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C-hil(l & Fanrily Psychologists
12651 W Sunrise Bivd. Suite 101
Sunrise. Florida 33323-0906
(954) 587-7520 i (954) 349-27i7

Notico of Priyacy Practices
Patlent Acknowledgment

Patient Name Oate of Bi11h:

I have recelved this practice's Noiice of Pnvacy Praclices written tn platn language. The Nolce
provides in detarl the usBs and disclosLrres of my protected health information that may be made
by this practice, my individual flghts and lhe practrce s legal duties wilh respect to my protected
health information. The Nolice inchdes:

> A statement lhat thrs practice is required by law to rnaintain lhe p vacy of protected
health information.

; A statemeni that this pract,ce rs required to aOtde by the lerms of the notice curently in
efiect.

> Types ot uses and disclosures ihat lhis praclice is permitted to make for each of the
tollowiog purposes: lreatment, payment, and healih care operations

t A description of each of the other purposes for which this practice is permilted or required
to use or disclose protected health informaticn without my written consent or
authoflzation

; A description of uses and disclosures that are materially limited by law
i A descriptiofl of other uses and disclosures that will be made only with my wfltlen

authorizalioo and ihat I may revoke such authoflzal;on
; My individual rights with respect to protecied health information and a brief description of

how I may exercjse these raghts in relation to..! The righl to complain to the Privacy Offrcer of this Practice and to the Secretary
of HliS if I believe my privacy rights have been violated. and thal no ret3liatory
actions wjll be used against me in the event of such a complaint..l The right to request reslrictions on certain uses and disclosures of my proiected
health information. and that this practice is not.equired to agree lo a requested
restriction.

* The right to receive conlidential communicatrons of proiected heaith rnformation-.:. The right lo amend protecled health informalion
'l The right to receive an accounhng o, disciosures of protected health information.
+ The right to obtain a paper copy of the Nottce of Pr,vacy Practices from this

practice upon request

This praclice reserves the right to change the terms of ils Nolice of Privacy Practices and to make
new provisions efteclive for all proiected health information that it maintains. I understand that I
can obtain this praclic€'s curreot Notice of Privacy Pfactrces on request.

Signature Oate:

Relatronship to patient (if signed by a personal representative ot patient):



Mitcbell B" sflero, psy,D. / Dilector
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Todry's D e: l_-)

n frientll Co-workcr Name: 0nline/Advertisement

E F1y5lgian 1Iams;

fl 0lher, ?!e &se Specily;

Last Name:

F irst Name:

Middle Name:

Date of Birth: Age: Sex: Malc / Femalc

Social Socurity Numbcr:

Drive r's License #:

IIomc Address:

Apt #

Cifv: Stater -.-. Zip Code;

May you be contarted at Worh? [] Yes E No

Home fhone: L___-)
Cell Phone:

Work Phone:

Email Address:

13 Singleu Married F-'l Widorved r-l DivorcedI Separatetl
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PI ITSONAL INIOIIMATION

M,rritnl Strlus:

Spouse's N:rme:

Child & Family Psychologists

State:
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Numhev of Yeats Marrictll

Chilelrcn's Names:

Others l-ivins il the Home:

Name/Relationship: Sex: Age :

Last Namer

lirst Nanle:

Relationshipr

IIome Phonc:

Cell Phone:

Worh Phons:

0ccupation/Job Title:

Br:siness Name:

Addrcss:

Suite #

Ci{y;

Worh l'hone: (_)
Fax Nurnber: ( )

Slrlei "-.-* Zip Cotlc :

cxt _

Physician's Name:

Adtlress:

Suite #

St.te: 

-.-__ 

Zip Code :

@201? C[ild & Frnily Prychologi.$
All Ri&hts RcacrY.d

R€productioo E:pressly I'rohibited
Revised 03/1012017
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Oflicc Phorre:

It'ax Nunrber:
L_-_]- ext

I)o you have xny lllergies? f:f Ycs fl No

If so, please specily.

Do you smoke cigareltcs? tlf Yes E No

lfso, how many a day?

Do you drink alcoholic beverages? EI Ycs E No

If so, how many per week?

