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CONTACT INFORMATION 

CLIENT NAME: DOB: Gender: 

Client Address: 
 

 

Email: 

H Phone: C Phone: 

OK to leave message:  ❑ Yes   ❑ No   OK to leave message:   ❑ Yes   ❑ No   
 

REFERRAL 

Referred by: OK to contact:   ❑ Yes   ❑ No   

Phone: Email:  
 

REASON FOR SEEKING SERVICES 

 

 

 

 

 

 

 

 

INSURANCE (Complete if using insurance.) 

Insurance: Insurance #: 

Insured if not client: DOB of Insured if not client: 

Insurance Phone:  
 

FEE FOR SERVICE (Complete if not using insurance) 

Standard therapist fee: Fee Adjustment if necessary: 

Rational for adjustment: 
 

APPOINTMENT CONFIRMED 

❑ Yes   ❑ No   Date of 1st Appointment:  
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Insurance  
Information and Authorization to Bill Insurance Company 

 
Client Name:  DOB: Gender:       

Client Address: ________________________________, __________________________, ______   ____________ 
Street address                                                      City                             State         Zip code 

Cell Phone: Home Phone: Relationship to ensured: 

Policy Holder Name (if different than client):  DOB:     

Policy Holder Address:  
___________________________________________   _________________________, ______   _____________ 

Street Address                                                                               City                                    State               Zip Code 

Cell Phone: Home Phone:  Work Phone: 

Primary Insurance Company:  

Policy #:             Behavioral Health Phone #: 

Deductible: $ Deductible met: $  Co-pay: $ Authorization needed after session #: 

Address for primary insurance company for filing claims by mail:  
___________________________________________   _________________________, _______   ____________ 
                                      Street Address                                                                              City                                   State             Zip Code 

Secondary Insurance Company:  

Policy #:              Co-pay: $  

Address of secondary insurance company for filing claims by mail:  
__________________________, ______________, _____  _____ 

Street Address                                      City                     State       Zip 

Behavioral Health Phone #: 
 
 

Name of person responsible for payment if not client:  

Address: ____________________________________    ___________________________, ______  ___________ 
   Street Address                                                                        City                                           State           Zip Code 

Phone: Email: 

Is treatment related to an auto accident?   
 Yes    No  

Is treatment related to a work accident?  
 Yes    No 

 
Please read and initial: 
____ I hereby acknowledge that I give Eileen Siciliano, LCSW, permission to bill my insurance company.  I understand that I am responsible for 
payment should my insurance company declare that my treatment is not medically necessary, refuses to authorize treatment and/or is not covered 
under your policy.  
 

____ If my insurance is a company which Eileen Siciliano does not accept, I agree to pay Eileen Siciliano, directly for each session. Upon 
request, Eileen Siciliano, LCSW, will write a receipt for you, the client, to submit to your insurance company for reimbursement. 
 

____ If I do not use my current insurance now but choose to use it in the future, I will not ask Eileen Siciliano, LCSW, to submit for sessions 
already received.   
 

____ I understand that if I have any questions regarding the use of my insurance, I can contact Eileen Siciliano LCSW, at 516-746-2972 or at  
 

Person responsible for payment if not client: 

Phone:  Email: 

Relationship to client:  
 
___________________________________________________________        _____________ 

Signature of Client                                                                         Date 
 
___________________________________________________________        __________________________ ___________ 
If a minor, Signature of Parent, Guardian or Personal Representative               Relationship to minor              Date 



Eileen Siciliano, LCSW 
NY License # 053336 

42 Ogden Avenue, East Williston NY 11596 
516-746-2972; eslcsw@yahoo.com  

 
 

Client Rights and Responsibilities 

I am strongly committed to respecting the basic human rights, worth and dignity of each person receiving services. 
In addition, you have the legal rights which are guaranteed by the constitution and state and federal laws and 
regulations. You also have responsibilities regarding your treatment. These rights and responsibilities are: 
 

The Right of Confidentiality 
The right of confidentiality of all records and communications, as provided by Federal law with a few exceptions:  
o If I suspect child or elder abuse is suspected. 
o If I suspect you may harm yourself or someone else. 
o If I receive a court order. 
o If you enter into litigation against me. 
o If you have an outstanding bill, I can use a collection agency. 
o If the client is a minor, I may discuss aspects of the client’s care with the client’s parents or legal guardians. 
o If I seek consultation with another professional about your case.  
 

