
Dear New Patient,

Welcome and thank you for choosing Diane Bush for your therapy needs!


Enclosed in this packet you will find the following documents:

THESE DOCUMENTS MUST BE COMPLETED, SIGNED AND

RETURNED TO Diane Bush:

· [bookmark: _Hlk28616091]Release of Information/Assignment of Benefits/ Acceptance of Financial Responsibility/ Permission for Treatment Service*

· Intake Information*

· Coordination of Care Between Health Care Providers*

· Acknowledgement of Receipt*



PLEASE RETAIN THESE DOCUMENTS FOR YOUR RECORDS:
· Notice of Privacy Practices



Please complete and sign the Release of Information/Assignment of Benefits/ Acceptance of Financial Responsibility/ Permission for Treatment Service, Intake Information, Coordination of Care Between Health Care Providers, Acknowledgement of Receipt documents.

Please note that these forms need to be on file with our office before we can treat you.

In the future, if there are any changes to your contact information, address, insurance, or doctors, please update Diane Bush immediately.

We strive to offer outstanding care and customer service. Please contact us with any questions or comments.

Thank you for choosing Diane Bush. We look forward to working with you!

Sincerely,

Diane Bush




Diane Bush, NCC, LPCC, CADC
714 Lyndon Ln, Ste 6 (502)510-3947
DianeBush@CalmSpiritCounseling.com




Diane Bush, NCC, LPCC, CADC
714 Lyndon Ln, Ste 6 (502)510-3947
DianeBush@CalmSpiritCounseling.com
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Patient Name________________________________________________Date of Birth________________________
Full Address___________________________________________________________________________________
Home Phone #______________________Cell Phone #__________________Social Security #______________

Responsible Party Name_______________________________ Responsible Party DOB__________________
Resp. Party Full Address____________________________________________________________________
Resp. Party Home Phone #_______________Cell Phone #_______________Social Security #___________

Health Insurance Company Name__________________________________________________________________
Health Insurance I.D. #____________________________Group#__________________________________________
Insurance Telephone # on back of card____________________________________________________

CONSENT TO RELEASE PATIENT INFORMATION
I authorize my insurer(s), and any other third-party payor who provides me with coverage, to disclose to DIANE BUSH any information regarding such coverage, including, but not limited to, payments made by such insurer(s) or third-party payor(s) to me, for treatment or services rendered to me by DIANE BUSH, and the scope and extent of coverage available from time to time. I authorize all medical personnel to provide information to DIANE BUSH concerning my medical history as it may relate to my continuum and continuity of care. If my primary insurance changes, I agree to notify DIANE BUSH.

__________________________________________________________
Signature of Patient                                          Date Signed

                            OR
_______________________________________________                     __________________________________
Signature of Parent/Guardian/Legal Representative		Relationship to Patient

ASSIGNMENT OF BENEFITS
I authorize DIANE BUSH to request on my behalf, and to collect directly, all public and private insurance coverage OUTPATIENT benefits due for services rendered by DIANE BUSH. In the event payments for insurance benefits are made directly to me, the payee, I will endorse all checks for payment to DIANE BUSH. I accept all responsibility for overpayments per statement. Should the amount of this insurance reimbursement be insufficient, or if the condition is a policy exclusion, I will be fully responsible for the payment of any balances on the account. 
___________________________________________________________
Signature of Patient                                          Date Signed

                                                OR
_______________________________________________                     __________________________________
Signature of Parent/Guardian/Legal Representative		Relationship to Patient











ACCEPTANCE OF FINANCIAL RESPONSIBILITY
I accept financial responsibility of this account. I understand that deductibles and copayments are to be paid at the time of service as they apply. I understand that should insurance not cover services, or there is no insurance coverage, I am responsible for cash rate fees of $200 for initial visits and $175 for follow-up visits. I am responsible for reporting any changes in insurance and coverage and accept responsibility for any services not covered. Missed appointment that are not cancelled within 48 hours are subjected to a $35.00 No Show/Late Cancellation Fee.  After two “no-shows” or late cancellations, provider reserves the right to dismiss patient from the practice.  I accept responsibility for any legal and/or collections fees applied to delinquent accounts. A $35.00 fee will be charged for the completion of supporting documentation, FMLA, etc.