PRESCRIBDD MEDICATION:

Medication I)osagc For lyhat condition? Duration

Hlve you prrticipated in Psychological 'l-rentmert? f:l Yes f= No

Doctor or 'l'he rapist Narne:

Olfice r\ddress:

0ffice Phone Nurnher:

I{ave you ever been hospitalizcrl lbt' l'sychialric Reasons? E Ycs f} No

Dilt€s:

Location:

F.{MII,Y HISTORY:

chiatric

o2017 Clild & i'rmily l'tychologirfs
All Rl8hB R€s€rv.d

ReDroduction Expressly Prohibited
RcYlsed 03/l0l20l ?
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[Jipolar l)isorder

$s%
ffie

If Yes, Who?
Depression

Alcohol/SLrbstance Abuse
tional Abuse

l'hysical Abuse
Sexual Al'ruse

ADHD
Schizophrenia



Other Diasnosi

Il' other:, please specily:

LHEC I( CURIIENT SYMPTO r\{S :

List otl.!er stressors/symptoms:

Depression Suicide i l lomicidal 'l'houghts or Aclions
Arxiety Ilallucir.rations
Poor Concentration 'frauma

lrregnlar Sleep Pattems Phobias
Interpersonal Confl icts Low-Frustration Tolerance
Eating Problems hnpulsivity
Memory Problems Physical Aggression
Isolation Feeling Overwhelmed
Panic Attacks Excessir.e Fearsl Wonies
llacine 'fhoushts Snbstance Ai:nse/l)enentlence
Lorv lvlotivation ObsessionslCompulsions

CURRENT'TRDATMENT GOALS
Short f-erm Goals/Time Frame Long'I'erm Gonls/Time Frame

t. 1,

.|
2.

.,, J.

4. 4.

f,
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Print PLrtient's Ntntc

Therapist/Independent Contractor Signature

l)atc

Axis II;

Axis I11:

Axis IV:

Aris V: Currcnt GAF: Higl1esl Year' (1AI.: 'l crnrin:rtion (lAF: _ _

@2017 Child & Fu.nily Psyc[o[]gisti
All RighB ncse.ved

Reprodttction Expressty Prohibited
Royis3d 03110/20I7

Patient's Signature

TherapisUlndependent Contrailtor Print Name
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C hild & Family Psychologists
Itlitchsll 11. Spcru, Psy-D. / Director

lkcNed Pq'clrclogisl I fU Pl0l{098

*nilied & Collx tr0ointsl l'alnjly ildialor

SulNmo (hl oi fioridd

Sxrlgrnss dicnl C€nldr

l,i6tr virnSun sr. llhd,slr{e l0l

Sulrist. fl. :t3 j]l{,06

phrxr€ (954) 587-7520

tt\t)re (9r4) !49-2117

lix (9iil t87-7527

tix (951) 3,i9-:i440

glild & Fllmily l,svchologisls/lndepcudert Contractors
INI'I'IAI, CONSEN'T F'OR TRT,:ATNINN'I'

FINANqIA l, AGREM\{BN'I' / POLICI ES AND PROCT:pURES
(l)lease read and rettrln both pages oftlri: form)

Pdyme[t is cxpecl€d at the tnne o[ scrvicq unless olhcr ar!'angements havc been rrradD in writing. I [ndelstand a d
agrce Urat I irm rcsponsiblc for thc full bill, and thirt irrsurance reimbursamenL is nol a subslitute tbr payment- [t is my
rcslloflsihility to lay arry dedugliblo amou0t, co-insurancc, or any other' balarroo not paid for by rny irsurance colnpAny.
I understnnd flnd ogree thal a finaBce chnrge of 1.59. pei nlonlh will [rc .]dded lo accourlls r{tiicl have arl overdue
bdarce bcyond lhitly (30) days- I am owarc arld agrec ihat should my account become deliDquetl beyond nilery (90)
days ar afiorney lnd/or collection ag€ncy will be utilized to obmin p&ynlenl in filll, a,rd lhat I wjll bc charged 

^rcasonablc fac for tlrc costs olcollection. I ufldersltud and agree that confideltialily is Ilor beiug broken ifthc collecriorr
agcncy chooses to rnakc public lli. iflfornmlion that Child & Family Psychologists rvho is lunctioning as ihc billints
agent for the Clinical Associate/lndependenl Conlraclor providiDg lhe Psychological Servic'es. To avdid such procedures
I agrcc to kee, my nccounl cllnc0L. I also agrec 1o pay a 1if0 00 ior aoy retLlrucd chcck(s).

The slandord oilFpalient fees oi Clinical Associares/lnd.pcndcnt Conlrac(ors praclicing at Child & f:arnily
Psychologists are: $195.00 fora Diagrosric lnrervier, and $l80.00forc{!h 45 nlinutes ofPsyqhologicnl Se.vire. 11-

patienl Psychological Services are provided at a rale of $195.00 per 4, minutes, and Psychological EvahatioDs are

conducted nl a rate of$f00.00 p.r hour. llo$cver, the Independent Contractors arc under eontracl with marry insurrnce
comp0lics and ars bound to utilize t]ieir lee structures. Unless olherwise indicated, th9 statrdard lics shall be urilizdd.

