Luma Psychology PLLC
Theresa Kellam, Ph.D
New Client Forms

Children/Adolescents

MEETINGS
Dr. Kellam normally conducts an evaluation that will last from 2 to 4 sessions. During this time, you will decide together if she is the best person to provide the services you need to meet your treatment goals. If psychotherapy begins, Dr. Kellam will usually schedule one 50-minute session per week at a mutually agreed upon time, although some sessions may last longer or be more frequent. Once an appointment is scheduled, you will be expected to pay for it, unless you provide 24-hour notice of cancellation. 

PROFESSIONAL FEES:
$175 for a 50-minute individual session:
Individual Psychotherapy for Adults

Individual Psychotherapy for Adolescents and Children

Clinical Interview Assessment, Diagnosis, and Recommendations (a thorough understanding is required for a diagnosis and typically takes at least 4 sessions, or 2 to 3 hours)

Play Therapy and Play Therapy Training

Web and Phone Counseling
$185 for a 50-minute session with 2 to 5 family members present:
Marriage, Relationship, and Family Counseling
$280 for each 60-minute in-home session-- two hour minimum required:*
In-Home Counseling for Individuals, Couples, Adults, Adolescents and Children.

In-Home Clinical Interview Assessment, Diagnosis, and Recommendations (a thorough understanding is required for a diagnosis and typically takes at least 2 to 3 hours of time with the client)

*Driving to and from in-home sessions is considered a part of the session time and is included as part of the two-hour minimum. 

$155 for a 40-minute individual session:

Individual Psychotherapy for Adults

$110 for a 30-minute session (recommended only for):

      play therapy for children who are NOT suicidal, homicidal, abused, or traumatized.

$500 per hour for special services including:

Weekend or Emergency sessions
Any services involving legal issues, litigation, or court appearances
Fees vary for public speaking engagements and training seminars for employees, teachers, and therapists or marriage and parenting workshops.  Please contact Dr. Kellam’s office for more information.

Acceptable forms of payment are personal checks, cash, credit/debit card*, or out-of-network insurance. Payment is due at the time of the session.  A receipt that you can mail to your insurance company for reimbursement of any benefits that you may have will be provided to you upon request. *All credit/debit card transactions have an additional $5 processing fee.

Payment Policy
Effective May 29, 2019, payment is requested to be paid in full at the time of each session. If payment cannot be paid prior to the start of the session, there will be a $25 late payment charge added to the total balance owed. Each missed payment will incur a separate $25 charge added to its session total. Payment can be made in cash, check, or card. All payments made by card will incur a $5 processing fee. Change can be provided for any payments made in cash.

Please provide credit card information in the event of a missed session:

________________________________                       ______________________________________

Name on Card                                                               Credit Card Number

_________________     _______________        

CVV                               Exp Date

Consent to Receive Text Messages from Luma Psychology
By signing below, I authorize Luma Psychology, Theresa Kellam Ph.D. to contact me by SMS text message to serve me better. Text messages may be sent to ensure proper communication of the following:
· Confirmation of appointments

· Inquiries to make changes to current appointment times

· Notifications of charges being made to card on file

I understand that message/data rates may apply to messages sent through Luma Psychology, Theresa Kellam, Ph.D. to my cell phone and that I may receive varying amounts of texts per month.

I know that I am under no obligation to authorize Luma Psychology, Theresa Kellam, Ph.D. to send me text messages.

I may opt-out of receiving text communications from Luma Psychology, Theresa Kellam, Ph.D. at any time by calling Luma Psychology at (817) 313-7899 or by texting ‘STOP’.

Name: __________________________________________________________

Signature: _______________________________________________________

Date: ______/________/________

24-Hour Cancellation and No-Show Policy 

The success of your treatment process requires a commitment to the therapeutic relationship.  Dr. Kellam commits her time and expertise to your continued care when you reserve an appointment. 
Please call at least 24 hours in advance to cancel your appointment or to reschedule.  Without a 24-hour notice, you will be billed the full fee for the time reserved. A card is required to be on (encrypted) file with the office in the event of no-show appointments. However, a courtesy call will be made to you before your card is charged.
Cell Phone Policy 

Hopefully, our office environment will provide a peaceful and tranquil experience for you.  Our policy is that cell phones are turned off while you are visiting our office. 
Should you need to conduct a personal or business-related phone call while in our office, please step outside the waiting area. 
Please sign below to indicate your agreement with these policies and practices.  You will be provided a copy for your records, if requested. 