The Right to Treatment 
o The right to have all reasonable requests responded to promptly and adequately.  
o The right to ask for and obtain a copy of all rules and policies which apply to clients.  
o The right and responsibility to choose a therapist and mode of treatment that meets your needs.  

The modalities I use include but are not limited to: Internal Family Systems, CBT, Mindfulness, EMDR, Behavior 
Modification. 

o The right to ask questions about my training, therapeutic approach, and progress of treatment.  
o The right to be informed, when treatment begins, of expected results and/or side effects of treatment. 
o The right to refuse treatment, unless court ordered. 
o The right to life-saving treatment. 
o The right to refuse to be a research subject.  
o The right to adequate care or to be referred to another provider. 
o The right to request the name and specialty of any person responsible for care or coordination of care. 
o The right to revoke your authorization, in writing, to release or discuss your medical record except when action 

has already been taken. 
 

The Right of Informed Consent 
o The right of confidentiality of all records and communications, as provided by Federal law with a few 

exceptions: If child or elder abuse is suspected; if I suspect you may harm yourself or someone else, if I receive 
a court order; if you enter into litigation against me; if you have an outstanding bill, I can employ a collection 
agency.    

o The right and responsibility to participate in developing a treatment plan with your therapist. 
o The right to receive and read a copy of your medical record, as long as doing so causes no harm. 
o The right to maintain HIV status as confidential unless you provide written consent. 
o The right to receive an itemized bill, including third party reimbursement paid toward the bill. 
 

The Right of Protection from Mistreatment 
o The right to be treated in a manner which is ethical and free from abuse, discrimination and/or exploitation, 

meaning no romantic or sexual relationship, and your story will not be turned into a movie, book or TV show. 
o The right to know that the therapeutic relationship will not be leveraged in an inappropriate manner or develop 

into a dual relationship.   
o The right to be treated with respect no matter your culture, gender, sexual orientation, sexual preference, 

ability, and religion. 
 
 

 



The Right to File a Complaint 
If you are concerned about your clinical care and client rights, please speak with me in session or contact me in 
writing. You may also file a complaint with your State department of health and my licensing board. 
 

New York State Department of Professions:  518- 474-3817 
 

 
 

Client Responsibilities 
o To keep your schedule appointments and let me know if you cannot keep it by giving 24 hours of notice. 
o To be as honest and as open as possible. 
o To think through any insights or concerns you are addressing between sessions.  
o To follow through on treatment recommendations and complete any homework agreed upon during session. 
o To have a termination session rather than not keeping your last appointment.  
o To call 911 or go to your nearest emergency department if you feel you are in danger of harming yourself and 

then to inform me. 
 
 
If you have any questions or concerns about your rights and responsibilities, I invite you to please bring them up in 
session. 

 

Signing this document acknowledges that I have read and understand my rights as a client and have received a 
copy of them.  I have also had the opportunity to ask questions. 

 

___________________________________     _____________________________                   
Client printed name     Date 
 
___________________________________     
Client signature   
 
 
 
___________________________________     _____________________________                   
Psychotherapist printed name    Date 
___________________________________     
Psychotherapist signature  
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Eileen Siciliano, LCSW 
NY License# 053336 

42 Ogden Avenue, East Williston, NY 11596 
516-746-2972; eslcw@yahoo.com  

 
 

Notice of Privacy Practices 
HIPIAA 

 
 

Your Information. Your Rights. Our Responsibilities. 

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. 

Your Rights 
You have the right to:  

• Get a copy of your paper or electronic medical record 
• Correct your paper or electronic medical record 
• Request confidential communication 
• Ask us to limit the information we share 
• Get a list of those with whom we’ve shared your information 
• Get a copy of this privacy notice 
• Choose someone to act for you 
• File a complaint if you believe your privacy rights have been violated 

 
Our Uses and Disclosures 
We may use and share your information as we:  

• Treat you 
• Run our organization 
• Bill for your services 
• Help with public health and safety issues 
• Comply with the law 
• Respond to organ and tissue donation requests 
• Address workers’ compensation, law enforcement, and other government requests 
• Respond to lawsuits and legal actions 

 
 
Your Rights 
When it comes to your health information, you have certain rights.  
This section explains your rights and some of our responsibilities to help you. 
Get an electronic or paper copy of your medical record  

• You can ask to see or get an electronic or paper copy of your medical record and other health information we have about you. 
Ask us how to do this.  

