

Client Name: ______________________________


Oasis Of The Heart, LLC 
Tabatha Sapene, MSW, LISW-S

614-273-5698; oasisoth@gmail.com
Child/Adolescent Intake Form

Please Print Information

Client Name: __________________________​​​​​________________

Date of Birth: _____________


Address: _______________________________________________________

City: ________________________________ State: _______ Zip: _________

What two phone numbers may I best reach you?

___________________

May I leave a message at this number?  Y/ N


___________________

May I leave a message at this number?  Y/ N


Email address ___________________________ (used to send paperwork, information as needed) 

Please list members in your household:

Name



Relationship
     
 Age

 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If the client resides in more than one household, please describe the circumstances and the usual schedule: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Developmental Status:

1. Are there any known problems/issues with the clients biological mothers health during pregnancy or labor? Did the mother use alcohol/drugs during their pregnancy with the client?  

Y / N Please circle which of the above & describe: ______________________________________________________________________________________________________________________________________________________________

2. Are there any known problems/issues with the client during infancy (0-1yr)?  Y /N Please Describe:

______________________________________________________________________________________________________________________________________________________________

3. Are there any known problems/issues with the client during preschool (2-4yr)?  Y /N Please Describe:

____________________________________________________________________________________________________________________________________________________________________________

4. Are there any known problems/issues with the client during childhood (5-12)?  Y /N Please Describe:

______________________________________________________________________________________________________________________________________________________________

5. Are there any known problems/issues with the client during adolescence (13-17)?  Y /N Please Describe:

______________________________________________________________________________________________________________________________________________________________

6. Are there any known problems/issues with sexual concerns? Including abuse, trauma, or other concerns? Y / N Please Describe:

______________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________

7. Is there any known history of abuse, trauma, neglect that is not of a sexual nature? Y / N

______________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________

EMERGENCY CONTACT PERSON INFORMATION


_________________________
______________________________   ____________


Emergency Contact 
             
Relationship



   Telephone #

_________________________
______________________________   ____________


Emergency Contact 

             Relationship



   Telephone #

Has the child/adolescent had any counseling/therapy before?  Include any psychiatric hospitalizations/residential Facilities   Y / N 


Counselor/Therapist/Facility                          
            Dates of treatment
                         Purpose/Diagnosis

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________________________________________________________

What are your concerns that bring you or the child/adolescent to counseling? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

What changes would you or the child/adolescent like to see as a result of counseling? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

 Health Assessment

1) Who is the child/adolescents primary physician: _______________________

     Telephone: _______________

2) Are there any current/ongoing problems with the child/adolescents physical health? Y / N 


If yes, please specify: ______________________________________________________

______________________________________________________________________________

3) Please specify any physical/mental health diagnoses you are aware of for the client: ______________________________________________________________________________

______________________________________________________________________________

4) Is the child/adolescent pregnant? Y / N / or N/A If yes, are they getting prenatal care? Y / N

5) Does the child/adolescent have any disabling conditions? Y / N If yes, please specify:

______________________________________________________________________________

6) Please list all current medications the child/adolescent takes (both prescription and over-the-counter)

Medication

 
  Amount
 Frequency
     Doctor (if applicable)

a) ________________________
__________
__________
_______________________

b) ________________________
__________
__________
_______________________


c) ________________________
__________
__________
_______________________

d) ________________________
__________
__________
_______________________

e) ________________________
__________
__________
_______________________

7) Please specify any food/drug allergies: ____________________________________________

8) Does the child/adolescent smoke? Y / N How much per day? ____________

Have you/child/adolescent ever or are you currently using any of the following? If yes, how often




              Age of      
Age last              Frequency of current use




   first use    
 used             Amount used
         How often

 FORMCHECKBOX 
 Marijuana/Hashish (pot)     _______     
_______    _____________    __________________

 FORMCHECKBOX 
 Heroin/Narcotics

  _______     
_______    _____________    __________________

 FORMCHECKBOX 
 Alcohol


  _______     
_______    _____________    _________________


 FORMCHECKBOX 
 Barbiturates

  _______    
 _______    _____________    _________________

 FORMCHECKBOX 
 Sedatives/Hypnotics
  _______    
 _______    _____________    _________________