____________________________________ 
____________________________ 

Client Signature 
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 IT CAREFULLY. 
Overview:  Our office uses health information about you for treatment, to obtain payment for treatment, for administrative purposes, and to evaluate the quality of care that you receive.  Your health information is contained in a medical record that is the physical property of our practice. 
The law requires us to maintain the privacy of your protected health information (“PHI”) in accordance with this Notice of Privacy Practices (“Notice”), if this Notice remains in effect.  We are also required to provide you with a copy of this Notice, which contains our privacy practices, our legal duties, and your rights concerning your PHI.  
From time to time, we may revise our privacy practices and the terms of our Notice at any time, as permitted or required by applicable law.  We reserve the right to apply a change in our policies to previously received PHI.  We will promptly revise and distribute our Notice whenever there is a material change to the uses or disclosures, your individual rights, our legal duties, or other privacy practices stated in this Notice.  We will mail a copy of the revised Notice to the address on record. 
Our Privacy Practices 
Use and Disclosure:  We may use or disclose your PHI for treatment, payment, or health care operations.  For your convenience, we have provided the following examples of such potential uses or disclosures: 
Treatment:  Your PHI may be used to provide you with medical treatment for services.  For example, information obtained by a health care provider, such as a physician, nurse, or other person providing health care services to you, will record information in your record that is related to your treatment.  This information is necessary for health care providers to determine what treatment you should receive.   Payment:  Your PHI may be used or disclosed to collect payment for the medical services provided to you.  For example, a bill may be sent to you or a third-party payer, such as an insurance company or health plan.  The information on the bill may contain information that identifies you, your diagnosis, and treatment or supplies used during treatment.  Health Care Operations:  Your PHI may be used or disclosed as part of our internal health care operations.  Such health care operations may include, among other things, quality of care audits of our staff and affiliates, conducting training programs, accreditation, certification, licensing, or credentialing activities. 
Authorizations:  We will not use or disclose your medical information for any reason except those described in this Notice, unless you provide us with a written authorization to do so.  We may request such an authorization to use or disclose your PHI for any purpose, but you are not required to give us such authorization as a condition of your treatment.  Any written authorization from you may be revoked by you in writing at any time, but such revocation will not affect any prior authorized uses or disclosures.  
Patient Access:  We will provide you with access to your PHI, as described below in the Individual Rights section of this Notice.  With your permission, or in some emergencies, we may disclose your PHI to your family members, friends, or other people to aid in your treatment or the collection of payment.  A disclosure of your PHI may also be made if we determine it is reasonably necessary or in your best interests for such purposes as allowing a person acting on your behalf to receive filled prescriptions, medical supplies, X rays, etc. 
Locating Responsible Parties:  Your PHI may be disclosed to locate, identify or notify a family member, your personal representative, or other person responsible for your care.  If we determine in our reasonable professional judgment that you can do so, you will be given the opportunity to consent to or to prohibit or restrict the extent or recipients of such disclosure.  If we determine that you are unable to provide such consent, we will limit the PHI disclosed to the minimum necessary.  
Disasters:  We may use or disclose your PHI to any public or private entity authorized by law or by its charter to assist in disaster relief efforts.  
Required by Law:  We may use or disclose your medical information when we are required to do so by law.  For example, your PHI may be released when required by privacy laws, work-related injuries or illness, public health laws, court or administrative orders, subpoenas, certain discovery requests, or other laws, regulations or legal processes.  Under certain circumstances, we may make limited disclosures of PHI directly to law enforcement officials or correctional institutions regarding an inmate, lawful detainee, suspect, fugitive, material witness, missing person, or a victim or suspected victim of abuse, neglect, domestic violence or other crimes.  We may disclose your PHI to the extent reasonably necessary to avert a serious threat to your health or safety or the health or safety of others.  We may disclose your PHI when necessary to assist law enforcement officials to capture a third party who has admitted to a crime against you or who has escaped from lawful custody.              
Deceased Persons:  After your death, we may disclose your PHI to a coroner, medical examiner, funeral director, or organ procurement organization in limited circumstances.   
Research:  Your PHI may also be used or disclosed for research purposes only in those limited circumstances not requiring your written authorization, such as those that have been approved by an institutional review board that has established procedures for ensuring the privacy of your PHI.  
Military and National Security:  We may disclose to military authorities the medical information of Armed Forces personnel under certain circumstances.  When required by law, we may disclose your PHI for intelligence, counterintelligence, and other national security activities.     
Appointments:  We may contact you to provide appointment reminders or information about treatment alternatives or other health-related benefits and services that may be of interest to you. 
Your Individual Rights 
Access and Copies:  In most cases, you have the right to review or to purchase copies of your PHI by requesting access or copies in writing to our Privacy Officer.  Please contact our Privacy Officer regarding our copying fees.
Disclosure Accounting:  You have the right to receive an accounting of the instances, if any, in which your PHI was disclosed for purposes other than those described in the following sections above:  Use and Disclosures, Patient Access, and Locating Responsible Parties.  For each 12-month period, you have the right to receive one free copy of an accounting certain details surrounding such disclosures that occurred after April 13, 2003.  If you request a disclosure accounting more than once in a 12-month period, we will charge you a reasonable, cost-based fee for each additional request.  Please contact our Privacy Officer regarding these fees. 
Additional Restrictions:  You have the right to request that we place additional restrictions on our use or disclosure of your PHI, but we are not required to honor such a request.  We will be bound by such restrictions only if we agree to do so in writing signed by our Privacy Officer.             
Alternate Communications:  You have the right to request that we communicate with you about your PHI by alternative means or in alternative locations.  We will accommodate any reasonable request if it specifies in writing the alternative means or location and provides a satisfactory explanation of how future payments will be handled.
Amendments to PHI:  You have the right to request that we amend your PHI.  Any such request must be in writing and contain a detailed explanation for the requested amendment.  Under certain circumstances, we may deny your request but will provide you a written explanation of the denial.  You have the right to send us a statement of disagreement to which we may prepare a rebuttal, a copy of which will be provided to you at no cost.  Please contact our Privacy Officer with any further questions about amending your medical record.   
Copy of Notice of Privacy Practices:  Should you obtain a copy of this Notice electronically, you may request a paper copy of this Notice.  Please contact our Privacy Officer and a copy will be made available to you at no cost. 
Our Obligations 
We are required to: 

   
X Maintain the privacy of protected health information; 
X Provide you with this Notice of our legal duties and privacy practices with respect to your health information; 

                             X Abide by the terms of this Notice; 
X Notify you if we are unable to agree to a requested restriction on how your information is used or disclosed; 
X Accommodate reasonable requests you may make to communicate health information by alternative means or at alternative locations; and 

X Obtain your written authorization to use or disclose your health information for reasons other than those listed above and permitted under law. 
Complaints 
If you believe we have violated your privacy rights, you may complain to us or to the Secretary of the U.S. Department of Health and Human Services.  You may file a complaint with us by notifying our Privacy Officer. 
We support your right to protect the privacy of your medical information.  We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services. 
A copy of the Notice of Privacy Practices has been given to me, and by signing below, I acknowledge receipt of said notice and have carefully read and understood my rights pertaining to my medical information and how it may be disclosed. 