___________________________________________________________
Signature of Patient                                          Date Signed

                                                OR
_______________________________________________                     __________________________________
Signature of Parent/Guardian/Legal Representative		Relationship to Patient









PERMISSION FOR TREATMENT/SERVICE
Permission is hereby given to DIANE BUSH to render treatment and/or service to:

___________________________________
Primary Patient


___________________________________
Primary Patient Date of Birth


___________________________________________________________
Signature of Patient                                          Date Signed

                            OR


_______________________________________________                     __________________________________
Signature of Parent/Guardian/Legal Representative		Relationship to Patient
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INTAKE INFORMATION:

Clients Name: _________________________________________________________________________

Clients Birthdate:_________________Age:____________ Sex:____ Social Security #:_______________

Client/Guardian Email: ______________________________________________

Responsible Guardian Name: ____________________Responsible Guardian Relationship: ____________

Other Parents, Stepparents, Significant Others, etc:____________________________________________

Emergency Contact, Name, Phone #_______________________________________________________

Did someone refer you? If yes, who?____________________________________________________________________________________________________________________________________________________________________

Current Medications/Dosage/Frequency: ___________________________________________________
_____________________________________________________________________________________

Suicidal Ideation: YES   NO       Suicide Attempts: ____________________________________________
_____________________________________________________________________________________
 
Do you have a plan: YES   NO      Do you have the means: YES. NO: ___________________________
_____________________________________________________________________________________

Drug and/or alcohol use: ____________________________________________________________
_____________________________________________________________________________________

Briefly describe why you are here: __________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any previous or current therapy, counseling, evaluations, etc.: ____________
____________________________________________________________________________________________________________________________________________

_______________________________            ____________________________
Signature                                                          Date

I have received a copy of Privacy Notice.  Initials: _____

Coordination of Care Between Health Care Providers

I ____________________________relationship to patient________________________
Authorize______________________________________________________________
to release this information to _______________________________________________


____________________________________                         _____________________
Signature								Date



Primary Care Physician fax number:________________________________________

I want to inform you that______________________was seen by me for the treatment of 
                                                (Patients Name)
ICD 10 and/or medical diagnosis: ___________________________________________
Date of Appointment:_____________________________________________________
Summary__________________________________________________________________________________________________________________________________________________________________________________________________________

The treatment plan consists of the flowing modalities

Individual psychotherapy			Family psychotherapy

Other					Medication Management (see below)


Current medication(s) Dosage and Frequency: ________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________Print provider name                                Signature                                            Date



I do not want the primary care physicians notified: Initials_______    Date: _________



Diane Bush, NCC, LPCC, CADC
714 Lyndon Ln, Ste 6 (502)510-3947
DianeBush@CalmSpiritCounseling.com
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Patient Intake Packet


ACKNOWLEDGEMENT OF DOCUMENTATION RECEIPT

I, the undersigned, acknowledge that I have received, read and understand the following documents provided to me from Diane Bush:
· Release of Information/Assignment of Benefits/ Acceptance of Financial Responsibility/ Permission for Treatment Service*

· Intake Information*

· Coordination of Care Between Health Care Providers*

· Acknowledgement of Documentation Receipt*


PLEASE RETAIN THESE DOCUMENTS FOR YOUR RECORDS:
· Notice of Privacy Practices


I have completed the documents (marked with an *) required by DIANE BUSH to initiate the services I’ve requested. ALL four (4) documents requiring a signature will be returned to DIANE BUSH before treatment can be delivered.




