREAL

I Al any time has your ch:l-:i had the fullﬂwmg
1. Asthma-- = PaslL Present
2. H.I.EETEEE S S EE EEE IR TR R EEAI AR Mt emt amm e masmme e em e sk mad smad e P&St PFESJ&I'IT-
3. Dabeles, arthritis, or other Lhrcmtc ]]lﬂESSE? Past Presant
4. Epilepsy or seizure disorder- Past Present
5. Febrile selgurgsg: s er-orre sr e oo oot dan s ke s s Mever Past Present
§. Chicken pox or other common childhood illnesses: - i Fast Present
7. Heart or blood pressure prnhiems Past Present
B. High fovers "'mrer 1'EI3 degreesll Fast Present
8. Broken bones-- Past Present
10, Severe culs reguiring stitches-—- Past Present
11.Head injury with loss of consciousness: Fast Present
12, Lead Dmsnn.ng ---------------- Past Present
13, Surgery-- Past Present
14. Lengthy hespitalization:- Past Present
15, Speech or language pmblnms Past Present
18. Ehranic ear iNfRCGRE: =~ 3y e st s ars e PasL Present
].?.HEEJ"J'TLE diffioultimg: - -rrrrrmmrrm e rrmm e e e i am s e Past PFresent
18, Eye or vision problems - Past Present
19, Fine rnnwr.ﬂ'handwritmg Dmbiems .......................................... Past Present

e Fﬂ:ﬂz - =




20 Gross motor difficulties, clumsingssgs: - Mever

21. Appetite problems (oversaling or under eating)eeereeer Mever
22, Sleep problems (falling esleep, staying aslesp): e Never
23, Soiling problems: e P ey Nevar
M.W-Elli.tlg problems- -, are e s e e e s e s g

25 Other health difficulties! please describe:

Past
Iast
Past
Past
Past

Present
Presant
Pressent
Presant
Prosent




Gulf Coast Peychotherapy, LLC
4167 Clark Road
Sarasota, FL. 34233
(941) 294-1322
gulfcoastpeychivahoo.com

Credit Card on File Authorization

Please complete this form if you would like Guif Coast Psychotherapy, LLC to keep your
credit card on file for future payments,

Patient Name: Patlent Datec of Birth:

Information to be completed by the cardholder

Cardholder Name:

Card Number; . 7 -

Card Type: (circle one
VISA MASTERCARD DISCOVER AMERICAN EXPRESS

Expiration Date:

CWV Code (3 DIGIDTS ON BACK OF CARD):

E-Mail Address:

I, ., authorize Guif Coast Psychotherapy, LLC
to charge the above credit card account for payments owed to my account for servicos
rendered, late cancelation fees or failure to keep my appointment fees. I agree to update
any information regarding this account. The above information is complete and correet to
the best of my knowledge,

Cardholder Signature: P 0, | ¢ AR SR

Witness: ; Date:




Gulf Coast Psychotherapy, LLC
1167 Clark Road
Sarasota, FL 34233
(941) 219-3111
Fax (941) 8941322
wiwrw. gulfenastpeyeh, com

Agreement and Consent for Online/Telehealth Paychotherapy

As a patient of Gulf Coast Pavehotharapy, LLC, T understand that online therapy is technical in nature
and that there may be problems with Internet connec tivity, which is the fault of neither Gulf Coast

Psychotherapy, L.LC, my psychotherapist, nor me. Internet availability may be limited or disrupted lay
server maintenance, upgrades or olher problems (such as soflware or hardware mallunction) or
natural or manmade disasters (such as terrorist acts, Internet viruses and so forth), These types of
problems are beyond the contral of Gulf Coast Psychotherapy, LLC, my psychotherapist or myself, If
something like this were 1o occur, | have the aption of continuing or conducting my session via
telephone or rescheduling this appointment.

As g patient of Gulf Coast Psychotherapy, LLC, | understand that the practice and all staff members
abide by HIPAA regulations, [ alzo understand that my confidentizlity iz maintained unless [ am at
imminent risk of harming myvsell or others, at which lime my psycholherapist will make appropriate
arrangements to secure my safety and the safety of others.

I agree w provide Guif Coast Psychotherapy, 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
emorgency,

I agree that in the event of an emergency I will contact Gulf Coast Fsychotherapy, LLC al (941) 219~
3111, If it is during non—husiness hours, the phone message will provide my psychotherapist's
emergency phone number. 1agree to contact my psychotherapist if [ am not feeling safe or if T plan
on harming mysell or others. If | am unable o reach my psychotherapist, [ will call 9-1-1 ar 0 o
the nesrest emergency room,

I agree that if my psychotherapist believes that [ am in need of more intense services that cannot be
provided via unline psychotherapy, | will be referred to an appropriate level of care within my
geagraphical location.

I agree that 1 am responsible for paying $85 per 45-minute session unless other arrangements have
been made. | agree that fees will be charged for lengthy reports, affidavits, missed appointments and
late cancelled appointments, ete, as outlined in “Gull Coast Psychotherapy, LLU Policy Agreement
and Consent”.

Onling/Telehealth Therapy Agreement Pagelaf2



Although Gulf Coast Peychotherapy, LLC and my psychotherapist have taken a significant number af
#teps to ensure the confidentiality and privacy of online communication, these actions in whole ar in
PArL, cannot guarantee the security of Internct transmissions, | permanently agree to release and
indemnify Gulf Coast Psychothera py, LLC and staff from all suits, claims and other actions originating
from online paychotherapy,

L have read, understand and agree to all of the information in this document and my signalure acts as
written consent to participate in online therapy,

FPatient Signature Date

Online/Telehealth Therapy Agreement Page 2 of 2