• We will provide a copy or a summary of your health information, usually within 30 days of your request. We may charge a 
reasonable, cost-based fee. 

Ask us to correct your medical record 
• You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do this. 
• We may say “no” to your request, but we’ll tell you why in writing within 60 days. 

Request confidential communications 
• You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different address.  
• We will say “yes” to all reasonable requests. 

Ask us to limit what we use or share 
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You can ask us not to use or share certain health information for treatment, payment, or our operations. We are not required to 
agree to your request, and we may say “no” if it would affect your care. 

• If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for the purpose of 
payment or our operations with your health insurer. We will say “yes” unless a law requires us to share that information. 

Get a list of those with whom we’ve shared information 
• You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date you ask, who 

we shared it with, and why. 
• We will include all the disclosures except for those about treatment, payment, and health care operations, and certain other 

disclosures (such as any you asked us to make). We’ll provide one accounting a year for free but will charge a reasonable, cost-
based fee if you ask for another one within 12 months. 

Get a copy of this privacy notice 
You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will provide you 
with a paper copy promptly. 
Choose someone to act for you 

• If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your rights 
and make choices about your health information. 

• We will make sure the person has this authority and can act for you before we take any action. 
File a complaint if you feel your rights are violated 

• You can complain if you feel we have violated your rights by contacting us using the information on page 1. 
• You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to 200 

Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/. 

• We will not retaliate against you for filing a complaint. 
 
Your Choices 
For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we share your 
information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your instructions. 
In these cases, you have both the right and choice to tell us to: 

• Share information with your family, close friends, or others involved in your care 
• Share information in a disaster relief situation 
• Include your information in a hospital directory 
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your information if we 
believe it is in your best interest. We may also share your information when needed to lessen a serious and imminent threat to health 
or safety. 

In these cases, we never share your information unless you give us written permission: 
• Marketing purposes 
• Sale of your information 
• Most sharing of psychotherapy notes 

 
Our Uses and Disclosures 
 
How do we typically use or share your health information?  
We typically use or share your health information in the following ways. 
Treat you 

We can use your health information and share it with other professionals who are treating you. 
Example: A doctor treating you for an injury asks another doctor about your overall health condition. 
 

Run our organization 
We can use and share your health information to run our practice, improve your care, and contact you when necessary. 
Example: We use health information about you to manage your treatment and services.  
 

Bill for your services 
We can use and share your health information to bill and get payment from health plans or other entities.  
 
Example: We give information about you to your health insurance plan so it will pay for your services.  

 
How else can we use or share your health information?  
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We are allowed or required to share your information in other ways – usually in ways that contribute to the public good, such as public 
health and research. We have to meet many conditions in the law before we can share your information for these purposes. For more 
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. 
 
Help with public health and safety issues 

We can share health information about you for certain situations such as:  
• Preventing disease 
• Helping with product recalls 
• Reporting adverse reactions to medications 
• Reporting suspected abuse, neglect, or domestic violence 
• Preventing or reducing a serious threat to anyone’s health or safety 

Do research 
We can use or share your information for health research. 

Comply with the law 
We will share information about you if state or federal laws require it, including with the Department of Health and Human Services if 
it wants to see that we’re complying with federal privacy law. 

Respond to organ and tissue donation requests 
We can share health information about you with organ procurement organizations. 

Work with a medical examiner or funeral director 
We can share health information with a coroner, medical examiner, or funeral director when an individual dies. 

Address workers’ compensation, law enforcement, and other government requests 
We can use or share health information about you: 
• For workers’ compensation claims 
• For law enforcement purposes or with a law enforcement official 
• With health oversight agencies for activities authorized by law 
• For special government functions such as military, national security, and presidential protective services 

Respond to lawsuits and legal actions 
We can share health information about you in response to a court or administrative order, or in response to a subpoena. 
 