______________________________________ 
_______________________________
Parent Signature 
Date 
                ______________________________________           ______________________________

                                       Parent Signature                                                                     Date
Client Information Statement 
The Texas Boards of Examiners of Psychologists, Professional Counselors and Marriage and Family Therapists were established by the legislature to protect the public. In fulfilling their mission, the Boards enacted rules governing the practice of counseling and family therapy.  These rules require that a therapist provide prospective clients with sufficient information about the therapeutic process so that the client can make an informed decision about whether to enter therapy.  At a minimum, the information should inform you of the therapeutic process, fees, confidentiality and the limits of confidentiality. 
Attached to this Information Statement is an Agreement for Services and Confidentiality/Release of Information Agreement.  Together these agreements describe the procedures of psychotherapy in general, and the practice of Theresa Kellam, Ph.D. 
After reading the agreements, please ask about any part of the agreement that you do not understand. 
Your First Appointment: During your first visit, the Intake session, you will discuss your concerns and goals for treatment. This session will help both you and Dr. Kellam decide how you can best be helped.  Services may consist of individual or couples counseling.  It may be appropriate to consider a referral to another professional to better meet your needs. 
Confidentiality: Dr. Kellam and her staff take your privacy very seriously. No information will be released without your written consent unless mandated by law or ordered by a Judge.  Possible exceptions to confidentiality include, but are not limited to, the following situations: abuse or neglect of minors; abuse, neglect, or exploitation of the elderly; abuse of patients in mental health facilities; criminal prosecutions; child custody cases; duty to warn; collection issues; or the filing of a complaint with the licensing board.  If you have any questions regarding confidentiality, you should bring them to the attention of Dr. Kellam. 
Fees for services are due and payable at the time of each session. 

Services are provided on a self-pay basis.  If you are filing insurance, our office will provide you with a receipt after your appointment.  Your insurance is a contract between you, your employer, and your insurance company.  Dr. Kellam is not a party to your insurance contract. 

Services covered vary according to your insurance contract.  It is recommended that you contact your insurance provider so that you are accurately informed about the amount of reimbursement you can expect from your insurance. 

Are you a Medicare or Tricare recipient?      ________Yes 
 _______no 

Legal and Administrative Fees: 
If you become involved in legal proceedings that require Dr. Kellam’s participation, you will be expected to pay for all of Dr. Kellam’s professional time, including preparation and transportation costs, even if Dr. Kellam is called to testify by another party. Because of the complexity of legal involvement, Dr. Kellam charges $500 per hour for preparation and attendance at any legal proceeding, including those Dr. Kellam has been subpoenaed for. Please sign below, acknowledging that you have read the above policy and agree to it. If Dr. Kellam’s testimony, and/or records, are required by a third party, she will attempt to obtain payment from the third party.  However, the ultimate responsibility for payment is yours.

I agree to pay all costs incurred prior to, or at the time of testimony. 

Initial 
Agreement for Services Continued: 
I understand that counseling, as in the context of a therapeutic relationship, does not guarantee that relationships can be rebuilt, that employment can be sustained, that social acceptance will occur, or that presenting symptoms will be eliminated, nor is it a guarantee that symptoms will not worsen. 
I understand that many clients remain “stuck” due to external influences beyond the therapeutic relationship or due to lack of commitment to explore options and try alternatives. I am, as the client, ultimately responsible for change or non-change. 
I understand Dr. Kellam, and any other person, who has an office in the same suite, is practicing as an individual.  The arrangement is an office sharing arrangement only and is not a partnership or similar entity. 
If Dr. Kellam transfers or sells her counseling practice, I consent to the release of my records and all information contained in the records to the person to whom the practice is transferred or sold. 
I understand that Dr. Kellam, may, at some time, be unavailable due to illness, disability or vacation.  At such time, I authorize Dr. Kellam to release information to her substitute or personal representative. 
The term “information” as used in this document means all information contained in written records and information known to Dr. Kellam, which may be communicated verbally.  By signing this document, I also give Dr. Kellam permission to release information regarding my minor children. 
Confidentiality Release 
I understand that it may be beneficial during my therapy to release information to my family members and others.  I, therefore, specifically authorize the release of confidential information to the following: 
(Please include anyone who may come to a session with you in the future) 

 Full Name 
Relationship 
 Phone # 
 

1. ___________________________________________________________________

2. ___________________________________________________________________ 

3. ___________________________________________________________________ 

4. ___________________________________________________________________

5. ___________________________________________________________________
6. ___________________________________________________________________
I understand that I may add others to this list in the future. 
Initial 
Duty to Warn: 
If Dr. Kellam reasonably believes that I am in danger, physically or emotionally to myself or to another person, I specifically consent for Dr. Kellam to warn the person in danger.  In addition, Dr. Kellam may contact the following persons, including my emergency contact, as listed on my patient information sheet, and medical or law enforcement personnel. 