@2017 C[ikl & Family Psychologisrs
All Righls Resrrved

Reproduction trrprcssly Prohibited
ll.evised 03/10/20I7

I hereby assigo all insurance major medical beEcfils. which nray inelude p varc ilsurance a[d/o[ orher health

Conlrlrc(ol providing lhe Psychologicsl Scrvices, I hereby uutllori?e thc sraEd 0ssigflee ro relclse 0ll intbrmalion

rvhich are cancelled wirh less fian 24 hours notice, llnd lbr scheduled $ppointnrenls lhat I miss wiLlrout providir)g

appointmcllts. Howcver, erncrgrDcy concellatiofis will be colrsideBd olr n illdividual bilsis-
d ftildin. ,Ualdterls & .{dolB

At tiiies, adulls od,cr lhan par$n$ or g!drdians may imBsporr childrsl or adolescco(s to lhei| scssiorls. Soi]c
lccriagrrs $lt*nd scssions wil,roul their pu0 ts prcscnr. All of us havs lclt hornc lyithout our cllccktloolis. We oflcu

rendercd. lo €ach of theJe cascs, should one occur, I give ,lry pcrnrission aor Child & Family Psychologists as the
billing egent for my TheMpist/lodependeor Contraclor to charge my Visa, Maslercrrd, American Express. oI Discovcr

Psy.hologic&l Services, or aoy cancelled or missed appoinlDlents wilh lsss lhan 24 hour notification trovided.

i! srnrL I r,t]lr,n! l"nns The Clinicll Associalls/lndepcndcnt CoBtraclors *ofkint at Child & Fanily Psyahologiils will makc evcry
efforl los$iblo to rnpidly relurfl phonc calls. Holvever, shoukl an emergency exist 6&er nor]nal working hours. I will
contact either Univcrsity Pavilio Ilospilal. I\,lemorial Ilcgionhl llospitat, CPC Iort LBlderdale Ilospital, or rny olhcr'

a \hn,.y. _n |rxnribn'Hrnv Psychiatric lacility of my choicc if I am considered ao be a danger to myself or lo oihers. Olhcnvise, I wil, place a

second call ro tlr* irtswering service, arld schedule an ernirggncy uppoiolmcnt with rny Therapisy'lrdcpsndcot
Contfac&r' as soon 0s possible. I authorize and lequesr for my Therapist to celly oul Psychologicul livaluutio0,
Treatment, and/or Diagnos{ic Procedurcs for eilhef myself or my child whiclr are coDsidered io bo necessary by rn}r Drq * AlialEl'{busc lou6ding Theranist. I agrcc to attand ssssions ktlowirrB rhere is no guranteed oltcoma. llowever, I am aware that a]l thirapcLrtic
interveDliors will be theorcliqnlly bascd. If 1aff dissotisfied with se.vi.es, I will lennioat. lllcrapy a,rd ucccpl an
apllropriulc ref.rraL. I am aw{ire llrat D]y'l'herapist/lndepeDdcnt CoDlractol will do his or her best to help me obtain nry

(a^td\,1 rrl l1t .) Therapis! is obligated by lar,,/ to fil€ an orslah.l writlen reporl to The Department ofchildren and FarYlilies reqresling an
eDergency inv€stigolion, 'l'hc limits of confidsr)liirlily reldtc to situntions of dangel to s.ll or others. Treat$en!
Sulnmary L€lters fioy be providcd by rry Therapist wilh a properly signr(l C,i€nl hfofflatio Rele0sc Aulhoaizarion ir1

rrrti,:itriD &.tftrment Psycholherapy, I rvill maintain conidenlislity with resp€ct to inlomation discloscd by olher patic[ts. I undi$rand that
' a violation oftllis coofidentialily could potentially resrlt in lcgal actio agains! me persooally. This agreomenr ir i1s

cnlirety will remain ilr cffcct uDtil revokcd by mc, in wdting.