Our Responsibilities 
• We are required by law to maintain the privacy and security of your protected health information.  
• We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information. 
• We must follow the duties and privacy practices described in this notice and give you a copy of it.  
• We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we can, 

you may change your mind at any time. Let us know in writing if you change your mind.  
 
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html. 
 
Changes to the Terms of this Notice 
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be available 
upon request, in our office, and on our web site. 
 

Other Instructions for Notice 
• Insert Effective Date of this Notice: _________________________________ 
• Name of Privacy Official: Eileen Siciliano, 42 Ogden Avenue, East Williston, NY 11596; eslcsw@yahoo.com.  
• We never market or sell personal information. 
• We will never share any substance abuse treatment records without your written permission.  
• This information also applies to Billing Solutions.   



Notice of Privacy Practices (HIPAA) Acknowledgment 
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Name: _____________________________     Date of Birth: ________________ 

 
I, _________________________________ have received a copy of Notice of Privacy Practices.   
    Name of client or personal representative 

 
__________________________________________   __________________ 
Client signature       Date 
 
Or 
 
__________________________________________   __________________ 
Signature of client’s personal representative    Date 
 
 
If signed by a personal representative, state your relationship to patient and/or reason and legal 
authority for signing below. 
Client is:        minor       incompetent      disabled      deceased  
Legal authority is:   parent      legal guardian      next of kin of deceased 
 
 

This Notice of Privacy Practices was given by: 
 face to face meeting       mail        email      other  
 
 

Reason Individual or Personal Representative did not sign this form: 
 Individual or Personal Representative chose not to sign      
 Individual or Personal Representative did not respond after more than one attempt      
 Email receipt verification 
 Other _____________________________________________________________________________    
 
 

Good Faith Efforts: The following good faith efforts were made to obtain the individual or Personal 
Representative’s, if applicable, signature. Please document with detail dates/s, time/s, individual/s spoken 
to and outcome of attempts, the efforts that were made to obtain the signature.  More than one attempt 
must have been made. 
 Face to face presentation/s ____________________________________________________________      

 Telephone contact/s _________________________________________________________________ 

 Mailing/s _________________________________________________________________________ 

 Email ____________________________________________________________________________    

 Other _____________________________________________________________________________    

 
Staff or Clinician Signature: _________________________________         Title: _________________ 

 
Print Name: ______________________________________________         Date: _________________ 
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Tele-mental Health Informed Consent 
 
 

 
I, (name of client) hereby consent to participate in tele-mental 
health with  Eileen Siciliano, LCSW (name of provider) as part of my psychotherapy. I understand 

that tele-mental health is the practice of delivering clinical health care services via technology assisted 
media or other electronic means between a practitioner and a client who are located in two different 
locations. 

 
I understand the following with respect to tele-health: 

 
1) I understand that I have the right to withdraw consent at any time without affecting 

my right to future care, services, or program benefits to which I would otherwise be entitled. 
 

2) I understand that there will be no recording of any of the online sessions by either 
party. All information disclosed within sessions and written records pertaining to 
those sessions are confidential and may not be disclosed to anyone without written 
authorization, except where the disclosure is permitted and/or required by law. 

 
3) I understand that the privacy laws that protect the confidentiality of my protected 

health information (PHI) also apply to tele-mental health unless an exception to confidentiality 
applies (i.e. mandatory reporting of child, elder, or vulnerable adult 
abuse; danger to self or others; I raise mental/emotional health as an issue in a legal 
proceeding). 

 
4) I understand that if I am having suicidal or homicidal thoughts, actively experiencing psychotic 

symptoms or experiencing a mental health crisis that cannot be resolved remotely, it may be 
determined that tele-mental health services are not appropriate 
and a higher level of care is required. 

 
5) I understand that I am responsible for: a) providing the necessary computer, 

telecommunications equipment and internet access for my teletherapy sessions, b) ensuring 
security on my computer, and c) arranging a location with sufficient lighting and privacy that is 
free from distractions or intrusions for my teletherapy session. 

 
6) I understand that during a tele-mental health session, we could encounter technical difficulties 

resulting in service interruptions. If this occurs, end and restart the session. 
If we are unable to reconnect within ten minutes, please call me at  5167462972  
to discuss since we may have to re-schedule. 