Name:  
 
 
 
 
 
Phone Number: 
_______________________________________________________ 
_______________________________________________________ 
_______________________________________________________ 
I authorize Dr. Kellam to communicate verbally and/or in writing (letters, faxes, and clinical reports) with physicians and other treatment providers listed on my patient information sheet. 
I authorize Dr. Kellam, in the event of an emergency, to communicate with the individuals I have listed as emergency contacts.  This authorization gives Dr. Kellam permission to disclose information relating to the emergent situation only. 
I understand that there are a variety of mental health services available to me in the Dallas/Fort Worth Metroplex, and that it is acceptable for me to ask Dr. Kellam about alternative forms of treatment at any time.  I may also close my case with Dr. Kellam at any time.  If desired, Dr. Kellam will facilitate an appropriate referral. 
I understand that if I experience a life-threatening emergency, I must go to the Emergency Room or call 911.  Emergencies are urgent issues requiring immediate action. 

LIMITS ON CONFIDENTIALITY 

The law protects the privacy of all communications between a patient and a psychologist. In most situations, Dr. Kellam can only release information about your treatment to others if you sign a written Authorization Form that meets certain legal requirements imposed by HIPAA. There are other situations that require only that you provide written, advance consent. Your signature on this Agreement provides consent for those activities, as follows: 

· Dr. Kellam may occasionally find it helpful to consult other health and mental health professionals about a case. During a consultation, she makes every effort to avoid revealing your identity. The other professionals are also legally bound to keep the information confidential. By signing this, I do not object and may not be told about these consultations unless Dr. Kellam feels that it is important to our work together. Dr. Kellam will note all consultations in my Clinical Record (which is called “PHI” in my Notice of Psychologist’s Policies and Practices to Protect the Privacy of Your Health Information).  

·  I am aware that Dr. Kellam practices with other mental health professionals and that she employs administrative staff. In most cases, she needs to share protected information with these individuals for both clinical and administrative purposes, such as scheduling, billing, and quality assurance. All the mental health professionals are bound by the same rules of confidentiality. All staff members have been given training about protecting privacy and have agreed not to release any information outside of the practice without the permission of a professional staff member. 

· Dr. Kellam may employ a scribe to dictate notes who is bound to the same confidentiality. All scribe staff members have been given training about protecting privacy and have agreed not to release any information outside of the practice without the permission of a professional staff member.

· Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this Agreement. 

· If a patient seriously threatens to harm himself/herself, Dr. Kellam may be obligated to seek hospitalization for him/her, or to contact family members or others who can help provide protection.  Texas law provides that a professional may disclose confidential information only to medical or law enforcement personnel if the professional determines that there is a probability of imminent physical injury by the patient to the patient or others, or there is a probability of immediate mental or emotional injury to the patient.  

There are some situations where Dr. Kellam is permitted or required to disclose information without my consent or Authorization:

· When involved in a court proceeding and a request is made for information concerning my diagnosis and treatment. Such information is protected by the psychologist-patient privilege law. Dr. Kellam cannot provide any information without my (or my legal representative’s) written authorization, or a court order.  If I am involved in or contemplating litigation, I should consult with my attorney to determine whether a court would be likely to order Dr. Kellam to disclose information.

· If a government agency is requesting the information for health oversight activities, Dr. Kellam may be required to provide it for them.

· If a patient files a complaint or lawsuit against Dr. Kellam, she may disclose relevant information regarding that patient to defend herself.

· If a patient files a worker’s compensation claim, Dr. Kellam must, upon appropriate request, provide records relating to treatment or hospitalization for which compensation is being sought.   

There are some situations in which Dr. Kellam is legally obligated to take actions which are necessary to attempt to protect others from harm, and she may have to reveal some information about a patient’s treatment. These situations are unusual in her practice. 

· If Dr. Kellam has cause to believe that a child under 18 has been or may be abused or neglected (including physical injury, substantial threat of harm, mental or emotional injury, or any kind of sexual contact or conduct), or that a child is a victim of a sexual offense, or that an elderly or disabled person is in a state of abuse, neglect or exploitation, the law requires that Dr. Kellam makes a report to the appropriate governmental agency, usually the Department of Protective and Regulatory Services.  Once such report is filed, Dr. Kellam may be required to provide additional information.

· If Dr. Kellam determines that there is a probability that the patient will inflict imminent physical injury on another, or that the patient will inflict imminent physical, mental or emotional harm upon him/herself, or others, she may be required to take protective action by disclosing information to medical or law enforcement personnel or by securing hospitalization of the patient.

If such a situation arises, Dr. Kellam will make every effort to fully discuss it with you before taking any action and will limit her disclosure to what is necessary.

While this written summary of exceptions to confidentiality should prove helpful in informing you about potential problems, it is important that we discuss any questions or concerns that you may have now or in the future. The laws governing confidentiality can be quite complex, and Dr. Kellam is not an attorney. In situations where specific advice is required, formal legal advice may be needed.

Violations of the Licensed Professional Counselors Act or the Marriage and Family 
Therapists Act may be reported to the Board of Examiners of Psychologists, 
Professional Counselors, or the Board of Marriage and Family Therapists, 1100 West 49th   Street, Austin, Texas 77856-3183.  Or, call 1-800-942-5540. 

