Gulf Coast Psychotherapy, LLC

4167 Clark Rd
Sarasota, FL 34233
(941) 219-3111
Patient Registration Form
TODAY'S DATE:
First Name: Last Name: MI
Home Address: Date of Birth:
City: State: Zip Code:
Home Phone: Work Phone: Cell Phone:
E-mail address: Contact Preference! Home Wark Cell E-Mail
Marital Status: M/S/W/D 55 # Patient’s Emplover/Schoal:
Spouse’'s Name: Spouse’s Date of Birth:
Emergency Contact Name: Phone #:
Address: Relationship to Patient:
Patient Referred By: Primary Care Physician:
If The Patient iz a Child, Please Complete the following:
Biological Father's Name: Date of Birth:
Address: Phone #:
City: State: Zip Codeac
Father's Employer:
Biclogical Mother's Name: Date aof Birth:
Address: : Phone #:
City: State: Zip Code:
Mother's Employer:
Medical Insurance Information:
1. Primaryinsurance name:
Cardholder's Name: Date of Birth:
Relationship to Patient: Insurance [D#:
2. Secondary Insurance Mame:
Cardhalder's Name: Date of Birth:
Relationship to Patient: Insurance [D#:

I autherize the relesse of any medical information necessary to process any Insurance cleims end | sautherice payment of medical benefits
diractly ta Oull Coaxt Payehatherapy, LLC for myaall and/or dopendents. | understand that | am responsibla for amy co-payments, co-
Insurance, and deductibles the moming of the wisi, or amounts for services pot coversd by my insurance camier or managed caro company. |
undarytand that | will be charged fer cancelad or midsed appaintmants unlass | ghve 48 howrs” sdvanced noticn and | egred 1o pay akd chargas.
in the svent thal my sccount is placed in the hands of sn attomney for enforcement of ary terms of this agresment, | agres 1o pay o 33 1/3%
atiormey's fes on the cwtstanding balance, plus court costs, constable fess, and miscellanesous sxpenses. This suthority shall remaln
outstanding wntil withdrawn I writing by the undersignad,

Patient/Responsible Party Signature: Date:




Gulf Coast Psychotherapy, LLC
4167 Clark Road
Sarasota, TL 34233
P (941) 219-3111 ~ F (941) 89.4-1322
contact@gulfcoastpsych.com

APPOINTMENT REMINDER PREFERENCE

Patient Name: DOB:

e Textmeat: ( )

OR:

o *Please Send An E-Mail:

Cell Phone Mumber

E-Mail Address

*Please contact the office for other available reminder options if you do not have texting
or email capabilities.

*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, intercepted, 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 confirm that you accept responsibility for these risks, and
will not hold Gulf Coast Psychotherapy, LLC or its’ staff responsible for any event that
occurs after we send the message.

Gulf Coast Psychotherapy, LLC will send a courtesy reminder text or e-mail one to three
days in addition to one hour prior to your scheduled appointment.

Patient/Guardian Signature Date



Gulf Coast Psychotherapy, LLC CONSENT FOR THE RELEASE OF

4187 Clark Road CONFIDENTIAL HEALTH CARE
Sarasota, FL 34233 INFORMATIOM
(847)219-3111 Fax: [941) 894-1322

PATIEMTNAME: S - DATEOFEIRTH:

| hereby authorize Gulf Coast Psychotherapy, LLC to:
[ RELEASE the record of my care to:
[1 OBTAIN the record of my care from:
[0 VERBAL COMMUNICATION ragarding my care to:

== = — - - = —_ - -

[NAME OF PROFESSIONAL, PACILITY OR AGENCY)

[STRERT) e sTaTE) 0 @m

[TELEPHOME NUMBER) [FAX MUMBER] [E-MAIL ADDRESS)

Information pertaining to my identity, prognosis, and/or treatment. The information to be released shall
include:

0 &l psychotharapy records, meaning every page in my record, ineluding but not Umited to: office notes, face
shests, history and physical, consultation notes, diagnostic evalustions, progress notes, treatmant plans,
dizscharge summaries, requests for and reports of consultations, documents, correspondence, test results,
statements, questionnaires/histories, photographs, videotapes, telephone messages, e-mall messages.

OR, only the following selected information:

[ Assessmants [0 Medication Record

7 Treatment Plans [] Discharge Summary

0 Treatment Updates [] STO/HIV/AIDS Information
[ Other:

This information is needed for the following purposes:

[1 ToProvide Ongoing Treatment/Aftercare |'_'Pth-|rl'-

PATIENT/PARENT/GUARDIAN
SIGNATURE: DATE:

WITNESS SIGNATURE: DATE:

| understand that my records are protected under FL General Law & HIPAA and cannot be
disclosed without my written consent except as otherwise specifically provided by law.

| further release Gulf Coast Psychotherapy, LLC. and its employees from any liability arising
from the release of the information and such persons/agencies, provided the said release of
information is done substantially in accordance with applicable law. | understand that any
information released or recelved because of this consent will not be further relayed in any way
to any person or organization without my additional written consent.

| also understand that | may revoke this consent at any time prior to the release of information
hereain authorized.