 FORMCHECKBOX 
 Amphetamines/

  _______     
_______    _____________    __________________

        Stimulants


 FORMCHECKBOX 
 Cocaine/Crack

  _______     
_______    _____________    __________________

 FORMCHECKBOX 
 LSD


  _______     
_______    _____________    __________________

 FORMCHECKBOX 
 Inhalants


  _______     
_______    _____________    __________________

 FORMCHECKBOX 
 PCP


  _______     
_______    _____________    __________________

 FORMCHECKBOX 
 Tranquilizers

  _______     
_______    _____________    __________________

 FORMCHECKBOX 
 Other/specify

  _______     
_______    _____________    __________________

 Has the child/adolescent ever had any drug/alcohol related offenses? No Y / N

(Please specify)________________________________________________________

 Has anyone ever told you/child/adolescent that the client you has a problem with alcohol or drugs? Y / N

______________________________________________________________________________

Are client’s immunizations current?
Y / N

Has client had unusual height or weight changes in the last year? Y / N if so please describe:

______________________________________________________________________________

Does client have any nutritional concerns? Y / N if so explain:

______________________________________________________________________________

Does client use caffeine? Y / N If yes, now much per day? ______________________________

____________________________________________________________________________

	Has the client had any of the following problems? Please give as much detail as possible.
	Current
	Past
	N/A
	Treatment Received Date Of Treatment.   

Please note family history of any of the listed conditions and the client’s relationship to that family member.

	Anemia
	
	
	
	

	Arthritis
	
	
	
	

	Bleeding disorder
	
	
	
	

	Bone/joint
	
	
	
	

	Cancer
	
	
	
	

	Cirrhosis/liver
	
	
	
	

	Diabetes
	
	
	
	

	Epilepsy/seizures
	
	
	
	

	Eye disease/blind
	
	
	
	

	Fibromyalgia
	
	
	
	

	Glaucoma
	
	
	
	

	Headaches
	
	
	
	

	Head injury
	
	
	
	

	Hearing problems
	
	
	
	

	Heart disease
	
	
	
	

	Hepatitis/jaundice
	
	
	
	

	Kidney disease
	
	
	
	

	Lung disease
	
	
	
	

	Menstrual pain
	
	
	
	

	Muscle pain
	
	
	
	

	Oral health/dental
	
	
	
	

	Stomach/bowel
	
	
	
	

	Stroke
	
	
	
	

	Thyroid
	
	
	
	

	Tuberculosis
	
	
	
	

	Tumor
	
	
	
	

	AIDS/HIV
	
	
	
	

	STD
	
	
	
	

	Learning problems
	
	
	
	

	Speech problems
	
	
	
	

	Anxiety
	
	
	
	

	Bipolar disorder
	
	
	
	

	Depression
	
	
	
	

	Eating disorder
	
	
	
	

	Hyperactivity/ADD
	
	
	
	

	Schizophrenia
	
	
	
	

	Sexual problems
	
	
	
	

	Sleep disorder
	
	
	
	

	Suicide attempts
	
	
	
	

	Other:
	
	
	
	


*****please use the space below for more information as needed*****

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
School Functioning:

Name of school attending: ______________________________

Grade: ________

Grade Point Average:  ___________________

Does client have an IEP?    Y/ N list services receiving if yes:

____________________________________________________________________________

Has the client had any Psychological Testing? Y/ N If yes please describe, including results of the testing: ___________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Has the client had any suspensions/expulsions? Y/ N If so describe how many, when & why.

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Has the client had any issues with attendance at school? Y/ N please describe if yes.

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Peer Relationships & Social Functioning

Does the client make friends easily? Y/ N Does the client have friends at school? Y/ N 

Does the client have friends in the neighborhood? Y/ N Please Describe:

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

What are the client’s extracurricular activities?

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Is the client currently employed? Paper route, yard care, etc Y/ N

____________________________________________________________________________

____________________________________________________________________________

Legal History

Current legal status: ( none ( on probation ( on parole ( awaiting charges

           ( alcohol/drug related charges ( court ordered to treatment ( other 

Please give detailed information: 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Probation/parole officer name and phone number:

____________________________________________________________________________

Children’s Services caseworker and phone number:

____________________________________________________________________________

Guardian ad Litem (GAL) or Court Appointed Special Advocate (CASA) name & phone:

____________________________________________________________________________

Foster care or out of home placements–Y /N list age, length of time, & reason

____________________________________________________________________________

Symptom/Concern Checklist:

( Depressed mood/sad

( Anxiety/fears/worry
( Anger

( Grief/ bereavement issues

( Traumatic stress

( Aggression

( Oppositional behaviors

( Inattention


( Impulsivity

( Mood swings


( Hyperactivity



( Disturbed reality contact (psychosis)



( Sleep problems

( Enuresis/encopresis (incontinent of urine/feces)


( Psychosocial stressors

( Other
***please describe in detail any checked symptoms/concerns***

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
Client Information and Acknowledgment of

Informed Consent to Treatment Form

I am Independently Licensed As a MSW, LISW-S to engage in private practice providing mental health counseling and therapy. I provide these services as a sole practitioner doing business as Oasis Of The Heart, LLC. Although I share office space with others they are not otherwise affiliated in any way and each practice is an independent practice.

Mental Health Services

The purpose of receiving mental health services is to help you better understand your situation, change your behavior, or move toward resolving your difficulties.  Using knowledge of human development and behavior, I will make observations about situations as well as suggestions for new ways to approach them. It will be important for you to examine your own feelings, thoughts and behaviors, and to try new approaches in order for change to occur.  You may bring other family members to a therapy session if you feel it would be helpful.

The services offered can have benefits and risks.  Since therapy often involves discussing unpleasant aspects of your life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness.  On the other hand, mental health services have also been shown to have benefits for people. Treatment may often lead to better relationships, solutions to specific problems, and significant reductions in feelings of distress. But there are no guarantees of what you will experience.

Appointments

Appointments are made by calling (614) 273-5698. The number of appointments depends on many factors and will be discussed with you during our sessions.

Confidentiality

Laws protect the privacy of all communications between a client and a therapist. In most situations, I can only release information about your treatment to others if you sign a written authorization form. There are some situations where I am permitted or required to disclose information either with or without your consent or authorization.  For example:

· If you are involved in a court proceeding and a request is made for information concerning your treatment, we cannot provide such information without your (or your legal representative’s) written authorization, or a court order. If you are involved in, or contemplating litigation, you should consult with your attorney to determine whether a court would be likely to order your therapist to disclose information.

· If a government agency is requesting the information, I may be required to provide it.

· If you file a complaint or lawsuit against me, I may disclose relevant information about you in order to defend myself.

· If you file a worker’s compensation claim, I may, upon appropriate request, have to provide a copy of your records or a report of your treatment.

There are some situations in which I am legally obligated to take actions that I believe are necessary to attempt to protect others from harm, and I may have to reveal some information about your treatment. If such a situation arises, I will make every effort to fully discuss it with you before taking action, if I feel that is appropriate, and will limit disclosure to what is necessary. These situations may include:

· If I have reason to believe that a child or vulnerable adult is being neglected or abused, the law requires that the situation be reported to the appropriate state agency.

· If I believe you present a clear and substantial danger of harm to yourself and/or others, I may take protective actions. This may include contacting family members, seeking hospitalization of you, notifying any potential victim(s), and/or notifying the police.

Electronic Communication

Electronic messages (email, text messages, etc.) are vulnerable to breaches of privacy, despite standard safeguards, which are outside of my control. Therefore, because I am required by law to keep your information confidential, I am unable to exchange any clinical information with you by electronic communication.  By signing this consent, you agree to these conditions. You further understand and agree to the fact that if you initiate an email or text message to me for the purpose of scheduling or billing, your identification, information that you are communicating with a therapist, and/or other Protected Health Information could inadvertently be disclosed to an outside party.

Professional Records

The laws and standards of our profession require that I keep Protected Health Information about you in your Clinical Record. Your Clinical Record includes information about your reasons for seeking therapy, a description of the ways in which your problem affects your life, your diagnosis, the goals for treatment, your progress toward those goals, your medical and social history, your treatment history, results of clinical tests (including raw test data), and past treatment records that I receive from other providers, reports of any professional consultations, any payment records, and copies of any reports that have been sent to anyone. You may examine and/or receive a copy of your Clinical Record, if you request it in writing, and tell me where you want it sent or if you want to pick it up at my office. Because these are professional records, they can be misinterpreted and/or upsetting to untrained readers. I therefore recommend that you initially review them with me or have them forwarded to another mental health professional so you can discuss the contents. In most circumstances, I am allowed to charge you or your personal representative a copying fee of $2.00 per page for the first ten pages, $.50 per page for pages 11 through 50, and $.20 per page for pages 51 and higher, plus the cost of any related postage.  If we refuse your request for access to your records, you have the right of review, which we will discuss with you upon request.