Please carefully read and sign the following: 
I, the undersigned, have thoroughly read and understand the Fees for Services, the 
Late Cancellation (less than a 24-hour notice) No Show Appointment policy, and the 
Legal and Administrative Fees.  I am responsible to pay for the services I receive from Dr. Kellam and for any missed appointments as described in this agreement.  I agree to pay the listed rates.  I understand that the rates can be adjusted upon reasonable notice to me of the rate adjustment.   
I understand that failure to keep this agreement devalues the services provided by Dr. Kellam and compromises the therapeutic relationship.  If I do not meet my commitment to this agreement, no further services will be provided to me.   I have thoroughly read, understood, and agreed to the authorizations that allow Dr. Kellam to contact my emergency contact, my primary care physician, other treating physicians, or providers listed on my patient information sheet, including persons listed under Duty to Warn.  I allow Dr. Kellam to release confidential and clinical information to anyone I have listed in the confidentiality release section of this document.  I understand that I can make changes to this list, at any time. 
I have thoroughly read and understand this Agreement.  I agree with, and I commit to this Agreement for Service, as defined.  I understand that if I have any reservations, I should not sign this Agreement. 
____________________________          __________
Parent Signature  
                                Date 
___________________________             _________

Parent Signature                                     Date
____________________________________    ___________________________________
Print Parents’ Names
_______________________________________________________

Theresa Kellam, Ph.D., H.S.P. 



      Date
TEXAS NOTICE FORM
Notice of Psychologists’ Policies and Practices to Protect the 
Privacy of Your Health Information
THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations

I may use or disclose your protected health information (PHI), for treatment, payment and health care operations purposes with your consent. To help clarify these terms, here are some definitions: 


•
“PHI” refers to information in your health record that could identify you.


•
“Treatment, Payment and Health Care Operations”



 – Treatment is when I provide, coordinate, or manage your health care and other services related to your health care. An example of treatment would be when I consult with another health care provider, such as your family physician or another psychologist.



 - Payment is when I obtain reimbursement for your healthcare. Examples of payment are when I disclose your PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or coverage. 



- Health Care Operations are activities that relate to the performance and operation of my practice. Examples of health care operations are quality assessment and improvement activities, business-related matters such as audits and administrative services, and case management and care coordination.


•
“Use” applies only to activities within my [office, clinic, practice group, etc.] such as sharing, employing, applying, utilizing, examining, and analyzing information that identifies you.


•
“Disclosure” applies to activities outside of my [office, clinic, practice group, etc.], such as releasing, transferring, or providing access to information about you to other parties.

II. Uses and Disclosures Requiring Authorization

I may use or disclose PHI for purposes outside of treatment, payment, and health care operations when your appropriate authorization is obtained. An “authorization” is written permission above and beyond the general consent that permits only specific disclosures. In those instances when I am asked for information for purposes outside of treatment, payment and health care operations, I will obtain an authorization from you before releasing this information. I will also need to obtain an authorization before releasing your psychotherapy notes. “Psychotherapy notes” are notes I have made about our conversation during a private, group, joint, or family counseling session, which I have kept separate from the rest of your medical record. These notes are given more protection than PHI.

You may revoke all such authorizations (of PHI or psychotherapy notes) at any time, provided each revocation is in writing. You may not revoke an authorization to the extent that (1) I have relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, and the law provides the insurer the right to contest the claim under the policy.

III. Uses and Disclosures with Neither Consent nor Authorization

I may use or disclose PHI without your consent or authorization in the following circumstances:

· Child Abuse: If I have cause to believe that a child has been, or may be, abused, neglected, or sexually abused, I must make a report of such within 48 hours to the Texas Department of Protective and Regulatory Services, the Texas Youth Commission, or to any local or state law enforcement agency.

· Adult and Domestic Abuse: If I have cause to believe that an elderly or disabled person is in a state of abuse, neglect, or exploitation, I must immediately report such to the Department of Protective and Regulatory Services.

· Health Oversight: If a complaint is filed against me with the State Board of Examiners of Psychologists, they have the authority to subpoena confidential mental health information from me relevant to that complaint.

· Judicial or Administrative Proceedings: If you are involved in a court proceeding and a request is made for information about your diagnosis and treatment and the records thereof, such information is privileged under state law, and I will not release information, without written authorization from you or your personal or legally appointed representative, or a court order. The privilege does not apply when you are being evaluated for a third party or where the evaluation is court ordered. You will be informed in advance if this is the case.

· Serious Threat to Health or Safety: If I determine that there is a probability of imminent physical injury by you to yourself or others, or there is a probability of immediate mental or emotional injury to you, I may disclose relevant confidential mental health information to medical or law enforcement personnel.

· Worker’s Compensation: If you file a worker's compensation claim, I may disclose records relating to your diagnosis and treatment to your employer’s insurance carrier.

IV. Patient's Rights and Psychologist's Duties 
Patient’s Rights:


•
Right to Request Restrictions –You have the right to request restrictions on certain uses and disclosures of protected health information about you. However, I am not required to agree to a restriction you request.


•
Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You have the right to request and receive confidential communications of PHI by alternative means and at alternative locations. (For example, you may not want a family member to know that you are seeing me. Upon your request, I will send your bills to another address.)


•
Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI and psychotherapy notes in my mental health and billing records used to make decisions about you for as long as the PHI is maintained in the record. I may deny your access to PHI under certain circumstances, but in some cases, you may have this decision reviewed. On your request, I will discuss with you the details of the request and denial process.