B Tralnttrr of lr?n5iol

3 itpe n,niil 'llillpltorrc C$sulL{ioD

jlellhtg Cl,ikhet, E Firnilier
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Chil{l & Family Psychttlogists/Indepcnclctrt Contrxctors
Clotsctll For'f|catllrclt Finn cial AgrccmEnl I l'olirrics & t'ro.cd!res (Contil)led)

l)^.o.r I 01 2

Jr:!nlrirlinlr at thi tilllo*iug ratetl

$ _ l)rrgrosiic lnte.\.iew (90/91)

1i_-- ._ -,_ Ps),.h()thera|y Selsion l0 rrirlutes \!ilh a tilnc .n ge allowld .rf l6-17 nrirrrles (9013.11)

$__ _ - - l)sychol,rgacal 'l estiog per 60 minulcs (t)6101)

$_ _- _ O;oLrtr 'fhernp)' (9085 ]) $,_,_ _-__- Irurily lvledialiorl pcr 45 nirltcs

colnprrlnis,Jd d(a to the ir 6llrr1ci4l sitr)arioll I agree to be Iesponsible ior ii rcd(cdd fee o1 1i__ pcl session-

(ll!!s,!:!r il Irii)xru!i-rt!: I rclirsc to provide my (radi1 Card Nurrber

__,_ Aneri.Bn hxpress _- Discover (Plcasc Chcc[ Ouc)

.{acouIlt N(nber -rl^[ir.ri,roi"

Vilix vlNstercrrd

[-erd{roldcr's Nems 1.ip Codc

i\tri. \!L)clr rlr. purfDse fir'$lr.h tlre.orsenl w.s Bivcrl hns b.cn aclonrlli5neti

!.l,rlJ'\ ,I|!r fxrerl ol'lhcse tsr(hulogi.rl Servrces l)l*1!o cnnlplttc, !r:a ard ret(nn Llrrs ibrnr

t',.rr'1..r '.: ,r l','trrrrt

- t,,tt. 
---*^-

Date

@2017 Child & Famity Psychologists
All ltights ReserYed
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Si!I.rlrrc o1.l'alienl(ifovcl Ihc agt of |8)

I'rinr N rl. ol- P.,r.nt cr Orar.ii.lu (ii.pplicablel)
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Child & Family Psychologists
Ilit(holl E. Sp€ro, Ps),,D. / Direetor

Lic(lrjd rs)cloloai$l / l.l-lt ft00{s)6

Cstili.d & t urt ,\Tninld t&ult l",rCirbr

Srpo,tu CoLin ol FluriJi

Sawgr.cri lllcdical C{olcr

l.{5 1 \\'61 Snn.i* t$d . Sr{! l0l

sl'nriso, trl 3jjli0r0[
phorre ()51r) 587-7120

lhour (95{) 349-2777

[r\ (95r) 5ti7-7517

fr\ ()54) ji9'141i0

'I'o: Thc Patients of Child & Family Psychologists
Re: Our Office Cancellation / No-Shorv Policy

1. Il'yr:u are unable to altend yoltr scheduled appointment, we require
that you cail us 1o cancel your session rvith a minimum ol24 liours
notice. Otherwise, you will be charged $50.

2. Ifyou do not attend your scheduled appointment, and do not call to
cancel, you will be charged our 1'r.rll antl customary fee. (lnsurance
can not be charged for missed/cancelled appointnents).

Pleirse undersland that iftirne is designated fol you lrom oiu schedules, this
precludes our ability to schedulc othcr patients in tlie ofllce at that 1ime.
I-Iorvever, we do understand that extenuating circlunstances may arise over
which you have no control, and for these isolaied situations, no fee will be
charged. In any event, please call our ofllce as soon as you knorv lliar yoir
will not be able to attend your schecluled session, 'lhank you for your'

cooperation.

I have read, understand, ancl agree rvith lhe entire contents oflhis iorm:

Dr. Mitchell Spero I Director child & Ir y Psychologists

Printetl Name of Patient

Signatnre ol Patient/l)arer.rt or Guardian Date

Please Print Nanre ol Parent or Gualtlian only iflhe patient is under l8
years old.

Revised 03/10./17

Sjtlli izirvd ir tlE'ilrAlllr lo[

nrflounnxl x)E Eellxt?l{)ld Pmbknls

ol llrilJ$tr rnd &lolrsrljnl.s /

lycho{k!{y&P$$ologiLal Errluarkxu

rn (lxldrn, ,$cl.j.'rrrs & ,tlrlE

I Divollt & Sq)t&uily Mjr6tneu

E CrBrotlr IyalLklions / li$en lBlirnory

E SiA8l. I'ilarfng l.n 6

B ll.urlAe 1ind li:rmily Thrripy

I Drug & nlcoholAl ${blnsetng

L Chrld & idoksc€ 0ir0(Irrlonal8&!vlori

&.!rrl "r/ $onr)

I ltlu irrll)tiicit / llllle cliyir) Dis0rder

[eihatnrn &Tr]lllulrl

U l.rtx lrr(lxl r_NlL phrrc turstrhrio|

Hdln,tn Chilltta1 A Pa4lps

Si]at 1.9,9J tfi Btc'lt'tutl (huith'

l\obkn tobir&lor I aB* ...
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Child & Family Pslchologists
lilirchrll I. Sllero, Psy.D" / Direcror