Crulf Coast Psychotherapy, L1.C
4167 Clark Road
Sarasota, FL. 34233
(941) 219-3111
Gulf Coast Psychotherapy, LLC, Policy Agreement And Consent

TO THE PATIENT: You have the right, a5 a patient, to be informed about the policies of the practice of Gulf
Coast Psychotherapy, LLC, o vou can make an informed decision whether or not to undergo the therapy that
your physician andfor others have recommended for your well-being. This information is simply an effort to
help you become better informed so that you may give or withhold your consent to the policies of the
praciice.

1. Co-payment The £ amount due according to your health insurance policy coverage is due and
payable af the fime of your therapy appointment.

2. Refund: Any co-payment overcharges will be refunded to you.

3. Underestimation of Co-payment, Deductible, and Gaps in coverage: Should you misunderstand your
insurance coverage and later find that you are required to pay a higher percentage co-payment than
you initially understood, you will be expected to pay the difference and will be billed for that
amount. Additicnally, should there be a lapse in insurance coverage the patient will be responsible
for full fee of all sessions scheduled during those penods.

4, m:m::nfﬂuulm“hmqmmdfurallﬂmpym If 48-hour notice ks not received,

RSSO VML as insurance
mmpa.mm mlinntpayhrmmdm E:mﬂplns-u-fh‘t:mnmﬂlmmm but not limited to,
cancellations the same moming of your appointment or during the time of your scheduled therapy
appointment. See Gulf Coast Psychotherapy, LLC Cancellation and Fall To Keep Policy.

5. Fulmtuﬂ.mﬂwﬂnpﬂppnnhnmtﬁasdnduludappmnhn-ﬂmrmtmﬂhd or if 48-hour
a5 iNSUrANCE companies mllnutpﬂy'ﬁ:rmmdm MMMW LLE
Cancellation and Fail To Keep Policy.

6. Returned Check Fees: A £35.00 processing fee will be charged for all checks returned for insufficient
funds. It is powr responsibility to pay the processing fee prior to, or at the time of, your néxt therapy
session. In the event that more than one check is returned, cash payment will be required prior to
scheduling subsequent appointments.

7. Late Fees: |rywrmmhmmmtuummmmmm

8 [.‘dlgd:ﬂnnFm Emrm{mtbmﬂputduemdmtuauﬂlmhmagm yvou will be
responsible for the costs incurred as well as the balance due.

9. Termination of Treatment You are expected to communicate your wish to end therapy prior to your
last wisit with your therapist In doing so, you will have one final session for the purpose of
Sologure” You may choose to end therapy at amy time, but it is best to discuss this with your
therapist prior to deciding. This is an important part of the therapy process, and it is in your best
interest to end therapy in this way.

10.Huplnng.#ﬂfjwrhﬂﬂh{hhhﬂtfmmhmllyuurlrﬂnmmmpﬂum’hﬂmﬁtﬁ
department and to Aee ] e o el Also, keeping track of your annual
deductibles, if any, |a=v:r'_|rmrpn1'h.nt. l'l"]nnu hl.'ﬂ: uen m'd'rer mental health professional or
psychiatrist outside of this practice, be aware that those sessions can be counted against your
annual allowance given by your iNSUrance company.

11. Preauthorizations: if my insurance or managed care company reguires preauthorization (informing
them of treatrment), | understand that | am responsible for obtaining this autharization.

12. Patient Insurance Wakver; Due to msurance and managed care companies giving a limited time to get
our daims processed, it is imperative that we maintain up to date insurance information in your file.
| acknowledge that it is my obligation to make this office aware of any changes to my insurance
coverage information. If | am issued a new insurance cand, | am to report this to your office, should
the information be requested of me through either a phone call or billing cormespondence.  Should |
fail to provide the information necessary to have my claim properly adjudicated within the filing
limits of my insurance or managed care company, | agree to assume financial responsibility for
services rendered by my doctor or therapist.

13. Therapy Session: | understand that an intake evaluation and full therapy session is 45 minutes,

Policy Agreement & Consent 1of3



Gulf Coast Psychotherapy, LLC
4167 Clark Road
Sarasota, FL. 34233
(941)219-3111

14, Out-of-pocket Expenses: | am aware that my insurance may not reimburse for all services provided
by Gulf Coast Psychotherapy, LLC. The following fee schedule lists uncovered expenses thal may be

provided by Gulf Coast Psychotherapy, LLC.
O EROEITETIEN TIH full session 'Fﬂﬂ ﬂ'F ‘1% is dlu“. ot

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

¥ Telephone Consultation: If a therapist is required to speak with you on the telephone, you
will| b& billed for ths service, $8500/45 min, pro-rated, including time spent on the
telephone and documentation of the consultation. If a therapist is required to speak with a
doctor, employer, family member, EAP personnel, attormey, school department professionals,
social agencies, nursing home, etc, on your behalf, you will be billed for this service
$85.00/45 min., pro-rated, including time spent on the telephone and documentation of the
consultation.