X_______________________________________________________
Patient or Patient Guardian/Caregiver Signature 

_________________________________________
DATE signed





RETURN THIS COPY- SIGNED AND DATED- TO DIANE BUSH 

Phone: (502)510-3947
[bookmark: page20]714 Lyndon Lane, Suite 6, Louisville, KY 40222-4643




NOTICE OF PRIVACY PRACTICES

As Required by the Privacy Regulations Promulgated Pursuant to the Health Insurance

Portability and Accountability Act of 1996 (HIPAA)




THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED, AND HOW YOU CAN GET ACCESS TO YOUR PROTECTED HEALTH INFORMATION.

PLEASE REVIEW THIS NOTICE CAREFULLY.

A. OUR COMMITMENT TO YOUR PRIVACY

The terms of this notice apply to all records containing your protected health information that are created, received, maintained, or transmitted by our Company, our Business Associates, and their subcontractors. We reserve the right to revise and amend our notice of privacy practices. Any revision or amendment to this notice will be effective for all of your records our company has created or maintained in the past, and for any of your records we may create, receive, maintain or transmit in the future. Our Company will post a copy of our most current notice in our offices in a prominent location. You may request a copy of our most current notice by telephone, in writing or by e-mail.

B. IF YOU HAVE ANY QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT:

Diane Bush (502)510-3947

C. WE MAY USE AND DISCLOSE YOUR PROTECTED HEALTH INFORMATION IN THE FOLLOWING WAYS

The following categories describe different ways in which we may use and disclose your identifiable health information. Except for the purposes described below, any other uses or disclosures of protected health information not covered by this notice to include for the purposes of marketing or disclosures that would constitute a sale of your protected health information and or the laws that govern us will only be made with your written authorization.

1. Treatment.​Our company may use and disclose your protected health information for your treatment and to provide you with treatment related services. For example, we may disclose health information to doctors, nurses, or other personnel, including people outside our office / company, who are involved in your medical care and need the information to provide you with medical care.

2. Payment.​Our company may use and disclose your protected health information in order to bill and collect payment for the services and items you receive from us. For example, we may contact your health insurer to certify that you are eligible for benefits and we may provide your insurer with details regarding your services and home healthcare items to determine if your insurer will cover, or pay for, these services and items. We also may use and disclose your protected health information to obtain payment from third parties that may be responsible for such costs, such as
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family members. Also, we may use your protected health information to bill you directly for services and items not covered by health insurance.

3. Health Care Operations.​Our company may use and disclose your protected health information to operate our business. As examples of the ways in which we may use and disclose your information for our operations, our company may use your health information to evaluate the quality of care you received from us, or to conduct cost-management and business planning activities for our company.

4. Business Associates.​Business Associates are parties with which we conduct business in order to provide you with our services which include but are not limited to provisions of medical equipment and its assembly, medical supplies, home delivery service of equipment and supplies, and medical billing to your health insurance payer, yourself or other designated parties. Our company may use and disclose your protected health information to Business Associates. Business Associates will be provided only with the minimum of health information necessary in order for them to perform the activities of their business that they conduct on our behalf.

5. Appointment Reminders. ​Our company may use and disclose your protected health information to contact and remind you of visits.

6. Health-Related Benefits and Services. ​Our company may use and disclose your protected health information to inform you of health-related benefits or services that may be of interest to you.

7. Release of Information to Family/Friends. ​Our company may release your protected health information to your family, a relative, a close friend or any other person you identify as involved in helping you pay for your health care, or who assists in taking care of you, unless you object. Please see “YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION” section of this Notice of Privacy Practices for further information.

8. Disclosures required by law. ​Our company will use and disclose your protected health information when we are required to do so by federal, state or local law.