•
Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained in the record. I may deny your request. On your request, I will discuss with you the details of the amendment process.


•
Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI for which you have neither provided consent nor authorization (as described in Section III of this Notice). On your request, I will discuss with you the details of the accounting process.


•
Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me upon request, even if you have agreed to receive the notice electronically.

Psychologist’s Duties:


•
I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and privacy practices with respect to PHI.


•
I reserve the right to change the privacy policies and practices described in this notice. Unless I notify you of such changes, however, I am required to abide by the terms currently in effect.


•
If I revise my policies and procedures, I will notify you in person or by mail and post changes on the website www.dgapractice.com.

V. Complaints


If you are concerned that I have violated your privacy rights, or you disagree with a decision I made about access to your records, you may contact me at the above phone or address.


You may also send a written complaint to the Secretary of the U.S. Department of Health and Human Services. The person listed above can provide you with the appropriate address upon request.

VI. Effective Date, Restrictions and Changes to Privacy Policy 

I reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI that I maintain. I will provide you with a revised notice by in person or by mail and posting on the website.
Luma Psychology

T h e r e s a   K e l l a m,  P h.D., H.S.P.
L I C E N S E D   P S Y C H O L O G I S T
[image: image1.png]



2201 Dottie Lynn Parkway, Suite 127
Fort Worth, Texas 76120
817-313-7899
drkellam@well.com
Child or Children’s Developmental History Record 

A. Identifications
 Child's name: ______________________________________ Birthdate:  ________ Age: ___________

 Child's name: ______________________________________ Birthdate:  ________ Age: ___________

 Child's name: ______________________________________ Birthdate:  ________ Age: ___________

 Child's name: ______________________________________ Birthdate:  ________ Age: ___________

 Child's name: ______________________________________ Birthdate:  ________ Age: ___________

Person(s) completing this form: _________________________________ Today's date: ______________

2. Mother's name: ___________________________ Birthdate: ___________ Home phone: ___________

Address: ______________________________________________________Cell ___________________

 Currently employed:     No     Yes, as: _________________________ Work phone: __________________

email__________________________________Social Security Number_____________________________

3. Father's name: ___________________________ Birthdate: ____________ Home phone: __________

Address: ________________________________________________________Cell: _________________
Currently employed:     No     Yes, as: ______________________________ Work phone: _____________

email__________________________________Social Security Number____________________________

4. Parents are currently    Married    Divorced    Remarried    Never married    Other: ________________

Child's custodian/guardian is: _____________________________________________________________

5. Stepparent's name: ___________________________ Birthdate_________ Home phone: ___________
Address: _____________________________________________________________________________

Currently employed:    No    Yes, as: _______________________ Work phone: ____________________

B. Development  
Please fill in any information you have on the areas listed below. 

1. Pregnancy and Delivery 

Prenatal medical illnesses and health care: __________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Were any of the children premature? ____________________________________________

Name ______________Weight and height at birth: ____________   ______________

Name ______________Weight and height at birth: ____________   ______________

Name ______________Weight and height at birth: ____________   ______________

Name ______________Weight and height at birth: ____________   ______________

Name ______________Weight and height at birth: ____________   ______________

Any birth complications or problems 

       for any of the children? _______________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

2. The First Few Months of Life 

Breast-fed? __________ If so, for how long? __________

Any allergies? _________________________________________________________________________

Child Developmental History Record 

Sleep patterns or problems: ______________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Personalities of each child: 

____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

3. Milestones:  List only those which were achieved later or earlier than expected
Sat without support: _______________________________________ Crawled: _____________________

Walked without holding on: ________________________ Helped when being dressed: ______________

Ate with a fork: __________________________________ Stayed dry all day: _______________________

Didn't soil his/her pants: ________________________________ Stayed dry all night: ________________

Dressed self completely: __________________________________

4. Speech/Language Development 
Age when child said first word understandable to strangers: ________________

Age when child said first sentence understandable to a stranger: _________________

Any speech, hearing, or language difficulties? ________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

C. Health
List all childhood illnesses, hospitalizations, medications, allergies, head trauma, important accidents and injuries, surgeries, periods of loss of consciousness, convulsions/seizures, and other medical conditions. 

                 Condition                             Age                            Treated by whom?                     Consequences?

____________________________   _____   _________________________________   _________________

____________________________   _____   _________________________________   _________________

____________________________   _____   _________________________________   _________________

____________________________   _____   _________________________________   _________________

____________________________   _____   _________________________________   _________________

____________________________   _____   _________________________________   _________________

____________________________   _____   _________________________________   _________________

Please list all current medication:

Name:




Dose:

_______________________

_______

_______________________

_______

_______________________

_______

_______________________

_______

Child Developmental History Record 

D. Residences
1. Homes 

       Dates

From             to             Location                         Reason for moving          with whom           Any problems?

_______   _______   ____________________   _________________   _____________   _____________

_______   _______   ____________________   _________________   _____________   _____________

_______   _______   ____________________   _________________   _____________   _____________

_______   _______   ____________________   _________________   _____________   _____________

_______   _______   ____________________   _________________   _____________   _____________

2. Residential placements, institutional placements, or foster care 

Dates

From             to       Program name or location            Reason for placement                     Problems?