¥ Letter/Report Preparation: If you require a letter or report to any employer, attorney, social
agency, insurance company, etc., you will be billed for this service. $85.00/45min, pro-
rated.

*  Collection Fees: I your account is sent to a collection agency, you are responsible for
paying the fees incurred as well as your balance dus.

P Legal Fees: These fees will ba charged to the requesting party (ie. an attorney). Be aware
that these fees may be passed along to you through your attomeay:

Preparation for Court ApPeaFBNCE. .........c.coovssesinisninsseasscid | TOOCY hour®
CoUrt APPBATANCE . . courareeiasirimsran s imsarss o serssssares sy s 4£250.00/hour*

Deposition (in our office, 1 hour minimum.)......cccooonmmnn £200.00/hour”
Depasition {out of this office, 1 hour minimum).................... 5250.00/hour*

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

Limits of Confidentiality

To The Patient: You have the right. as a patient, to be guaranteed the protection of the confidentiality of your
relationship with your mental health professional. Mental health professionals disclose confidential
information without the consent of the individual only as mandated by law, or where permitted for a valid
purpose such as

To provide needed professional services to the patient or the individual or organizational client.
Dangerous Situations: If a patient presents a danger to harm themselves, or others.

Suspected Child, Elderly Person, And Disabled Person Abuse: All mental health professionals are
mandated by law to report cases where abuse is suspected or disclosed.

To obtain payment for services, in which instance disclosure is limited to the minimum that is
necessary to achieve the purpose.

5. To obtain appropriate professional consultations. When consulting with colleagues, your mental
health professional(s) do not share confident information that reasonably could lead to the
identification of a patient, client, research participant, or any other person or organization with
whom they have a confidential relationship unless they obtain prior appropriate consent of the
person or organization or the disclosure cannot be avoided. Your mental health professional can
share information only to the extent necessary to achieve the purpose of the consultation.

Lo

Ll

Mental bealth professionals may disclcss confidential information with appropriate consent of the patient or the individual o
organizational dient (or of another legally suthesized persen on behall of the patient or dient), unless probibited by law, While this
written sumamary demonstrabes some exceptions 1o confidentiality, it i imponant to disouss any guestions or concems that you
iy hawre with your merrtal health professional st your nest mesting, Liw geverming thess lssues ore quite complex. Should you
mished apecifie advice, formal legal consultation with your attoemey may be detired.
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Gulf Coast Psychotherapy, LLC
4167 Clark Road

Sarasota, FL. 34233
(941) 219-3111

Patient Rights and Responsibilitics

YV W ¥Y YWYY ¥y

YW

L

Patients have the right to be treated with dignity and respect.

Patients have the right to fair treatment. This is regardless of their race, refigion, gender,
ethnicity, age, disability, or source of payment.

Patients hawve the right to have their treatment and other patient information kept private,

Only in an emergency, or if required by low, can reconds be released without patient permission.
Patients hawe the right to hawe an easy to understand explanation of their condition and
treatment.

Patients have the right to information from staff/providers in a language they can understand.
Patients have the right to know all about their treatment choices. This would mean no matter of
cost or if they are covered or not.

Patients have the rght to get information about their insurance services and role in the
treatment process,

Patients have the right to information about providers.

Patients have the right to know the clinical guidefines used in providing and/or managing their
carg.

Patients have the right to provide input on their insurance policies and services.
Patients have the right to know about the complaint, grievance and appeal process.

Patients have the right to know about State and Federal laws that relate to thelr rights and
responsibilities.

Patients have the right to know of their rights and responsibilities in the treatment process.
Patients have the right to share in the formation of their plan of care.

| fully understand the above information. This information has been explained to me and all my questions
have been answered. My signature below indicates my informed consent to the above practice policies and
patient information and to proceed with the recommended therapy.

E

Patient’s Signature Cate

Signature of Parent and/or Guardian Date
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Gutf Coast Psychotherapy, LLC
4167 Clark Rd.
Sarasota, FL 34233
841-219-3111

Acknowledgment of Financial Responsibility

| acknowledge that although my insurance has provided an estimate of my
benefits, it is an estimate that is subject to change based on my insurance
provider’s determination.

| acknowledge that | am financially responsible for any balance incurred for
treatment including any co-insurances, co-payments and uncovered services
determinad by my insurance provider.

| acknowledge that | have been notified that despite payment made to my
provider by my insurer, the insurer can render a decision, up to 6 plus months
in the future, indicating that funds paid to the provider will be recouped and
paymeant will be my responsibility.

| acknowledge that any balance will be billed to my credit card on file or other
arrangements will be made for payment.