As your therapist, I may also keep a set of psychotherapy notes, which are for my own use and designed to assist me in providing you with the best treatment. These notes are kept separate from your Clinical Record.  To release these psychotherapy notes, you must sign a separate Authorization form.

Minors

If you are under 18 years of age, please be aware that the law may provide your parents the right to examine your treatment records. Before giving parents any information I will discuss the matter with you, if possible, and do my best to handle any objections you may have. Minors 14 years of age and older have the right to receive a limited number of sessions without their parents’ knowledge in most situations. If this is an option you would like to pursue, please talk to me about this option and I will provide you with more detailed information. 

Authorization to Warn or Inform Third Parties

In the event I believe that you are a danger, physically or emotionally, to yourself or another person, by signing this Client Information and Acknowledgment of Informed Consent to Treatment form, you specifically consent for Tabatha Sapene MSW, LISW-S to attempt to warn the person in danger and to attempt to contact any person in a position to prevent harm to yourself or another person, in addition to medical and law enforcement personnel and the person indicated on page 1 of these pages as your emergency contact person. 

This information is to be provided at your request for use by said persons only to prevent harm to yourself or another person. This authorization to Warn or Inform Third Parties shall expire upon the termination of your therapy with Tabatha Sapene, MSW, LISW-S, unless it involves information learned while you were in therapy with me.  You acknowledge that you have the right to revoke the above authorization to warn or inform third parties, in writing at any time to the extent that I have not taken action in reliance on this authorization. You further acknowledge that even if you revoke this authorization, the use and disclosure of your protected health information could still be permitted or allowed by law as indicated in the copy of the Notice of Privacy Practices that you have received and reviewed, or as set forth previously in this document. 

After Hours Emergencies

I can be reached at (614) 273-5698 during regular business hours; you may leave a message at other times.  Every attempt will be made for messages to be returned within 24 hours. If you have an emergency, you should go directly to a hospital emergency room, or call 911, or call Netcare Access at 614-276-2273. Current clients will be notified during session of upcoming out of town travel or vacation planned by me, although I may be unavailable for other reasons. Emergencies are urgent situations that require your immediate action. 

Incapacity or Death

By signing this Client Information and Acknowledgment of Informed Consent to Treatment, you acknowledge that in the event of my becoming incapacitated or in the event of my death, it will become necessary for another therapist to take possession of your file and records. You give consent to allow another licensed mental health professional selected by me to take possession of your records and provide you with copies upon request, or to deliver them to a therapist of your choice. You will select a successor therapist within a reasonable time and will notify the appointed licensed mental health professional of your selection. 

Consulting With Your Health Care providers In Regards to Your Treatment:

You agree that I may consult with your primary care physician, other therapists, and other health care providers about your care. By signing below you consent to these consultations, which will be limited to the amount of information necessary for me to properly address issues that may arise in your therapy. 

Acknowledgment of Informed Consent to Treatment

The undersigned voluntarily agrees to receive mental health assessment, care, treatment, or services and authorizes Tabatha Sapene, MSW, LISW-S to provide such care, treatment or services as are considered necessary and advisable.

I understand and agree I will participate in the planning of my care, treatment, or services and that I may stop such care, treatment or services that I receive through Tabatha Sapene MSW, LISW-S, at any time. I also understand that there are no guarantees that treatment will be successful.

By signing this Client Information and Acknowledgment of Informed Consent to Treatment Form, I, the undersigned client, acknowledge that I have both read and understood all the terms and information contained herein and agree to abide by its terms and conditions. Ample opportunity has been offered to me to ask questions and seek clarification of anything unclear to me.

_________________________________________________                      ________________________________

Client Signature







Date

_________________________________________________

     ________________________________

Parent/Legal Guardian Signature





Date

________________________________________________                       _____________________________

Tabatha Sapene MSW, LISW-S





Date

Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW THIS NOTICE CAREFULLY.  
Your health record contains personal information about you and your health.  This information about you that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services is referred to as Protected Health Information (“PHI”). This Notice of Privacy Practices describes how we may use and disclose your PHI in accordance with applicable law, including the Health Insurance Portability and Accountability Act (“HIPAA”), regulations promulgated under HIPAA including the HIPAA Privacy and Security Rules, and the NASW Code of Ethics.  It also describes your rights regarding how you may gain access to and control your PHI. 