I.i.!n$(d t's).lrologisl/ Il.il PY00{0rg

aeLtiili & (flrn 4$oirn(l loniu }letliircc

Slillrartle (irud i{ I lnn(h

&nvgfll.s llledicrl f,ct ff
l:liil \l.iir Stlndsr Blvd , Srite l0l

sln s€. !r 13l:3'01)06

phole (954) 5tl7-7520

Plow (')54\ 349-2111

l:u (95.1) 5ij7-7527

Lr (954) J49-3,1'10

The office of Child & !-amily Psychologists and its Independent Contractors

request that a copy of your Credit Card number be placed into your confidential

secure file.

Yorr Credit Card rvill only bc used fol lhe following reasons:

Unpaid co-payn'iertts

Unpaid no-show ard/or late cancellation fees

Rctunred Clrecl< Fces

Any and all insLrtance rnonies thilt are nol Paid by yotrr insLtrance compRny

including: derluctibles not paid, health funds that expirc or have ir lack of lirnds

tbr payment, cancellcd or expired policies, hrnds due as a result of lapses dtte to

changes in insurance policies, ol bencfits denied by your insurance cotnpany

I Bive my permission for Child & Family Psyclrologists as the billing agert for
rny Psyclrologist/ TherapisL/ lndependent Co[tractor to charge my Visa, lvlastet

Card, American Express, or Discover Card for the above lisled rcasons.

Credit Cnrd Infornration:

Please nnrk Cretlit Card lype autl complete the info/ntalion rcquested belotv:

f] vi* l-_lMastercard f A*.ricanE*pre* f]]Dis"oue,

Account Number Ilxpiration Date

Security Code or the back of Credit Card Zip Code

Cardholder's Signature (to be kept on file) Date

SN(ii&lir)A [) rhe 1l!rt rclt oi

tnitio i ld !.hivioul Problon)t

r,l ())ilii, s r r[rl Ad0l.-ftrb /

ls!'c1&rhuixly & Psrcholo{rcil Svdurtlors

ol ChnJr rn. Adok5no[ & ,!loll'

B Dl$lr! & Srqxhnlly 
^lllo{nltnl

E Cr xly [y;lirnliorN / l]x[)€[ lesllmony

Ei Slr[h lturdnlng hr t!

a ituirtc arrd lrrrrllrTllcntty

g th i[ ( AI0!h.I Nxrse CouDelirlS

Ch d & atolcs.lrrt ofl)ositlorat l4hlvior3

Ira ion.Ddicll / Hy0errdlrly Dlsor&L

Evrfultloll &TIt nant

TRrtired of D$rc$loll

lil lr0e lnirnl-lllurl&rDConsull iol)

lleUir!, (,:likl)'01 0 ltltltilill

Siile 198.1 it Bt\ nd Lofittl)'

?Nbb'i rohhr*_fot (il oges . .

Cardlrolder's Ptinted Narne

.\&&R?^
o'er<E\"?

*w^,
:a6yr61o9'

Patient Financial Res

Child & Fanrilv Psvcholosists/ Indipendent Contractors
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Child & Family Psychologists
Mitchcll ll. Spero, Psy.D. / Director

!.ictDscd Psycholo$sr/ I'lllY&)i098
(i:rlifird & C,ruLilJ)oirtld la$il! Ltc iflur

s l,1r1r Irw of l.li. il

l)A l'uiNl NAMU: Age:
(Please Prinr/l"rsl, First, lvl.l.)

DA'I'E OF BIRTII: S.S,#:

heleby aullrorize and rcquest, Dr. Milch Spero, All
Clinical Associales,qrdependert Con[actor$/l'enants 8nd All IrnpLoy€es of Child & !'arrrily
Psychologists (o:

--_---*Release intbnnation to;
Requcst iofbrurution iiom:
Share inftrruration with:

(Address)

Sn$gr:Js! nkdiaYll Cealer

ll6j1 u'rrt lulrls? 8lv .nr&loL

Sumisi:, il. 3*:13.U)0f,

|1one (9i4) 5a7-7520

Dhone (95{) 349-2777

hx (9t1i tltT-7527

r:rx (954) j19,34i0

Sl)ecl irrE n dte'l reihrt! of

trmliuHl rxl &hflhral fNblal]s

lJl CIril*rr $rd ndoles.cnls /

l\ychottrerqly & rydDloEtxl DldrutlorE

ot O trl[lin, triohrto8 & kldlt

E Dhoro, & Srq)frnily lrli$lo]tnt

H en!$dy liv{lurdons / t{ eLl ljilimony

I Sir)Ele trlaning l$tis

I tt?E&19! tl f.rnrbiiirapy

I Dtug & {$hol &us(: f.{uostlb8

(Areu Code - Phone Number)