D. USE AND DISCLOSURE OF YOUR IDENTIFIABLE HEALTH INFORMATION IN CERTAIN SPECIAL CIRCUMSTANCES

The following categories describe unique scenarios in which we or our Business Associates (only if or when applicable) may use or disclose your protected health information:
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1. Public Health Risks​.Our company may disclose your protected health information to public health authorities that are authorized by law to collect information for the purpose of:
• Maintaining vital records such as births and death

• Reporting child abuse or neglect

• Preventing or controlling disease, injury or disability

• Notifying a person regarding potential risk for spreading or contracting a disease or condition

• Reporting problems with products or devices

• Notifying individuals if a product or device they may be using has been recalled

• Notifying appropriate government agency(ies) and authority(ies) regarding the potential abuse or neglect of an adult Client (including domestic violence); we will only disclose this information if the Client agrees or we are required or authorized by law to disclose information.

2. Health Oversight Activities. ​Our organization may disclose your protected health information to a health agency for activities authorized by law. Oversight activities can include for example, investigations, audits, surveys, licensure and disciplinary actions; civil, administrative, and criminal procedures or actions; or other activities necessary for the government to monitor government programs, compliance with civil rights laws and the health care systems in general.

3. Lawsuits and Similar Proceedings. ​Our organization may use and disclose your protected health information in response to a court or administrative order, if you are involved in a lawsuit or similar proceeding. We also may disclose your protected health information in response to a discovery request, subpoena, or other lawful process by another party involved in the dispute, but only if we have made an effort to inform you or to obtain an order protecting the information the party has requested.

4. Law Enforcement.​We may release protected health information if asked to do so by a law enforcement official:
• Regarding a crime victim in certain situations, if we are unable to obtain the person’s agreement

• Concerning a death we believe might have resulted from criminal contact

• Regarding criminal contact at our offices

• In response to a warrant, summons, court order, subpoena or similar legal process

• To identify/locate a suspect, material witness, fugitive or missing person

• In an emergency, to report a crime including the location(s) or victim(s) of the crime, or the description(s), identity(ies) or location(s) of the perpetrator(s).

5. Serious Threats to Health or Safety.​Our organization may use and disclose your protected health information when necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the public. Under these circumstances, we will only make disclosures to a person or organization able to prevent the threat.
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6. Military.​Our organization may disclose your protected health information if you are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate military command authorities.

7. National Security.​Our organization may disclose your protected health information to federal officials for intelligence and national security activities authorized by law. We also may disclose your protected health information to federal officials in order to protect the President, other officials or foreign heads of state, or to conduct investigations.

8. Workers’ Compensation.​Our organization may release your protected health information for workers’ compensation and similar programs.

E. YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION

You have the following rights regarding the protected health information that we maintain about you:

1. Inspection and Copies. ​You have the right to inspect and obtain a copy of protected health

information that may be used to make decisions about you, including Patient medical records and

billing records. You must submit your request in writing to: Diane Bush ​714 Lyndon Lane, Suite 6, Louisville, KY 40222-4643 in order to inspect and/or obtain a copy of your protected health information. Our organization may charge a fee for the costs of copying, mailing, labor and supplies associated with your request. Our company may deny your request to inspect and/or copy in certain limited circumstances; however, you may request a review of our denial. Reviews will be conducted by another licensed health care professional chosen by us.

2. Electronic Copy of Electronic Medical Records​.If your protected health information is maintained in an electronic format (that is, a digital electronic medical or health record), you have the right to request that an electronic copy of your record be sent or transmitted to
you or to another individual or entity.


3. Right to Request Protected Health Information be Sent to Directly to Another Individual / Third Party.​If you wish to have your protected health information sent to a third party your request must be made in writing and submitted to: Diane Bush 714 Lyndon Ln, Suite 6, Louisville, KY 40222. Your request must clarify the identity of the persons designated to receive this information and the address to which copies must be sent.