 
7) I understand that my therapist may need to contact my emergency contact and/or appropriate 

authorities in case of an emergency. 
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Emergency Protocols 
 
 

I need to know your location in case of an emergency. You agree to inform me of the address where you 
are at the beginning of each session. I also need a contact person who I may contact on your behalf in a 
life-threatening emergency only. This person will only be contacted to go to your location or take you to 
the hospital in the event of an emergency. 

 
In case of an emergency, my location is:   

 

 
   

 
 
 
 
 
 

I have read the information provided above and discussed it with my therapist. I understand the 
information contained in this form and all of my questions have been answered to my satisfaction. 

 
 

Signature of client/parent/legal guardian Date 
 
 

Signature of therapist Date 
 
 

The information is provided as a service to members and the social work community for educational and 
information purposes only and does not constitute legal advice. We provide timely information, but we 
make no claims, promises or guarantees about the accuracy, completeness, or adequacy of the 
information contained in or linked to this Web site and its associated sites. Transmission of the 
information is not intended to create, and receipt does not constitute, a lawyer-client relationship 
between NASW, LDF, or the author(s) and you. NASW members and online readers should not act based 
on the information provided in the LDF Web site. Laws and court interpretations change frequently. Legal 
advice must be tailored to the specific facts and circumstances of a particular case. Nothing reported 
herein should be used as a substitute for the advice of competent counsel. 

My emergency contact person’s name is:   
My emergency contact person’s contact information is: 

Phone:   Email:  
Address:   

 



Eileen Siciliano, LCSW 
053336-01 

42 Ogden Avenue East Williston, New York 11596 
516-746-2972 

 
OFFICE POLICIES, INFORMATION & AGREEMENTS 

 
Welcome. Before we begin out work together, it is important that you have information about my professional services and 
business policies. This document is our working AGREEMENT that we both understand the parameters of our work 
together.  
 
CONFIDENTIALITY:  Your work here is confidential and protected by HIPAA & state statutes. Please see the separate 
HIPAA document for full details. 
 
LENGTH OF SESSION: Standard sessions are 45 – 50 minutes. Some sessions can be 55 minutes. The length depends on 
what you need and if you use insurance, if your carrier covers the longer session. 
 
PROFESSIONAL FEES/PAYMENT:  
 
Session Fee: My standard fee for the Initial Session without insurance is: 150.00. My fee for subsequent sessions is: 100.00. 
 
Payment of agreed upon fee is due at time of appointment. If a check is returned there will be a charge equivalent to what the 
bank charges Eileen Siciliano.   Eileen Siciliano has the right to raise the fee at any time, though usually once per year. 
 

Insurance & copays:  I currently accept [INSURANCE PLANS].  Your co-payment is expected at the time of service at 
the beginning of the session. I will bill your insurance company for the balance. For those insurances I do not accept, I am 
glad to give you an insurance acceptable receipt for fees paid, also referred to as a Superbill. In accordance with HIPAA 
we will discuss any diagnosis that is required for you to get reimbursed by your insurance carrier.  
 
You are responsible for using your insurance in any way that serves you. It typically provides some coverage for mental 
health treatment. It is very important that you find out exactly what mental health services your insurance policy covers; 
your copay, your deductible, if you have met it, and if not, how much is left. I fill out the forms and assist you in receiving 
these benefits to which you are entitled and make every reasonable effort to collect payment from your insurance 
company. You agree that you are 100% responsible for any payment not made by your insurance company.  
 
Additional insurance information: Your contract with your health insurance company requires that I provide it with 
information relevant to the services I provide, which includes a clinical diagnosis. Sometimes I am required to furnish 
additional clinical information such as treatment plans or summaries, progress notes, or copies of your clinical record. I 
make every effort to release only the minimum information that is necessary for the purpose requested. This information 
will become part of the insurance company files and will be stored [IN MY PASSWORD PROTECTED COMPUTER 
AND ENCRYPTED PROGRAM, IN AN ONLINE PROGRAM, OR OTHER]. Though all insurance companies claim to 
keep such information confidential, I have no control over what they do with it once it is in their hands. In some cases, 
they may share the information with a national medical information databank.  It is my policy to review any report to an 
insurer with you prior to submitting it.  It is important to remember that you always have the right to pay for my services 
yourself to avoid the problems described above. 
 