_______   _______   ______________________   _______________________   ____________________

_______   _______   ______________________   _______________________   ____________________

_______   _______   ______________________   _______________________   ____________________

_______   _______   ______________________   _______________________   ____________________

_______   _______   ______________________   _______________________   ____________________

E. Schools
            School (Name, district, address, phone)                 Grade             Age                    Teacher

____________________________________________   _________   _________   __________________

____________________________________________   _________   _________   __________________

____________________________________________   _________   _________   __________________

____________________________________________   _________   _________   __________________

____________________________________________   _________   _________   __________________
May I call and discuss your child with the current teacher?     Yes     No 
F. Special skills or talents of child

List hobbies, sports, recreational activities, interests, TV, toy preferences; etc.: ____________________________________________________________________________________
_____________________________________________________________________________________

G. Other
Is there anything else I should know that doesn't appear on this or other forms that is or might be important? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Luma Psychology
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2201 Dottie Lynn Parkway, Suite 127
Fort Worth, Texas 76120
817-313-7899
drkellam@well.com
Child Checklist of Characteristics: If you are filling this out for more than one child, just use each child’s initial for each characteristic you feel is associated with that child.
Name: ____________________________________________________ Date: _________________________

Age: ____________ Person completing this form: ________________________________________________

Many concerns can apply to both children and adults. If you have brought a child for evaluation or treatment, first, please mark all the items that apply to your child on the "Adult Checklist of Concerns." Then review this checklist, which contains concerns (as well as positive traits) that apply mostly to children and mark any items that describe your child. Feel free to add any others at the end under "Any other characteristics." 

    Affectionate 

    Argues, "talks back," smart-alecky, defiant 

    Bullies/intimidates, teases, inflicts pain on others, is bossy to others, picks on, provokes 

    Cheats 

    Cruel to animals 

    Concern for others 

    Conflicts with parents over persistent rule breaking, money, chores, homework, grades, choices in

    music/clothes/hair/friends 

    Complains 

    Cries easily, feelings are easily hurt 

    Dawdles, procrastinates, wastes time 

    Difficulties with parent's paramour/new marriage/new family 

    Dependent, immature 

    Developmental delays 

    Disrupts family activities 

    Disobedient, uncooperative, refuses, noncompliant, doesn't follow rules 

    Distractible, inattentive, poor concentration, daydreams, slow to respond 

    Dropping out of school 

    Drug or alcohol use 

    Eating—poor manners, refuses, appetite increase or decrease, odd combinations, overeats 

    Exercise problems 

    Extracurricular activities interfere with academics 

    Failure in school 

    Fearful 

    Fighting, hitting, violent, aggressive, hostile, threatens, destructive 

    Fire setting 

    Friendly, outgoing, social 

    Hypochondriac, always complains of feeling sick 

    Immature, "clowns around," has only younger playmates 

    Imaginary playmates, fantasy 

    Independent 

    Interrupts, talks out, yells 

    Lacks organization, unprepared 

    Lacks respect for authority, insults, dares, provokes, manipulates 

(cont.)

FORM 29. Child checklist of characteristics (p. 1 of 2).  From the Paper Office, pp. 226– 227. Copyright 1997 by Edward L. Zuckerman. Permission to photocopy this form is granted to purchasers of The Paper Office for personal use only (see copyright page for details).
Child Checklist of Characteristics (p. 2 of 2)

    Learning disability 

    Legal difficulties—truancy, loitering, panhandling, drinking, vandalism, stealing, fighting, drug sales 

    Likes to be alone, withdraws, isolates 

    Lying 

    Low frustration tolerance, irritability 

    Mental retardation 

    Moody 

    Mute, refuses to speak 

    Nail biting 

    Nervous 

    Nightmares 

    Need for high degree of supervision at home over play/chores/schedule 

    Obedient 

    Obesity 

    Overactive, restless, hyperactive, overactive, out-of-seat behaviors, restlessness, fidgety, noisiness 

    Oppositional, resists, refuses, does not comply, negativism 

    Prejudiced, bigoted, insulting, name calling, intolerant 

    Pouts 

    Recent move, new school, loss of friends 

    Relationships with brothers/sisters or friends/peers are poor—competition, fights, teasing/provoking, assaults 

    Responsible 

    Rocking or other repetitive movements 

    Runs away 

    Sad, unhappy 

    Self-harming behaviors—biting or hitting self, head banging, scratching self 

    Speech difficulties 

    Sexual—sexual preoccupation, public masturbation, inappropriate sexual behaviors 

    Shy, timid 

    Stubborn 

    Suicide talk or attempt 
__If YES, when? _________________________

    Swearing, blasphemes, bathroom language, foul language 

    Temper tantrums, rages 

    Thumb sucking, finger sucking, hair chewing 

    Tics—involuntary rapid movements, noises, or word productions 

    Teased, picked on, victimized, bullied 

    Truant, school avoiding 

    Underactive, slow-moving or slow-responding, lethargic 

    Uncoordinated, accident-prone 

    Wetting or soiling the bed or clothes 

    Work problems, employment, workaholism/overworking, can't keep a job 

Any other characteristics: 

___________________________________________________________________________________

Please look back over the concerns you have checked off and choose the one that you most want your child to be helped with.  Which is it?  _________________________________________________________________

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law. 
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2201 Dottie Lynn Parkway, Suite 127
Fort Worth, Texas 76120
817-313-7899
drkellam@well.com
Parent Checklist of Concerns

Name: ________________________________________________________ Date: _____________________

Please mark all the items below that apply, and feel free to add any others at the bottom under "Any other concerns or issues." You may add a note or details in the space next to the concerns checked. (For a child, mark any of these and then complete the "Child Checklist of Characteristics.") 