4. Amendment.​You may ask us to amend your health information if you believe it is incorrect or incomplete, you may request an amendment as long as the information is kept by or for our organization. To request an amendment, your request must be made in writing and submitted to: Diane Bush 714 Lyndon Lane, Suite 6, Louisville, KY 40222-4643 provide us with reasons that support your request for amendment. Our organization will deny your request if you fail to submit your reques
[bookmark: page9](and the reason supporting your request) in writing. Also, we may deny your request if you ask us to amend information that is: (a) accurate and complete; (b) not part of the identifiable health information kept by or for the organization; (c) not part of the identifiable health information which you would be permitted to inspect and copy; or (d) not created by our organization, unless the individual or entity that created the information is not available to amend the information.

5. Requesting Restrictions. ​You have the right to request a restriction in our use or disclosure of your identifiable health information for payment or health care operations. Additionally, you have the right to request that we limit our disclosure of your protected health information to individuals involved in your care or payment for your care, such as family members and friends. We are not required to agree to your request unless you are asking us to restrict the use and disclosure of your protected health information to a health plan for payment or health care operation purposes and such information you wish to restrict pertains solely to a health care item or service for which you have paid us “out of pocket” in full. If we do agree we will comply with your request unless the information is required by law, or is needed to provide you with emergency treatment. In order to request a restriction in our use or disclosure of your protected health information, you must make your request in writing to: Diane Bush 714 Lyndon Lane, Suite 6, Louisville, KY 40222-4643. Your request must describe in a clear and concise fashion: (a) information you wish restricted; (b) whether you are requesting to limit our company’s use, disclosure or both; and (c) to whom you want limits to apply.

6. Breach.​You have the right to be notified upon a breach of any of your unsecured protected health information.

7. Accounting of Disclosure.​All of our Clients have the right to request an “accounting of disclosures.” An “accounting of disclosures” is a list of certain disclosures our organization has

made of your protected health information. In order to obtain an accounting of disclosures, you must submit your request in writing to, Diane Bush ​714 Lyndon Lane, Suite 6, Louisville, KY 40222-4643.All requests for an “accounting of disclosures” must state a time period which may not be longer than six years from the date of your request. The first list you request within a 12-month period is free of charge, but our company may charge you for additional lists within the same 12-month period. Our organization will notify you of the costs involved with additional requests, and you may withdraw your request before you incur any costs.

8. Fundraising.​Entities that may use or disclose your protected health information for the purpose of fundraising activities are required to inform you of such and offer you the opportunity to opt out of participation in any fundraising activities in which your protected health information may be used or disclosed. Our organization does not engage in any fundraising activities that would involve the use or disclosure of your protected health information.

9. Right to Provide an Authorization for Other Uses and Disclosures.​Our organization will obtain your written authorization for uses and disclosures that are not covered by this notice or
[bookmark: page10]
permitted by applicable law. Any authorization you provide to us regarding the use and disclosure of your protected health information may be revoked at any time in writing. After you revoke your authorization, we will no longer use or disclose your protected health information for the reasons described in the authorization. Please note, we are required to retain records of services and items provided to you.

10. Confidential Communications.​You have the right to request that our organization communicate with you about your health and related issues in a particular manner or at a certain location. For instance, you may ask that we contact you at home, rather than work. In order to
[bookmark: _Hlk35270001]request a type of confidential communication, you must make a written request to:  Diane Bush 714 Lyndon Lane, Suite 6, Louisville, KY 40222-4643, specifying the requested method of contact, or the location where you wish to be contacted. Our organization will accommodate reasonable requests. You do not need to give a reason for your request.

11. Right to File a Complaint. ​If you believe your privacy rights have been violated, you may file a complaint with our organization or with the Secretary of the Department of Health and Human Services. To file a complaint with our organization, contact Diane Bush 714 Lyndon Lane, Suite 6, Louisville, KY 40222-4643All complaints must be submitted in writing. You will not be penalized for filing a complaint.

Right to a Paper Copy of This Notice.​You are entitled to receive a paper copy of our notice of privacy practices. You may ask us to give you a copy of this notice at any time. To obtain a paper copy of this notice, contact Diane Bush 714 Lyndon Lane, Suite 6, Louisville, KY 40222-46