Insurance Audits: Insurance companies can perform what is called an “audit” on my notes to determine whether your 
diagnosis, symptoms, and treatment meet the conditions of “medical necessity” or accepted standards of medical practice. 
(For a full definition of medical necessity, please see this link: https://definitions.uslegal.com/m/medical-necessity/.) If 
your symptoms do not meet criteria, the insurance company can deny or limit your coverage. I make every effort to 
document our work together to meet the standards of medical necessity. However, some people simply do not have the 
symptoms necessary for a clinical diagnosis. This does not mean that therapy is unwarranted. It simply means that a 
diagnosis cannot be ethically applied to your problem and thus, not covered by insurance. If coverage is denied, you will 
be responsible for the cost and need to decide whether you want to proceed with treatment.  
 
Additional Fees: If additional reports or meetings not covered by the insurance company are needed, you agree to pay 
Eileen Siciliano, for the time it takes to write these reports and/or attend these meetings. Reports that would incur a fee 





in my practice and if they should arise, I will discuss the situation with you either before taking action if possible and 
definitely after. I will limit my disclosure to only what is necessary. These limits are: 

 
 If I have reason to suspect child or elder abuse or neglect or abuse of a disabled person. A child is anyone under 18 

years of age. An elder is a person 60 years and older. In case of such circumstances, I must report this to the 
appropriate agency. 

 Once such a report is filed, I may be required to provide additional information.   
 If, in my professional opinion, you are in immediate danger of harming yourself, I may be obliged to seek 

hospitalization for you or to contact family members or others who can help provide protection.  

 If I suspect that you pose an immediate threat to harm another person, I am required to take action which includes, 
but is not limited, to, notifying the potential victim and the police. 

 
There are some situations where I am permitted or required to disclose information without either your consent or 
authorization. 
 
 If you are involved in a court proceeding, your PHI (Protected Health Information) is protected by the therapist-client 

privilege law.  I cannot provide any information without your written authorization or a court order.   

 If a government agency is requesting the information for health oversight activities, I may be required to provide it. 
 If you file a complaint or lawsuit against me, I may disclose relevant information regarding your treatment in order to 

respond to the complaint. 

 If you file a Workers’ Compensation claim, your records relevant to that claim will not be confidential to entities 
such as your employer, the insurer and the Division of Worker’s Compensation. 

 
Additional Disclosures 
I may find it helpful to consult other health and mental health professionals about your case. During a consultation, I make 
every effort to protect your identity. The other professionals are also legally bound to keep the information confidential.  
Consultations are noted in your Clinical Record (PHI) to protect the privacy of your information. 
 
Please be aware that I practice with other mental health professionals and employ administrative staff.  At times I need to 
share protected health information with these individuals for both clinical and administrative purposes, such as scheduling, 
billing and quality assurance. These other professionals are bound by the same rules of confidentiality. All staff members 
have been given training about protecting your privacy and will not release any information without the approval of a 
professional staff member. 
 
PROFESSIONAL RECORDS 
My professional standards and ethics require that I keep a record of our work together. These records are organized into two 
separate sections as follows.  
 
The Clinical or Medical Record: This Protected Health Information (PHI) includes information about your reasons for 
seeking therapy, a description of the ways in which your problem impacts on your life, your diagnosis, the goals that we set 
for treatment, your progress towards those goals, your medical and social history, your treatment history, any past treatment 
records that I receive from other providers, reports of any professional consultations, your billing records, and any reports 
that have been sent to anyone, including reports to your insurance carrier.  Upon written request you may examine and/or 
receive a copy of your Clinical Record, unless I believe that access would be harmful to you. In those situations, you have a 
right to a summary and to have your record sent to another mental health provider or your attorney. In most situations I am 
allowed to charge a copying fee of $0.25 per page up to 100 pages, and I may charge for certain other expenses. If I refuse 
your request for access to your records, you have a right of review, which I will discuss with you upon your request. Your 
records are stored for 7 years from the date of the record. 
 