Patient/Guardian signature Date



Gulf Coast Psychotherapy, LLC.
4167 Clark Road

Sarasota, FL. 34233

Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and how you can get
access o this information. Please review it carefully and sign yvour name with today’s date on the final page.

¥ Qur Commitment To Protecting Health Information About You

Fedearal law requires that we provide you with this detailed written natice of our privacy practices. In this notice,
wea describe the ways that we may use and disclose your health information. We are required by law to protect
the privacy of health information that identifies, or can be used to identify, a patient. This Information is called
“protected health information™ (or “PHI").

We are required by law to:
= Maintain the privacy of your PHI
= Give you this Motice of our legal duties and privacy practices with respect to PHI
= Comply with the terms of this Notice of Privacy Practices

We razerve the right to make changes to this notice and to make such changes effective for all PHI we may
already have about you. If and when this notice is changed, we will post a copy in our office in a prominent

location. We will also provide you with a copy of the revised notice upon your request made to our Privacy
Officar,

Treatment We may use and disclose your PHI to provide, coordinate or manage your health care and related
services; consult with other health care providers regarding your treatment or to coordinate and manage your
health care; when you need a prescription, lab test, x-ray, or other health care service; or when referring you to
another health care provider for freatment. For example, we may disclose your PHI to a physician we refer you
to regarding whether you are allerghc to any medications, or we may send a report about your care fromus to a
physician that we refer you to so that the other physician may treat you,

Payment: We may use and disclose your PHI 8o that we can bill and collect payment for the treatment and
sarvices we provide to you. For example, before providing treatment or services, we may share details with your
health plan concemning the services you are scheduled to receive, or we may ask for payment approval from
your health plan before we provide care or services. We may also use and disclose your PHI to find out if your
haalth plan will cower the cost of care and services we provide: to confirm you are recelving the appropriate
amaunt of care to obtain paymant for services; for billing, claims managament. and collection activities; or to
insurance companies providing you with additional covaraga. We may also disclose limited PHI to consumer
reporting agencies relating to collection of payments owed 1o us, or 10 ancther health cara provider for the
payment activities of that health care provider.

Haalth Care Operationg: We may use and disclose your PHI in performing routine business activities (“health
cara operations™). Health care operations include practices that allow us to Improve the qualkty of care wa
provide and to reduce haalth care costs. For example, we may usa and disclose your PHI 1o review and improve
the quality, efficiency and cost of care that we provide, to improve health care and lower costs for groups of
pecple who have similar health problems and help to manage and coordinate 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 patients; io provide training programs for students, trainees, health care providers, or non-
heaith care professionals (for example, billing personnel) to help them practice or improve their skills; to
coopearate with outside organizations that assess the quality of the care that we provide: to

=5 B
cooperate with outside organizations that evaluate, certify, or icense health care providaers or staff in a particular
field or specialty; to cooperate with various people who review our activities, including doctors thal review the

HIPPA Natice Pagelofd



servicas provided 1o you, accountants, lewyers, and others who assist us in complying with the law and
managing our business; to assist us in making plans for our practice's future 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 to see you, and call you to remind you of an

g | i e, We may disclese your PHI to a family member, clogse friend, or any
ﬂmﬁpamnmathlmdwﬂdlnrmrmurtm payment for your health care, unless you cbject,

¥ Other Uses and Disclosures We Can
Or Object

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

Reguired By Law; We may use and disclose PHI when we are required to do so by federal, state, or local law,

Public Health Activities: We may use or disclose PHI to public health authorities or other authorized persons 1o
camy out certain activities refated to public health, including the folkowing activities:

To prevent or control disease, injury, or disability.
To report disease, injury, birth, or death.
To report reactions to medications or problems with products or devices regulated by the federal Food
and Drug Administration or othar activities related to quality, safety, or effectiveness of FDA-regulated
products or activities.

= Tonotify a parson who may have been exposed to a communicable disease to control who may be at
risk of contracting or spreading the disease.

: i prce:; Wa may disclose PHI in certaln cases to government authorities if we
rm.unauy haﬁawﬂulapahmﬂhmbaaumﬂmﬂmmmam or naglect.

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

guits : padings: We may use or disclose PHI when required by a court or administrative
-:lrdar Wﬂnwﬂwﬂwmmlinrwmehwbmmﬂﬂ discovery reguests, or as otherwise required by
lanwy.

Law Enforcement; Under certain conditions, we may discloss PHI to law enforcement officials. These law
enforcement purposes include legal processes required by law; limited requests for identification and location
purposas, suspicion that death hes occurred as a result of criminal conduct; in the event that a crime cccurs on
the premises of the practice; pertaining to victims of a crime; in response fo a medical emergency not occurring
at the office, where it is likely that a crime has occurred.