We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy practices with respect to PHI. We are required to abide by the terms of this Notice of Privacy Practices.  We reserve the right to change the terms of our Notice of Privacy Practices at any time.  Any new Notice of Privacy Practices will be effective for all PHI that we maintain at that time. We will provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our website, sending a copy to you in the mail upon request or providing one to you at your next appointment. 

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

For Treatment.  Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing your health care treatment and related services. This includes consultation with clinical supervisors or other treatment team members.  We may disclose PHI to any other consultant only with your authorization. 
For Payment.  We may use and disclose PHI so that we can receive payment for the treatment services provided to you.  This will only be done with your authorization. Examples of payment-related activities are: making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services provided to you to determine medical necessity, or undertaking utilization review activities.  If it becomes necessary to use collection processes due to lack of payment for services, we will only disclose the minimum amount of PHI necessary for purposes of collection.  

For Health Care Operations.  We may use or disclose, as needed, your PHI in order to support our business activities including, but not limited to, quality assessment activities, employee review activities, licensing, and conducting or arranging for other business activities. For example, we may share your PHI with third parties that perform various business activities (e.g., billing or typing services) provided we have a written contract with the business that requires it to safeguard the privacy of your PHI.   For training or teaching purposes PHI will be disclosed only with your authorization. 

Required by Law.  Under the law, we must disclose your PHI to you upon your request.  In addition, we must make disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or determining our compliance with the requirements of the Privacy Rule.

Without Authorization.  Following is a list of the categories of uses and disclosures permitted by HIPAA without an authorization.  Applicable law and ethical standards permit us to disclose information about you without your authorization only in a limited number of situations.  

As a social worker licensed in this state, it is our practice to adhere to more stringent privacy requirements for disclosures without an authorization.  The following language addresses these categories to the extent consistent with the NASW Code of Ethics and HIPAA.

Child Abuse or Neglect. We may disclose your PHI to a state or local agency that is authorized by law to receive reports of child abuse or neglect.  

Judicial and Administrative Proceedings. We may disclose your PHI pursuant to a subpoena (with your written consent), court order, administrative order or similar process.
Deceased Patients.  We may disclose PHI regarding deceased patients as mandated by state law, or to a family member or friend that was involved in your care or payment for care prior to death, based on your prior consent. A release of information regarding deceased patients may be limited to an executor or administrator of a deceased person’s estate or the person identified as next-of-kin.  PHI of persons that have been deceased for more than fifty (50) years is not protected under HIPAA.

Medical Emergencies.  We may use or disclose your PHI in a medical emergency situation to medical personnel only in order to prevent serious harm. Our staff will try to provide you a copy of this notice as soon as reasonably practicable after the resolution of the emergency.

Family Involvement in Care. We may disclose information to close family members or friends directly involved in your treatment based on your consent or as necessary to prevent serious harm.
Health Oversight.  If required, we may disclose PHI to a health oversight agency for activities authorized by law, such as audits, investigations, and inspections. Oversight agencies seeking this information include government agencies and organizations that provide financial assistance to the program (such as third-party payors based on your prior consent) and peer review organizations performing utilization and quality control. 
Law Enforcement. We may disclose PHI to a law enforcement official as required by law, in compliance with a subpoena (with your written consent), court order, administrative order or similar document, for the purpose of identifying a suspect, material witness or missing person, in connection with the victim of a crime, in connection with a deceased person, in connection with the reporting of a crime in an emergency, or in connection with a crime on the premises.
Specialized Government Functions.  We may review requests from U.S. military command authorities if you have served as a member of the armed forces, authorized officials for national security and intelligence reasons and to the Department of State for medical suitability determinations, and disclose your PHI based on your written consent, mandatory disclosure laws and the need to prevent serious harm.

Public Health.  If required, we may use or disclose your PHI for mandatory public health activities to a public health authority authorized by law to collect or receive such information for the purpose of preventing or controlling disease, injury, or disability, or if directed by a public health authority, to a government agency that is collaborating with that public health authority. 

Public Safety. We may disclose your PHI if necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public.  If information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat. 
Research.   PHI may only be disclosed after a special approval process or with your authorization. 

Fundraising.  We may send you fundraising communications at one time or another. You have the right to opt out of such fundraising communications with each solicitation you receive.
Verbal Permission. We may also use or disclose your information to family members that are directly involved in your treatment with your verbal permission.