Psychotherapy Notes 
Another section of your PHI consists of my Psychotherapy Notes. These are designed to assist me in providing you with the 
best possible treatment.  Psychotherapy Notes vary from patient to patient, and can include the contents of our conversations, 
my analysis of those conversations, and how they impact your therapy. While insurance companies, attorneys, etc. can 
request and receive a copy of your Clinical or Medical Record, they cannot receive a copy of your Psychotherapy Notes 
without your signed, written authorization. The one exception is if a judge demands them. Insurance companies cannot 



require your authorization as a condition of coverage nor penalize you in any way for your refusal. You may examine and/or 
receive a copy of your Psychotherapy Notes unless I determine that it would adversely affect your well-being, in which case 
you have a right to a summary and to have your record sent to another mental health provider or your attorney. Again, I am 
allowed to charge a copying fee of $0.25 per page up to 100 pages. 
 
Should I be required to provide the insurance company with your PHI, I make every effort to release only the minimum 
information that is necessary for the purpose requested. This information will become part of the insurance company files and 
will probably be stored in a computer. Though all insurance companies claim to keep such information confidential, I have 
no control over what they do with it once it is in their hands. In some cases, they may share the information with a national 
medical information databank. It is my policy to review any report to an insurer with you prior to submitting it.  It is 
important to remember that you always have the right to pay for my services yourself to avoid the problems described above. 
 
MINORS & PARENTS 
Patients under 18 years of age and their parents should be aware that the law allows parents to examine their child’s treatment 
records, unless I believe this review would be harmful to the patient and his/her/their treatment. I typically provide parents 
with general information about the progress of the child’s treatment. If I feel that the child is in danger or is a danger to 
someone else, I will notify the parents of my concern. Before giving parents any information, I will discuss the matter with 
the child, if possible, and do my best to handle any concerns he/she/they may have. A minor’s records are stored until the 
minor is 21 years of age. 
 
THERAPIST VACATION, SICK TIME, JURY DUTY 
If I will be unavailable for an extended time, I will provide you with the name of a colleague to contact, if necessary. 
 
TERMINATION OF SERVICES 
Ending therapy can be a very empowering process whether terminating because you have reached your goals, are moving, or 
are unhappy with our work. Planning for the end of therapy and having a final session is ideal. We discuss what worked, 
what didn’t work, what you accomplished and what work may be left. Email, texts and voice mail are not an appropriate way 
to terminate services. Signing this agreement means you agree to a termination session. 
 
MINDBODY PSYCHOLOGY: [EMDR, TAPPING], psychotherapy techniques I use in my practice, are useful in creating 
a relaxed state of being. Utilizing such mind/body techniques may also alter (reduce the trauma attached to the event) or 
change memory of a traumatic event. If you are involved in a legal issue, this alteration may affect legal proceedings.  It is 
possible that other memories of traumatic events may surface when these mind/body techniques. I will make every effort to 
support you through this time should it arise. If you do not wish for me to utilize these methods, it is your right and 
responsibility to let me know. 
 
 
Signing this document indicates that you have read, had the opportunity to ask questions, and understand and agree 
to these policies. 
 
 
Client Name: _______________________________________  Client Date of Birth: __________________ 
     
 

Client Signature: ____________________________________  Date: ________________________________ 
 
 
 

Psychotherapist Name: _______________________________ 
 
 
Psychotherapist Signature: ____________________________ 



Eileen Siciliano, LCSW 
NY 053336 

42 Ogden Avenue, East Williston, NY 11596 516-746-2972   
 

Social Media Policy, R4 

Social Media Policy 
 
In the age of social media, having a policy about its use has become important for the confidentiality of both the client and the 
therapist. Given how quickly technology develops and changes, it may be necessary to update this policy.  In this case, you will get a 
revised version of any changes in writing. This is an addendum to the other Information and policy form. 
 
SOCIAL MEDIA SITES 
I do not accept friend or contact requests from current or former clients on Facebook, LinkedIn, Twitter, Instagram or any other 
social media platform.  Having clients as friends or contacts on these sites can compromise your confidentiality and our respective 
privacy. It may also blur the boundaries of our therapeutic relationship.   
 