Coroners, Medical Examiners, Funeral Directors: We may disclose PHI to a coroner or medical examiner to
identify a deceased person and determine the cause of death, or to funeral directors 5o that they may carry out

their jobis,

Organ and Tissue Donation: I vou are an organ donor, we may use or disclose PHI 1o organizations that help
procure, locate, and transplant organs to facilitate an organ, eye, or tissue donation and ransplantation.

HIPPA Notice Page 2 of 4



Resaarch: We may use and disclose PHI for research purposes under certain limited circumstances. Wa must
obtain your written authorization to use and disclose your PHI for research purposes except in situations where a
research project meets specific, detailed criteria establishad by law.

: afaby; We may use or disclose PHI in limited circumstances when
manqrtn mmaﬂwmmm hu!ﬂ'qﬁuﬁmrn!apurmnmmﬂm public. This disclosure can only be
made to a person or organization that is able to halp prevent the threal.

Specialized Government Functions; We may disclose PHI under the following circumstances:

+ Par cerain military and veleran activities, including determination of efigibility for veterans banefits and
were deamed necessary by military command authorities.
For national security and intelligence activities,
To help provide pratective services for the President and others.
For the health and safety of inmates and others at correctional institutions.

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

Worker's Compensation: We may disclose PHI as authorized by workers” compensation laws or other similar
programs that provide benefits for work-related injuries or illness.

Al other uses and disclosures of your PHI will only be made with your written authorization. I you have
authorized ug to use or disclosa your PHI, you may revoke your authorization at any time, except to the extent
we have acted based on the authorization.

Under fedaral law, you have the following rights regarding PHI about you:

L ni: You have the right to request additional restrictions on the PHI that we may use
fnrtrnalmant. pwrnanl. and health care operations. You may also request additional restrictions on our
disclosure of PHI to certain individuals Involved in your care that otherwise are permitted by the Privacy Rule.
Wea are nol required to agree o your request. I we agree 1o your request, we are required to comply with our
agreement except in certain cases, including where the information is needad to treat you in the case of an
emeangency. To request restrictions, you must make your request in writing 1o our Privacy Officer. In your
request, please include (1) the information that you want to restrict; (2) how you want 1o restrict the information
{for example, resiricting use to this office, only restricting disclosure to persons outside this office, or restricting
both); and (3} to whom you want those restrictions to apply.

i e i ations; You have the right fo request that you receive communications
ragardlng PHI in a ::mxm rnmnar or at a cartain location. For example, you may reguest that we contact you at
home, rather than at work., You must make your request in writing to cur Privacy Officer. You must specify how
you would like to be contacted (for example, by e-mail instead of regular mail). We are required to
accommodate reasonable requests.

Right to Inspect and Copy; You have the right to inspect and receive a copy of your PHI in certain records that
we maintain. This includes your medical and billing records but does not include psychotherapy notes. Please
contact our Privacy Officer if you have questions about access to your medical record. If you request a copy of
your PHI, we may charge you a reasonable fee for the copying, postage, labor, and supplies used in meeting
your request.

Right to Amend: You have the right to request that wa amend your PHI, if such information is kept by or for our

office. To do so, you must submit your request in writing to our Privacy Officer. You must also give
-3-
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us & reason for your request. We may deny your requesf in certain cases. For example, if the request is not in
writing or if you do not give us a reason for the request.

i Race 1 { ps: Wou have the right to request an “accounting”™ of certain
mﬂm;urauﬂﬁaimmVnmajanfwPHl This is & list of disclosuras mada by us other than disclosures made
for treatment, payment, and health care operations. It excludes disclosures made to you or to family members
and friends involved in your care. You have the right to receive specific information regarding these disclosures
that cccurred after April 14, 2003, The first st that you request in a 12-month pericd will be free, but we may
charge you for our reasonable costs of providing additional lists in the same 12-month period. We will tell you
about these costs, and you may choose to cancel your request at any time before costs are incurred,

Right to a8 Paper Copy of this Motice: You have a right to receive a paper copy of this notice at any time. You
are entitled to a paper copy of this nolice even if you have previously received this notice electronically. To
obtain a paper copy of this notice, please contact our Privacy Officer.

» Complaints
If you believe your 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 al the address and number listed below. We will nol retaliate or act against you for filing a
complaint.

