Central Coast Counseling Center, Inc.
900 E. Main St. Suite 204 Santa Maria, CA 93454 (805) 934-5088. FAX (805) 937-0877 Today’s Date

TC

Initals 4 / /
CHILDREN’S INFORMATION

'CHILD’S ADDRESS

Street City ST Zip Code
CHILD’S SOC. SEC #: - -
CHILD’S SCHOOL, GRADE, AND CURRENT TEACHER

CAN WE SEND BILLING STATEMENTS TO THIS ADDRESS? Y /N? IF NOT, LIST ADDRESS

X ' ' Print Name:

SOC. SEC. # OF PAYER‘ Lo 'DRIVER’S LIC #OF PAYER ____CARPLATE#

Address: 4

Father’s Phone:(H) Father’s(C): Father’s (W) (can we call Y/N?)
Father’s Place of Employ:

MOTHER/STEP-MO , HE" ‘ NAME L
Address B N |

Mother’s Phone:(H) Mother’s Cell: Mother’s (W) (can we call Y /N?)
Mother’s Place of Employ: |

DIVORCE? Y /N _ DATE _ WHO IS THE CUSTODIAL PARENT? FULL? _ PARTIAL?

COPIES OF CUSTODIAL/GUARDIANSHIP PAPERS MUST BE ON RECORD AT CIJNTRAL COAST COUNSELING CENTER AT FIRST SESSION.

Name Step/Adopt  Age School Attending Grade Any Special Needs?

Has child ever been to counseling before? If yes, with whom and when?

What has brought you here today?

BEFERRED BY [: ;
INSURANCE INFORMATION
Primary Insurance - Phone Contract ID#. | Group/Acct Subscriber Name/D.O.B. | Client’s Relationship
: e ' s | To Subscriber
Secondary Tnsurance | Phone ContractID# | Group/Acct SubSc‘rib’erfName/D.O.B. ‘Client’s Relationship
‘ - Sl e b s To Subscriber




CENTRAL COAST COUNSELING CENTER, INC.
900 E. Main Street, Suite 204, Santa Maria, CA 93454 (805) 934-5088 FAX 805) 937-0877

HIPAA DISCLOSURE

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

INFORMATION. PLEASE REVIEW IT CAREFULLY.

Our commitment to your privacy

Qur practice is dedicated to maintaining the privacy of your personal health information. We are required
also by law fo do this. These laws are complicated, but we must provide you with important information.
However, we can't cover all possible situations so please talk to our Privacy Officer about any questions
or problems.

We will use the information about your health which we get from you or from others mainly to provide you
with treatment, 10 arrange payment for our services or for some other business activities which are
called, in the law, health care operations. After you have read this Notice of Privacy Practices (here
after shown as NPP we will ask you to sign a Consent Form to let us use and a share your

information. I you do not consent and sign this form, we cannot treat you.

If we or you want fo use or disclose (send, share, release,) your information for any other purposes we
will discuss this with you and ask you to sign an Authorization to allow this.

Of course we will keep your health information private but there are some times when the laws
require us to use or share it such as: :

1. When there is a serious threat to your health and safety or the health and safety of another
individual or the public. We will anly share information with a person or organization that is able
o help prevent or reduce the threat,

2. Some lawsuits and legal or court proceedings.

3. i a law enforcement official requires 1o do so.

4, For Workers Compensation and similar benefit programs.

Your rights regarding your health information

1. You can ask us to communicate with you about your health and related issues in a particular
way or at a certain place. For example, you can ask us to call you at home and not at work to
schedule or cancel an appointment. We will try our best to do as you ask.

2. You have the right fo ask us to limit what we tell certain individuals involved in your care or the
payment for your care, such as family members and friends. While we don't have to agree fo your
request, if we do agree, we will keep our agreement except if it is against the faw, or in an
emergency, or when the information is necessary fo treat you.

3. You have the right to lock at the health information we have about you such as your medical
and billing records. *You can even get a copy of these records but we may charge you.
Contact our Privacy Officer to arrange how to see your records. See below.

4. If you believe the information in your records is incorrect or incomplete, you can ask us 1o make some
kinds of changes {called amending) to your health information. You have to make this request in
writing and send it to our Privacy Officer. You must tell us the reasons you want to make the
changes.

5, You have the right to a copy of this notice. If we change this NPP we will post it in our waiting

“room and you can always get a copy of the NPP from the Privacy officer.

8. You have the right to file a complaint if you believe your privacy rights have been violated. You can
file a complaint with the Secretary of the Department of Health and Human Services.
All complaints must be in writing. Filing a complaint will not change the health care
we provide o you in any way.