PARENTS, THIS CHECKLIST IS FOR YOUR ISSUES.  
PLEASE MARK ‘M’ FOR MOM’S ISSUES AND ‘D’ FOR DAD’S ISSUES.

    Abuse—physical, sexual, emotional, neglect (of children or elderly), cruelty to animals 

    Aggression, violence 

    Alcohol use 

    Anger, hostility, arguing, irritability 

    Anxiety, nervousness 

    Attention, concentration, distractibility 

    Career concerns, goals, and choices 

    Childhood issues (your own childhood) 

    Children, child management, childcare, parenting 

    Codependence 

    Confusion 

    Compulsions 

    Custody of children 

    Decision making, indecision, mixed feelings, putting off decisions 

    Delusions (false ideas) 

    Dependence 

    Depression, low mood, sadness, crying 

    Divorce, separation 

    Drug use—prescription medications, over-the-counter medications, street drugs 

    Eating problems—overeating, undereating, appetite, vomiting (see also "Weight and diet issues") 

    Emptiness 

    Failure 

    Fatigue, tiredness, low energy 

    Fears, phobias 

    Financial or money troubles, debt, impulsive spending, low income 

    Friendships 

    Gambling 

    Grieving, mourning, deaths, losses, divorce 

    Guilt 

    Headaches, other kinds of pains 

(cont.)
FORM 28. Parent Checklist of concerns (p. 1 of 2).  From The Paper Office, pp. 224– 225. Copyright 1997 by Edward L. Zuckerman. Permission to photocopy this form is granted to purchasers of The Paper Office for personal use only (see copyright page for details)

Parent Checklist of Concerns (p. 2 of 2)

    Health, illness, medical concerns, physical problems 

    Inferiority feelings 

    Interpersonal conflicts 

    Impulsiveness, loss of control, outbursts 

    Irresponsibility 

    Judgment problems, risk taking 

    Legal matters, charges, suits 

    Loneliness 

    Marital conflict, distance/coldness, infidelity/affairs, remarriage 

    Memory problems 

    Menstrual problems, PMS, menopause 

    Mood swings 

    Motivation, laziness 

    Nervousness, tension 

    Obsessions, compulsions (thoughts or actions that repeat themselves) 

    Oversensitivity to rejection 

    Panic or anxiety attacks 

    Perfectionism 

    Pessimism 

    Procrastination, work inhibitions, laziness 

    Relationship problems 

    School problems (see also "Career concerns . . .") 

    Self-centeredness 

    Self-esteem 

    Self-neglect, poor self-care 

    Sexual issues, dysfunctions, conflicts, desire differences, other (see also "Abuse") 

    Shyness, oversensitivity to criticism 

    Sleep problems—too much, too little, insomnia, nightmares 

    Smoking and tobacco use 

    Stress, relaxation, stress management, stress disorders, tension 

    Suspiciousness 

    Suicidal thoughts
__If YES, have you ever attempted suicide, and if so, when? __________________

    Temper problems, self-control, low frustration tolerance 

          Thought disorganization and confusion 

    Threats, violence 

    Weight and diet issues 

    Withdrawal, isolating 

    Work problems, employment, workaholism/overworking, can't keep a job 

Any other concerns or issues: 

 ___________________________________________________________________________________

___________________________________________________________________________________

Please look back over the concerns you have checked off and choose the one that you most want help with. It is: _____________________________________________________________________________________

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.
Luma Psychology
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2201 Dottie Lynn Parkway, Suite 127
Fort Worth, Texas 76120
817-313-7899
drkellam@well.com
Consent to Treatment 

     I acknowledge that I have received, have read (or have had read to me), and understand the "Information for Clients" brochure and/or other information about the therapy I am considering. I have had all my questions answered fully. 

     I do hereby seek and consent to take part in the treatment by the licensed psychologist named below. I understand that developing a treatment plan with this licensed psychologist and regularly reviewing our work toward meeting the treatment goals are in my best interest. I agree to play an active role in this process. 

     I understand that no promises have been made to me as to the results of treatment or of any procedures provided by this licensed psychologist. 

     I am aware that I may stop my treatment with this licensed psychologist at any time. The only thing I will still be responsible for is paying for the services I have already received. I understand that I may lose other services or may have to deal with other problems if I stop treatment. (For example, if my treatment has been court-ordered, I will have to answer to the court.) 

     I know that I must call to cancel an appointment at least 24 hours before the time of the appointment. If I do not cancel or do not show up, I will be charged for that appointment. 

     I am aware that this licensed psychologist accepts third-party payments. I understand that if payment for the services I receive here is not made, the licensed psychologist may stop my treatment. 

     My signature below shows that I understand and agree with all these statements.
______________________________________________________    
__________________

 Signature of client’s parent





Date 

______________________________________________________    


 Printed name                                                       

_____________________________________________________
__________________

 Signature of client’s parent 





Date 

______________________________________________________    

 Printed name                                                                                                                                                                                        

     I, Theresa Kellam, have discussed the issues above with the client (and/or his or her parent, guardian, or other representative). My observations of this person's behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent. 

______________________________________________________         __________________
Theresa Kellam, Ph.D.                                                            
             Date 

Licensed Psychologist
This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.
FORM 12. Form for generic consent to treatment of an adult.  From The Paper Office, p. 174. Copyright 1997 by Edward L. Zuckerman. Permission to photocopy this form is granted to purchasers of The Paper Office for personal use only (see copyright page for details).
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