Privacy Official Contact Information

You may contact our Privacy Official at the following address and phone number:
Ernily Zamora
4167 Clark Road

Sarasota, FL 34233
241-219-3111

g-mail address: contact@gulfcoastpeych.com

HIPPA Notice Page 4 of 4



Gulf Coast Psychotherapy, LLC
4167 Clark Road
Sarasota, FL 34233
(941) 219-3111

contact@gulfcoastpsych.com

Acknowledgement of Receipt of
HIPAA Privacy Practices

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

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

Patient/Parent Signature Date



Gulf Coast Psychotherapy. LLC.
4147 Clark Road
Sarasota, FL 34233
(241) 219-3111

h LLC. n and Fail To Keep Polic

Cancellations:

It is the policy of Gulf Coast Psychatherapy, Inc. to charge the full fee to patients for any cancellations
that are made less than 48 hours in advance of the scheduled appeointments. The full fee for
cancellations that are not made within 48 hours is $100.00 per session scheduled. If late
cancellations are billed to you, this fee must be paid before another appointment can be scheduled. If
a late cancellation occurs more than two times for appointments scheduled on Saturdays or evening
appointments (after 4pm), future appointments will need to be scheduled during weekday hours
{between the hours of 9am and 4pm, Monday through Friday). Parents, please be aware that the
parent making the appointment for their child is financially responsible for those appointments
if they are not cancelled within the time frame outlined above. For example, if a 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 cancel in time, the mother would be responsible for paying the

$100.00 fee.
Failure To Keep Scheduled Appointments:

it is the responsibility of the patient to remember their appointments. This office attempts to confirm
future appointments one to three days prior to visits as a GDLIHE:E}T to patients. It is lha policy of Gulf

Coast Fsynhuﬂ'mrapy. LLC. to charge the full fee to_ ilure to k intments (no
notice given for a cancellation). The full fee for missed MMMWM I'Fa
fallure to keep appointment charge is billed to you, this re another appoin

can be scheduled. If more than 2 scheduled sessions are mls-sed for appmnhﬂenls scheduled on a
Saturday or evening appointments (after 3 pm), future appointments will need to be scheduled during
weekday hours (between the hours of 9am and 3 pm, Monday through Friday). Parents, please be
aware that the parent making the appointment for their child is financially responsible for those
appointments if they are not kept. For example, if a 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 $100.00 fee.

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

Patient/Parent Signature Date



Gulf Coast Psychotherapy, LLC
4167 Clark Rd, Sarasota, FL 34233
1048 East Brandon Blvd, Brandon, FL 33511
941-219-3111

Fee Collection Policy

Our office is committed 1o providing dients with quality care and accurate, efficient billing/account management
services, We recognize, in these economic times, cost/value is of utmost concemn, and we are dedicated to
minimizing stress related to the expenses associated with medical care.

To prevent the accumulation of large balances on dient accounts that could intermupt services and create financial
strain, we have implemented the following policy: We will begin processing account charges (i.e. co-pays, co-
insurance, deductibles, and self-pay fees) on the morning of the appointment for ALL dients. This will allow for
processing dates on your credit card statement to reflect the date of service more dosely and help in managing
finandial transactions more effectively.

Clients will be notified via SM5 or emalil reminder a few days before the appointment, informing them of the

pending charge and providing them with the opportunity to update payment information o inquire aboul paymenl-
related concems.

If for any reason the appointment is canceled or rescheduled due 1o an emergency or Hiness and the payment was
processed, we will ssue a refund within 1-2 business days after the original charge.

If payment is dedined or the card we have on file falls to process the balance due prior to your appointment. our
front office staff will attempt to reach out and obtain a new form of payment before your scheduled appointment.

If for some reason we are not able to process the payment, we will need to reschedule the appointment until
payment has been received unless prior arrangements have been made.

We take extensive security measures to protect credit card information from security breaches. We subscribe to
and participate in: The Payment Card Industry Data Security Standard (PCI DSS) rules and procedures
including Qualified Security Assessor ((1SA) assessment each year and have an Approved Scanning
Vendor (ASV) do a quarterly network visibility scan.

This policy is subject to periodic review and updates as necessary. We encourage our clients to check for any
changes in the policy, which may be communicated through our website, patient portal. or via e-mail notification.

Thank you for your understanding.

Patient/guardian signature Date

Patient Name:




Gulf Coast Psychotherapy, LLC
4167 Clark Road
Sarasota, FL 34233
P (041} 219-3111 ~ F (941) 894-1322
contact@gulfcoastpsych.com

Card on file Authorization Form:

As of B/1/2023 Gulf Coast Psychotherapy now requires ALL patients to have a credit card on file for all
services rendered, including and when it applies to our Late Cancellation and Fail to Keep Policy.