Though you may have found me on a social media site, like psychologytoday.com or viewed my website, I will do not do Google 
searches on you, preferring we get to know each other by what you tell me – or unless you want me to review something important 
to you and give me written permission to do so.  An extremely rare exception would be in a time of crisis. For example, if I suspect 
you are in danger, if you have been missing appointments without notice or if you have not been in touch with me using your usual 
mode of communication (email, text, phone), then doing a Google search to find someone close to you may be necessary so I can 
check on your welfare. This unusual situation will be fully documented and discussed when we next meet. Finally, if I suspect that I 
am in danger for any reason, by any statements or behaviors you have made, I may rely on search engines for further information 
about you. 
 
TEXTS, VOICE MAIL and EMAILS 
Texts and Voice Mail: While convenient for letting me know you are running late or need to reschedule, texts and voice mail are not 
secure and should not be used for communicating therapeutic information. 
Emails: Email is also not secure unless you use an encrypted email program. (I do not.)  This means that emails are vulnerable to 
unauthorized people and can compromise your confidentiality. Any emails you may choose to send with personal content related to 
your therapy sessions will become part of your legal record. I will respond to your email in session. 
 
Telehealth 
We may use Zoom or a different HIPPA compliant site to do video conferencing. Some insurance companies cover video 
conferencing. Others do not. If your insurance cannot be billed or you don’t use insurance for psychotherapy and you still choose to 
meet via video conferencing, full payment will be your responsibility. If you normally use insurance, the cost of the session will be 
your copay plus what is reimbursed by your insurance company. It is your responsibility to find out if your insurance company covers 
telehealth. If you do not use insurance, the cost will be the regular session fee. 
 
ONLINE REVIEW SITES 
I do not solicit psychotherapy testimonials nor am I part of any online review site. If you decide to post anything about our work 
together on one of these sites, it is doubtful I will see it. Even if I do, maintaining your confidentiality is a top priority for me. I take 
your privacy seriously and encourage you to do the same. Should you decide to share anything on one of these public business 
review sites, either positive or negative, please consider using an alias to protect your privacy. Finally, I would encourage you to 
bring any feelings you have about your therapy and/or me, to your sessions as this can be an important part of therapy.  
 
CONCLUSION 
Thank you for taking the time to read my social media policy. If you have questions or concerns about any of these policies and 
procedures or regarding our potential interactions on the Internet, please bring them to my attention so that we can discuss them. 
 
Signing this document indicates that you have read and understand this social media policy. 
 
Name___________________________________________________  Date__________________ 
  Print 
 
Signature: _______________________________________________ 
 



Eileen Siciliano, LCSW-R 
NY# 053336 

42 Ogden Avenue, East Williston, NY 11596 
516-746-2972; eslcsw@yahoo.com 

 
  
  
 

RELEASE OF MEDICAL INFORMATION 
 
 
I,  ,  give permission to 

                    name of client         date of birth    
Eileen Siciliano, LCSW to speak with the following person or persons in order to share 
information regarding my psychotherapy treatment.   
 
This permission is good for: 
 Intake and discharge information 
 Medication review   
 Any information pertaining to psychotherapy 
 Any information pertaining to alcohol and drug use 
 Any information pertaining to HIV status 

 
I have the right to rescind this release at any time by writing Eileen Siciliano, LCSW that I 
choose to rescind this permission.  This release is good until then or one year from date of this 
document. 
 
NAME of PROVIDER:  
ADDRESS:  

 
ZIP 

PHONE:  
FAX:  

 
 
 
Client Signature: __________________________________________________ 
 
Date: __________________ 
 
Or 
 
Signature of parent or guardian: ______________________________________  
 
Date: __________________ 
 
 
 











General Anxiety Disorder (GAD-7)

Feeling nervous, anxious, or on edge

 Not at all

 Several days

 More than half the days

 Nearly everyday

Not being able to stop or control worrying

 Not at all

 Several days

 More than half the days

 Nearly everyday

Worrying too much about different things

 Not at all

 Several days

 More than half the days

 Nearly everyday

Trouble relaxing

 Not at all

 Several days

 More than half the days

 Nearly everyday

Being so restless that it's hard to sit still

 Not at all

 Several days

 More than half the days

 Nearly everyday



Becoming easily annoyed or Irritable

 Not at all

 Several days

 More than half the days

 Nearly everyday

Feeling afraid as if something awful might happen

 Not at all

 Several days

 More than half the days

 Nearly everyday