The follorving documents may be released:

_ Progress Notes _ Psychnlogicol 'fest Results

The following may te releosed for the purpose olcoalinuity ofcare:
All and eveiy;

_ Psyolrological _ Psychiatric '- Legal _
Other:

All docurrents in llle

(Check appropriate area)

Eduoational Medicrl

(;hrlil & &lohrsclnt 0t)poiilronal $da!iorj

{51rt nr.l lb,e)

All?nlio r-D'riicil / L &mcllvity Disorder

[y:rhirlaun &'l]caM.ot

I Lrnderstand lhat this professional conlmunication authorization, which may include: Psychological,
Psychiallic, Legal, Educarioral, and Medical Inlbrmation is subject Io a wrinen revocation by nls Dt

any time to Child & Farnily Psychologisrs. Ir the eveol I do nol revoke this conrent in wriling, this
release will expire wlren the purpose for which the conseoi was given lras beeo accomplished or
upon lermination of my treatment at Child & Family Psychologists or on (date ol cxpiration, if
prcl'ttred) - [ Undrrsrand rhlt only intbrlnaiiol1 grthered by tlris faci)ity is srrb_iect

to this release and said information canror be released by the facility receiving the infonnation fbr
any purpose, A photocopy ofthis information releaso authorizalion will be considered as valid as

the original,

I understand (hat information sent or disclosed pursuant to this autlrorization may t e subject lo re-
disclosure by the recipient ofyour intbrluation and no longer protected by the HIPAA Privacy Rule.

Signarure of Patient Dalc

SiBrature ol'llarent or Guardirn, ilapplicable I)ate

lI frrt lnnixl 'lllcrhoD. Cu$ullalon

lleloiit C/tihlrcn & Famili?r

Si ce l9it.l il BrctNftt (bt. h,

hobleb lnh,ilgJot n{l ngos ...

Date

@2017Chikl & Fanrily Psychologists
All Rights llcscn€d

li.production Explcssly Prohibltcd
Rsvised 03/10/2017
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ff of lhe i Att0mry, or lndividual)

Signature of Wituess

PATIINT INFO



child&
lltilchell E- Spero, gsy.D. ,/ Director

l.itrxs.rl 9jJ.lrologisl I tLJ 1'l1l ,l!]i]ij

rlrr!r1isi I ljrn ,Y.tr.lii1 llllrilr lidllrld)

I!,r,r,i,,,rllr i,l lidila

PATIENT NAME:
(PlEase I'! in{/Lasl. firlt. N"l.

DATE OF BIRTH:

Age:

S,S.4:
s.s\gl1lls ilr{lid e. tr
I llrl \tin i, Lirir lllil Surk li)l

SuArir., fl. .i.r.ll1 ii0l,

tJt,',ir (9t.i) i8?-1t2(l

i,li! rr (9t,i) 3,i9-2777

l:r1 i!li,ir ilil-lill
lll-\ (ri i) l.rtl i,ii0

SlocjrlriiB'r rlr'fltnurclrl o[

lin{rl.nxl |ad Eehxtr.ll fnlls}.5

.lClril&r ltd$ee br

I!tr1l0rl:ul.l]!! & l$rh010giL:r1 flxl'r{ioris

of (lhllL[ err, .{dokrsrerlB & Adulb

E lri! r0 & St 1,f:Jrily ndiuil'r rxll

B lurxl'r liriiillrdi0$I !Il)!lt llsrifi$y

U linll! P ?ilinl]rnEs

E f,l:[ r'i1;i. rlr !l !),u!ilr ]1t*?,

& llNIii nln,|irlAInr C{n n$lnrs

lil (lixld {i !.ilol*ienl q)t)orliond U!lrirviorx

{t.r.tl nd llo'rt)

!l .!rr:(rr lle,(nl llnr:ilrlly llirndei

l:ri,in!L.r I 11.i{,r.irl

l)creby culhorize and requesl, Dr. Mitch Spcro, All
Clrild & l'a!nilyContlactorslTerants anrl All Ilnrployees of

Psychologists to:

ILelease iniornraaion to:
Request inibrnlation fi0m:
Share irlbrmation rvith;

The following documents illay be released:

_ Progrcss Notes _ l)slchological I'esr Results All docLrnrents in ille

'l'he lollowing nlay be released for tlre purliose olconlir{lty ofcare: {Check approptiate area)
AII ard everyr