The undersigned agrees and authorizes Gulf Coast Psychotherapy, LLC to save the credit card indicated

below on file:
Medical Practice: Gulf Coast Psychotherapy, LLC
Patient’s name; DOB:

Name as it appears
On the Credit Card:

Type of Credit Card: O Master Card [ Visa [ Discover O Amex Card #

Expiration Date (MM/YY): __ [

3 Digit CVV: and/or 4 Digit CVV: **|f your card is an American Express, Please
provide bath of the 3 & 4 digit codes on the front and back of your card for security purposes®*

I, authorize the above medical practice to process
the above credit card as “Card on File® the morning of the scheduled appointment. The Card on File will
be charged for All In Office and Telehealth Services and will also include the Cancellation Policy if
applies for all patient’s with Insurance copays and Self Pay patients. | also certify that | am an Autharized
user of this credit card and that | will not dispute the payment with my credit card company so long as
the transaction corresponds to the services rendered or applies to the Cancellation Policy. | also
understand that there will be an additional 535 charge per service should the transaction be disputed by
the client through their credit card company. This authorization will remain in effect until the expiration
of the eredit card account. The Patient may also revoke this form by submitting a written request to the
medical practice at any time,

Cardholder's Signature, Date



Relationship to the Patient:

Pregnancy and Delivery
A. Length of pregnancy (e.g.: full term, 40 weeks, 32 weeks, atc)

B. Length of dalivery (number of hours from initial labor pains to birth)
C. Mother's age at child's birth
D. Child's birth weight
E. Did any of the fallowing mndlu:rns occur during pregnancy/delivery?
L I i it e M T o s et it e e i b B e S b e S Mo Yes
2. Excessive weight gain (more than 30 ID8.)......ccoiimiii e e s Mo Yes
O =TT = ed = gy N No Yos
4. RO actor INCOMPBEIDIIRY . .. in e nsnamssnssmmss s smaass vas e o e s d G s i s wa b aes s No Yes
5. Frequent NAUSea or VOMIENG.....ccceiierianranansesssnsansinnessnsbnnsnsans L o R Mo Yes
B. Serious ilNBSS O IMJUNY. ..o s rs s smssnsn s srs s sss s mssmanaes smsarsn s mescanson No Yes
7. Took prescription madicatlons.........ccocumiimnnnnni e Mo Yas
a. If yes, name of medication
B, T EIOCHI OEUII vt o e s e No Yes
B Usod altaholc DEVOIBEIE. . . il i e i e S e AR 8 e S No Yes
a. If yes, approximate number of drinks per week
U BTN OB . . . o v B A B A L M Mo Yes
a. If yes, approximate number of cigarettes per day
11. Was given medication to ease [abor pains. ... e Mo Yes
a. Ifyes, name of medication
12, Dolivery W INDUICE. .. vevmuens isisnnnrimsnssnsses sonans ssmussanssiat anassunsaansasnensesspassansesssns Mo Yes
13. Forceps were used during delivery.......cccooiriniesremssiimsn i s nssssssanns Mo Yes
Gl o] B I CBBIVIENE. - i o No Yes
15. Had a cosarean Gaction deliVOrY..........c.ccoccrererieeseresssmssssnmsssssisssmsnssnnsnnssnanssanas No Yes
16. Other problems: please describDe........c.cccerviimisissss s s sisnsiarssassars s srnmssn sons oe Mo Yaos

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

birth?

T IRUra U ORVBIY, . oo o ims i msiamn s s i o s R SRR R S No Yes
2. Cardiopulmonary distress during delivery.........ccccieiiiainss s s No Yes
3. Deliverad with cond around NBCK.... ..o israsssssnsanasssssnsssarnssnsnass No Yes
4. Had trouble breathing following delivery..............cociiiiiiiirais s, No Yes
5. Neadad OXYDEN. ..o i s e e s re s aassas s sessrasse s o No Yes
0. W Cyanolic, BImed DIB.....iciu i miissasssasrie niassas e ssns s ns sn s e nnsnsnss No Yes
FARR LT T el BT B T ————— Mo Yes
B O Ay RCTION.. .. s crmn enesis i s pap s m A SR A N A AR LR AR S SR RSB RR SRR No Yes

IR BT R O TV A SR o R R e S AR L e A e A Mo  Yes
T Wan ghonn IO .. ouvii: i s s i pane ssasiss suxssrssis Sns s s hainmn b s s asans No Yes
11. Born with @ congenital dafech. .......cveecrerireriermsiniim s s s e s No Yes
12. Was in the hospital for more than 7 days. .. ..cvrceemirerierie i s snssisssessisssss e . No Yes

Infant Health and Temperament

G. During the first 12 months, was your child:
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25. Other health difficulties: pleasa describe:
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B B o == R No Yos
LTI O O O NI s i B e Mo Yes
D OIS B e A B P s R A Ch kM MR SRR Mo Yes
4, Difficult to put 0N 8 SCRBOUIE. .....c.uie i it iin s st ir s st m e sassenimsassisns No Yes
B R o s e s e e e S S e No  Yes
B N . i i e i e e e R R S B R R S N g A e i Brchies Mo Yes
LR s L TmapumP Ry ——— No  Yes
B BRI Mo Yes
PR TR T [ R R L R S At R L e S A Mo Yos
), N VO TTIBCNCEIEMOTE. . oo s 0 B Mo Yes
11. Born with a congenital defect. ..........cccccinieninnissrmsassniss s ssssisnssnansnnsssssssssnnes No Yes
12, Veary stubbom, challenging... ....ccoiimimminssmsn o nrsnasiss sns isstpanbsssnsasssnisninsnnsss Mo Yes
Early Developmental Milestones