With Authorization.   Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be revoked at any time, except to the extent that we have already made a use or disclosure based upon your authorization.  The following uses and disclosures will be made only with your written authorization: (i) most uses and disclosures of psychotherapy notes which are separated from the rest of your medical record; (ii) most uses and disclosures of PHI for marketing purposes, including subsidized treatment communications; (iii) disclosures that constitute a sale of PHI; and (iv) other uses and disclosures not described in this Notice of Privacy Practices. 
YOUR RIGHTS REGARDING YOUR PHI

You have the following rights regarding PHI we maintain about you.  To exercise any of these rights, please submit your request in writing to our Privacy Officer at ________________________:

· Right of Access to Inspect and Copy.  You have the right, which may be restricted only in exceptional circumstances, to inspect and copy PHI that is maintained in a “designated record set”. A designated record set contains mental health/medical and billing records and any other records that are used to make decisions about your care.  Your right to inspect and copy PHI will be restricted only in those situations where there is compelling evidence that access would cause serious harm to you or if the information is contained in separately maintained psychotherapy notes.  We may charge a reasonable, cost-based fee for copies. If your records are maintained electronically, you may also request an electronic copy of your PHI.  You may also request that a copy of your PHI be provided to another person.

· Right to Amend.  If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the information although we are not required to agree to the amendment. If we deny your request for amendment, you have the right to file a statement of disagreement with us. We may prepare a rebuttal to your statement and will provide you with a copy. Please contact the Privacy Officer if you have any questions.

· Right to an Accounting of Disclosures.  You have the right to request an accounting of certain of the disclosures that we make of your PHI.  We may charge you a reasonable fee if you request more than one accounting in any 12-month period.

· Right to Request Restrictions.  You have the right to request a restriction or limitation on the use or disclosure of your PHI for treatment, payment, or health care operations.  We are not required to agree to your request unless the request is to restrict disclosure of PHI to a health plan for purposes of carrying out payment or health care operations, and the PHI pertains to a health care item or service that you paid for out of pocket. In that case, we are required to honor your request for a restriction.  
· Right to Request Confidential Communication.  You have the right to request that we communicate with you about health matters in a certain way or at a certain location.  We will accommodate reasonable requests.  We may require information regarding how payment will be handled or specification of an alternative address or other method of contact as a condition for accommodating your request.  We will not ask you for an explanation of why you are making the request.

· Breach Notification. If there is a breach of unsecured PHI concerning you, we may be required to notify you of this breach, including what happened and what you can do to protect yourself.

· Right to a Copy of this Notice.  You have the right to a copy of this notice.

The effective date of this Notice is October 2014.
Receipt and Acknowledgment of Notice of Privacy Practices
Client Name: ______________________________________________DOB: ______________   

I hereby acknowledge that I have received and have been given an opportunity to read a copy of Privacy Practices. I understand that if I have any questions regarding the Notice or my rights, I can contact Tabatha Sapene at 614-273-5698.

______________________________________________________________  __________________________

Signature of Client






Date

_____________________________________________________________  __________________________

Signature of Parent, Guardian or Personal Representative*


Date

______________________________________________________________________________________

*If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual (power of attorney, healthcare surrogate, etc.)

______________________________________________________________   ____________________________

Tabatha Sapene MSW, LISW-S                  





Date

In the event that I become involved in legal proceedings as a result of my therapy with you, such as responding to a subpoena or attending a deposition or a hearing, you agree to pay for my fees in connection with such a proceeding. You also agree that I may consult with my attorney on how best to proceed and you agree to pay those legal costs. Time for depositions and court may involve preparation time; travel time, and waiting to testify. In such situations I may request a retainer of $1000.00 to cover my anticipated costs, which will be charged at the normal rate I charge at that time for therapy. If any money in the retainer is not used I will refund the balance to you. In the event that I don’t schedule patients in anticipation of a court proceeding and I don’t receive notice of a cancellation of the court proceeding within two days of its scheduled date, you agree to pay for time I lost with patients that I would have otherwise scheduled. 

Payment

I accept payment for services in the form of cash, check, major credit cards, & through PayPal.

All Skype/Distant sessions are to be paid in advance before services are provided.

***Information provided to or from Oasis of the Heart, LLC on forms or during sessions is considered confidential.  I understand that any services provided or products from Oasis Of The Heart, LLC are not to replace the diagnosis or treatment by a physician.

_________________________________________




__________

CLIENT SIGNATURE OR PARENT/GUARDIAN




Date

1

- 15 -