CENTRAL COAST COUNSELING CENTER, INC,
900 E. Main Street, Suite 204, Santa Maria, CA 93454 (305) 934-5088 FAX 805) 937-0877

HIPAA CONSENT

Consent to use and disclose your health information

This form is agreement between you, and your therapist or
Central Coast Counseling Center. When we use the word “you” below, it will mean you,
your child, relative, or other person if you have written his or her name here:

When we examine, diagnose, treat, or refer you, we will be collecting what the law calls
Protected Health Information (PHI) about how. We need to use this information here to
decide on what treatment is best for you to provide treatment to you. We may also
share this information with others who provide treatment to you or need it to arrange
payment for your treatment or for other business or government functions.

By signing this form you are agreeing to let us use your information here and send to
others. The Notice of Privacy Practices explains in more detail your rights and how you
are protected and how we can use and/or share your information. Please read this
before you sign this Consent form.

If you do not sign this consent form agreeing to what is in our Notice of Privacy
Practices we cannot treat you.

In the future we may change how we use and share your information and so may
change our Notice of Privacy Practices. If we do change it, you can get a copy by
calling us at (805) 934-5088.

If you are concerned about some of your information, you have the right to ask us to not
use or share some of your information for treatment, payment or administrative
purposes. You will have to tell us what you want in writing. Although we will try to
respect your wishes, we are not required to agree to these limitations. However, if we
do agree, we promise to comply with your wish.

After you have signed this consent, you have the right to revoke it (by writing a letter
telling us you no longer consent) and we will comply with your wishes about using or
sharing your information from that time on but we may already have used or shared
some of your information and cannot change that.

Signature of client or his or her personal representative ; Date

Printed name of client or personal representative Relationship to Client

Description of personal representative’s authority
Date of copy given to the client/parent/personal represenz‘atlve or initial if a copy is not wanted.



CENTRAL COAST COUNSELING CENTER, INC.

900 E. Main Street, Suite 204, Santa Maria, CA 93454 (805) 934-5088 FAX 805) 937-0877

CONFIDENTIALITY

Confidentiality is important o the therapeutic process because it provides the basis for
trust and honesty. In general, all information dtsclosed within a psychotherapy session
is confidential and legally privileged.

Your therapist, and in some cases other staff members are the only individuals who
have access to vour files, unless you direct your therapist, in writing, to disclose
information to specific individuals. If your therapist is an intern, he/she will be consulting
closely with his/her supervisor. However, there are some rare circumstances under
which both legal and ethical guidelines mandate disclosure:

1) When there is reasonable suspicion of child abuse.

2) When there is reasonable suspicion of dependent adult or elder abuse.

3) When you communicate that you intend to physically harm yourself or another person.
4) When a client threatens to damage property of another.

Other circumstances that allow for disclosure include the following:

Legal proceedings:

A court may require disclosure of confidential information in a legal proceeding in which
your condition or treatment is a relevant concern. This may include, but is not limited to,
legal proceedings such as a child custody hearing, board complaint, or criminal action.

Professional Consultation:

Our office strives to follow the strictest eth:cal guidelines to protect your rights and
provide you with the best care. To ensure a high quality of treatment, your therapist
may consult with other professional health care providers and/or supervisors regarding
some aspects of your case. The consulting professional is then ethically and legally
bound to maintain the confidentiality of that.information.

Confidentiality in Group/Family/Couples Treatment:

Members of a group are not therapists and do not have the same ethical and legal
mandates. However, if you participate in a therapy modality that includes other clients;
all members are asked to respect and maintain the confidentiality of what is disclosed
during the course of treatment.

Secrets Policy:

Secrets, when held from a family, spouse, partner and/or significant others can be
destructive to the relationships of the individuals involved, including the holder of the
secret. When working with families, couples, or other groups, the therapist reserves the
right, when asked to maintain a secret, to work toward its disclosure when disclosure
has been determined by the therapist to be in the best interests of the parties involved.

Minors in Treatment: _

Treatment considerations require that specific information will be treated as confidential,
whenever possible, to build trust and honesty and mutual respect. However, children under the
age of 12 have little legal right to maintain confidentiality from their parents or guardians.
Between 12 and 18, as the individual becomes more able to understand and choose, he or she
assumes more legal rights. Nevertheless, parents and guardians have the right to general
information on important life issues and progress of the treatment.




Release of Records:
You must sian a Release of Records form.if vou would like to have any infoermation
released to a third party.

Treatment Records: :

We are required to maintain treatment notes, which include but are not limited to, dates
of tfreatment, diagnosis, and treatment interventions and goals. You are entitled to
review these records with your therapist. However, if examination of any particular part
of these records would have an adverse effect on you, the therapist is permitted to
withhold that information and will provide sound justification for doing so. Released
records may be appropriately limited to a general treatment summary.

Insurance Claims Disclosure:

Submitting a claim to insurance or other third party payer for reimbursement will require
disclosure of some aspects of your treatment (e.g., diagnosis, treatment plan, and/or
treatment progress). A request for us fo submit a claim to your insurance carrier or
other third party is consent for us to release that relevant information. Only the
information necessary to process your claim will be released unless additional consent
is obtained.