H. At what age did your child first accomplish the following:
1. Sitting without Relp.......coiiii i
2 TN i i o i e s b b e S O SRl i Tt e S e
3. Walking alone, without assiBENCE.............cocoociiiiieiii e i
4, Using single words (e.g.: “mama”, “dada”, “ball", etc.).........ccvvnee.
5. Putting two or more words together { e.g.: “mama up™)....cccceeveeee
6. Bowel training, day amd RIGHL.. ... miira s s s nee s ia e
7. Bladder training, day and NIght.........ccoocirre v esrrsmrrmsemrersnre s e sens

Health History

I. Date of child’s [ast physSiCal 8XaM.. ... cioimmensssmsinnsarsassasssansnrenssnsnn

J. At any time has your child had the following:
N IR o et i A A M B N G Mever Past Prasant
R R N L G o o P L e e W e Never Past Present
3. Diabetes, arthritis, or other chronic illnesses........................ Never Past Prasent
4, Epilepsy or Seizure diSordar. .. ......coccoumimiimiiiniin s iisassneass Nevear Past Presant
B, Febrile SBiZUMSS......ccveicei e s rsmrann s sra s area s m e rr s nnnnnnen Mever Past Presant
6. Chicken pox or other common childhood illnesses...........c....... MeverPast Present
7. Heart or blood pressure problems..........co e s Never Past Present
B. High fevers (over 103 degrees).....coccvieecererenecisssressresnneeas MNewver Past Presant
B B ORI o e i o A R R N o RS BT P AR b Mever Past Presant
10. Severe cuts requiring stitches........c.ccciiniinineisn e e s sr s nr s nenns Maver Past Presant
11. Head injury with loss of CONSCIOUSNESS......c.oviviniiiiiiiniania e NEVET Past Presant
12 L PO . R e T R MNewver  Past Presant
Yl IO o oo R A RS A S AL A s M Mever Past Fresent
14. Langthy hospitaliZation.. ... s s anssaas Newvar Past Presant
15. Speech or language ProbIlems. ......ccvcvverrre e e sessssn e s ssssna s Mever Past Presant
16, Chronic Bar INPECHONS. ... c. oo irimssniss binr ssnsassnsbbsnsnaiss saanannh Never Past Present
17. Hearing difficulties. ........cceeeveieirn s vec s ses e snm s s sr s e e Mever Past Presant
18. Eye or vision problems..........ccccciiiiiissnssninmansinisn i sssnsan s Mever Past Prasent
19. Fine motorfhandwriting problems. ..o cresvisrariasisssnsvemranseas Never Past Present
20. Gross motor difficulties, CIUMSBINESS. ... i e e en Mever Past Present
21. Appetite problems (overeating or under eating).................. Mever Past Preseant
22, Sleep problems (falling asleep, staying asleep).................. Mever Past Presant
23. Soiling problems. ... .ccocii i s s s re s e Never Past Present
2. Welting ProbiBmM. ... i ineinins s ss s s b e aad FaE R B Never Past Presant



Gulf Coast Psychotherapy, LLC.
4167 Clark Road
Sarasota, FL 34233
(941) 218-3111

Animal Interaction Waiver

In signing this release of liability, | acknowledge that animals are present in this
facility and utilized in treatment. | am aware that | am responsible for determining any
health risks invelved in being on the premises including allergic reactions to animals
on the premises. | understand and agree to the following:

1. | am releasing Gulf Coast Psychotherapy, LLC, all of its clinicians and staff
harmless of any and all liability related to but not limited to animal assisted
therapy and any interaction that | or my family have with any animals in or
around the office of Gulf Coast Psychotherapy, LLC.

2. If | participate in animal assisted therapy, | am participating at my own risk.

3. | accept full responsibility for any injuries, destruction of property, or illness
incurred as a direct or indirect result of pet assisted therapy or interaction
with any animals on the premises.

4. | acknowledge that this hold harmless agreement applies even if the injury or
liness is a direct result of aggressiveness or illness of the animal or of my
unauthorized interaction with an animal.

5. This release of liability applies to me, all family members or guests entering
the premises and all of my minor children.

6. | waive all of my rights to any type of legal action involving destruction of

" property, bodily injury or illness as a result of interaction with all animals
prasent in the office of Gulf Coast Psychotherapy, LLC.

| have read, understand, and agree fo all statements written and implied by this
waiver. | am signing this waiver of my own free will.

DOB
Patient Name
Date
Patient or Guardian Signature
Date