Psychological Isychialric _ L,egal _ Educationai _ N'ledical
olh;,

I understand that this lrot'essional conrlrlr]nication a(thorizrtion, t!hich may ilrcludei Psychologicxl,
Psychiatriq, l-egal, Edrcaiional, and lvleclical lolormation is subject to a rvritten revocalioir by me at
any lilne to Child & Iamily I'sychologisls. ln lhe evenr I <io nol revoke this consgr]l in rvritir\g, this
reiease will expire rvhen lhe plrrpole t'or rvhich the conlent \!as given has beer iccomplished er
upon lerminarion of nry h.earmenr &l Cl)ild & aanrily Psychologists or on (date ol expiration, if
plelerred) *_--_*. I rilldersiaDd that or!ly intixnlalior) gathered try this iicilily is subjecl
to fhis rele.lse aud said inlirrmatiorl cannot be released [:y the ticility reccivirg the inforrnatiori lol
lny purpose. A photocopy of this inftinnarioo release ruthorization rviil be considcred as valid as

ahe original.

I undersrand thlt inlormrtion sent or.lisclosed pursrlallt !o ahis aurho{ia.rtion may bc subjecr to ra'
disclosure by the recipient ofyoul irlornration and no longlr prorected bv lhe LIIPAA lrrivaly Rule.

S ig-netrrre ol I':rri.rrr

.sigu',i,i..i I'o .,'r 
"-r 

c,,",ai",i. it,,1,1,ii"J,.:

Date

DatE

l, i'r. l ilrd'l'rli!lu:e a!$lllarir)rl

Date

Ol0lTChild & Iirnrily I'sychologists
AllRights Rr!.rved

l{.produclion It pressly l'rohibited
Rcvised 03/10/!01?
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IL.i/rn:r (:rlil]e . jt4tnlli6

.\ilxt l9!l ,t LlDulti htrth'

?xll rohtl$ fir itll .tqer ,.

S iguatule ol'Witness

(.All Stallol'tlre: School, ilospitiril, Phy$ician, Attorney, or. lntiividual)

(Address)

cXF"
*m-



{fichcll x. $pero, Psy.D. / Dircctor

,.iItn!rd lsychologist / 11.i l'Yrllil)s

tl,rrriul.! tui I rlpnQirirl|Mrif In, ixlor

\,j1, 
'rrr. 

i-Lnrr nl tlirlih

I'\TIENT NAMI]: Agc:

{Pleaso Plirrll-ast, Iirst, lvl.l.)

DATE OII BIRTII: S, S, iI:
Sx{grrl5! u(rli.al ftnlllr
i:dil n1{:riiill! !1i(1, \,rr& lol

lrrrise I:l il.lll l,i{r

|h.,Ll'r (95,i) 5s7-15?0

irlolre (1rt,i) 3.i1)-.1777

lxr it);,il i87 ri r'

L:': ir)').ii i1-q-Jrr,i{)

Slrd rallzirl{ ln lli.'lterhtill al

liirul!n:,1 nr 3rilr1!loxl i']f.t,i.Irr

.lCLrkhllr$)il !tNr$,$/

l!!l':lnjrl rlt'r,,! I\yrlt)l.!lc:tl lr.rtrlurliorls

.l(lldlIlui. :ni,li..eirir & AihlLs

E I)i$rr & Slqrlruilf trriiunrndn

l, Cirndl) L hr:lli.rr/ L(|c['llrlilroLrt

!q Siilir l'xrrling lsil|\

tri l,1.nlr1!i $rJ |ll$il!'IllcL3ly

ld i 
'{r! 

it ,.illlrl i})nk llj.r$elirE

k, i:Llli * i,nii.:*rl i.)$is:rbnrl Edi{o::

t:tl,)tl1alrti,t4

i3L n srhrl).i1.i{/ lll'|,l |irUviry nl:order

llallrxllnr& lltxlturlrl

nnLlrlyrll oik|j,e\sior

g ii ei: lfirlid l}l,rl)lr0 r Cdlrlllul0it

tlr'i!rti: (:hllttit l' l:l ltilies

Ji).i? lt)ta.1 it llt.tltrt l l:a$t l lil

l\oh[,))t tob1ry /b] nllu,t:,ts ..

Sigr.rature ol Palient

@

Dilte

Date

Date

O20tTChilI & Irnnlily Psychologists
All Riglrs laeserv.d

Rrp.o(luc(ion ttxpr.ssly l'roltibiltd
Iicviscd 0l/10/2017

Spero, All
& Fanrily

- Relcale information l,r:

___lleqtlest ilt lom]alion l]om:

,- _-Share information with:

'f he lbllorving,.locr.rrnents !r,iy be i el.esed.