Non-payment of Bill:

If your account billing is overdue and no payment plan arranged, Central Coast
Counseling Center might, as a last resort, use legal means to obtain payment. [f this
becomes necessary, your name, address, and telephone number, along with the
balance you owe, and dates of service may be legally disclosed.

As you can see, the laws and rules on confidentiality are complicated. However, you
should now have enough information to enter treatment well informed. Please let your
therapist know if you have any questions or require further information.

| have read the information on the exceptions to confidentiality, and with my
signature | affirm that | understand and comply.

/ / '
Client Signature Date Client name printed
/ /

Parent/Guardian Signature Date Parent/Guardian name printed



Central Coast Counseling Center
900 E Main St. Suite 204, Santa Maria Ca. 93454

805.934.5088 [office] 805.937.0877 [fax]

FINANCIAL POLICY

PAYMENT IS DUE AT TIME OF SERVICE
(We accept cash, checks, debit, Visa, and Master Card)

Insurance reimbursement: The client is responsible for meeting all deductibles and making
estimated co-payments at the time of service. To bill your insurance company, we need your
insurance information and may require an original claim form if requested by your insurance. We
will bill your insurance company as a courtesy, however it is your responsibility to know what
your insurance covers for claims and benefits as well as what provider is authorized for your
particular Behavioral Health plan. Clients are responsible to make sure that if an
authorization for services is needed that the Authorization number is given to Central Coast
Counseling Center prior to the first session.

Our practice is committed to providing the best treatment for our clients. Our fees are usual and
customary for the area and professional qualifications. However, vour insurance company may or
may not reimburse for the service at the same rate that your therapist charges. Some or all of the
services provided may not be covered or considered necessary under some insurance plans. Clients
who carry msurance should remember that professional services are rendered and charged to the
client, not the insurance company. It is important that vou, not the insurance company, are
responsible for anv portion of the bill not covered by vour insurance company.

In the event that vour insurance changes please notify vour therapist immediately with the new
insurance information. Should you switch to a plan in which we are not participating providers you
will be responsible for payment. '

Session rates:

Sessions are 45 to 50 minutes long, beginning at the scheduled time of appointment, which include
filling out forms required for therapist information, and HIPPA law. Sessions exceeding 50 minutes
will be billed in supplemental 15-minute time blocks pro-rated for the agreed upon hourly fee for
the providing therapist. Rates are: $110 per hour for Licensed Marriage and Family
Therapists. All other rates are on a limited basis sioned and agreed upon between the
Therapist and Client.

Minor Clients: The adult accompanving a minor, the parent(s), or guardian(s) of the minor
are responsible for the full payment. For unaccompanied minors, non-emergency treatment will
be denied unless charges are paid at the time of service by cash, check or credit card.




Cancelled or missed (no show) appointments: Because the scheduled session time is set aside
specifically for you, and cannot be used by others, a minimum of 24 hours notice is required for
rescheduling or cancellation of an appointment. Unless cancelled 24 hours in advance, our
policy is to charge for a missed appointment at the rate of a normal office visit. THIS
INCLUDES TRICARE CLIENTS, '

Telephone calls: If you need to contact your therapist between sessions, please feel free to call
Central Coast Counseling Center. If the therapist is in session or out of the office, leave a message
with reception or voice mail and your call will be returned within a reasonable period. In case of a
clinical emergency, call the office, and they will page your therapist directly. However, should
you require immediate attention for a clinical emergency and cannot reach your therapist, call
911 for emergency services.

Telephone contacts to and for clients, as well as requested letter or reports written bv the
therapist, will be billed at the standard hourly rate. Time tracking for telephone calls begins
when the therapist makes contact and concludes when the call ends. You will be billed for
telephone calls at 15 minute increments.

Court appearances: Should vour therapist be subpoenaed or requested to appear or testify to the
court on your behalf the hourly fee will be a minimum of $350 to be paid by the client prior to the
court appearance. The therapist will be an expert witness only. It is not acceptable to only be paid as
a percipient witness, especially if your case needs hours of the therapist’s professional time. This
fee allows for travel time, testimony and preparation, court delays, and rescheduling of other clients.

Non-pavment of bill: If vou fail to pay vour bill or make adequate alternative arrangements, actions will
be taken to collect the unpaid balance. such actions may include the use of a collection agency. court
litigation, a negative credit report, and /or filing a 1099-C with the IRS. If these actions become necessary
vou will be responsible for the amount owed as well as court costs and lawver fees incurred. Such actions
will be pursued only as a last resort. If it becomes necessary to use any of the above-mentioned actions, your
name, address, and telephone number, along with the balance you owes, may be disclosed as necessary. No
other information about your treatment will be revealed.

I have read the Financial Policy and with my signature I affirm that I understand and agree to abide
by this policy.

Client signature Date Client name printed

Parent/Guardian signature Date Parent/Guardian name printed

Revised 10.20.15