--* Progress Nercs _ Psychological Test Resulls 

- 
All documellts in iile

'lhe follo*ilg rnay be releascri lcrr tLc purpose ofcrinlinuiiy olcare: (Clleck approPlialt area)

All aod rveryr
Psychological Medicrllsvchiatric Leeal Edlcationol

fXrel',

I unclerstand tlrar this prolessionrlqonlrnunicaiion aulhotization, rlhich tnay include: Psychologicll,
Psychiarric, Legirl, Educarional, an.l N4edic!i Inforrrnliorr is s{bje.l to a wrillen revocaaioo Lry rre a1

iiry tirle ro Child &.farrily Psycirologisis. lD fhe e!e,1t I (lo nol rcvoke this consct)l in wrilirlg, this
rclease will expire when the purpose ior which the conselt was given has bcetl accomplished or
upon ternination of my trearment rl Chikl & fnmily Psychologists or on (ditlr of cxpiration, ii'
plcf'erred) *--_- I undcrstand thal only irtlonration galhered by lhis facilily is subiect
to lhis lrlease and said intbnnatiorl cannot be released by tl)e 1'acility receivir'ig tlre info uation for
any pu.Iose. A photocopy of this infbrmnlion rclease authorizatjou vill bc considc|ed as lalid as

the or igioal.

i undersland thit inlorlnatior] sent or disclosed pu.suant to this nrllllorization may be subjecr to Ie-
disclosure by the recipient ofyoLrr info.nlation and rlo lorger pralected by the HIPAA Privlrcy Rule.

(Address)
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II AI]I'HORIZA

(All Staflofthe: Schooi, tlospital, ['hysiciarr, Atlomey, or tnrlividtal)

Signaturc of Witness

\d&FE^v*?
*ffiu



&litchell [. Spero, I,sy.D. / Director

Licmsed Ps)(IohSist/ [Ll PI()0.10rS

(:r,lilid,! lirurr lpii.niid Iinril) Ilhlixrorl

:ll:g1:-
S.r$gr:ts! It.di.rl (!rlt.
ll('tl \\jc{ \!,Lnr!! llirLl. SLrite 101

SMrisc,Ii. lll:i lrtoa

|lrcnc (95i) i87-7520

prore (954) 3j9-2777

k\ {ri 1) 5S7 i5:7
itl-\ t95il -3,i9 31t.i0

st),r.rririrg rr I r'lrurnrenr ol

Ll,r.ti.r:ll xn(l ll?h ,ioial P,rLhrfs

olul!llLe r:r rd liL0l.i..!L\ /

|r\cL.tLl.rt ri l'jjr.lrr.Jgl.ilL iifu rrirlioLts

! i'lrllLl:r. lLL.ld:nri &1LhlL

G Lri!0ic3 :1, Srifu LllyAliLNr,irirL

Bl (irlrorlr Li ltLxo]rj / ll:leri lijsrinmry

Il$rxger.dfurriiy'l1leilly

g oiri; i'i .droirol i\lus! Counsilug

rvill be closed.

Shor:ld yor-r wish to reslime
hesitate 1o contacl n1e.

Sincerely,

Independent Contractor/Signature

hrrlepeldent Contractor/Printed Name

Psychological freatment, please do not

Date

Date

Name:

r\ddress:

Dear __

I hope this lctter finds you well- A period o1'time has gone by since our
last contact, If I do not heal from you within the next two rveeks, your fiLe

E

i3

Cltr l.J & I'Lr!1.r..trr ou,olilioftrl Sehlrviors

(tlta,l,n"! 1t.,1r)

.{ir r Lir lel(iil / III|t'l xctiyrtf lli rrlsr

lrrlixtn!)& l]!iL]rllnt

86 5i'.ei ri:ll ltlcdmoe Cinr0ltirion

1illlit\ CltLilet t; Iatlilii

,\tte 1:-1ll) ii! tnlt Caut4'

l',ahltlit tott:i ! ht dll tges .-.

0201? Child & Family Psychologists
All Rights Reserved

lLeproductiofl Dxpressly Prohibited
Revised 03/102017
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Patient Name

ATTIW
Appcrrance (Describe):

Pslgllorllolor activiU: hypelacliYc hypoactive
.,\lli:.t: apjrropriate congrueut full-r'ange bright ar)gr)i iuapplopliate
\4ood anrious Iabile ruigry expansive deplesserl euphoric other:
Bclqvfq: caln guarded bizrre agitateri rvithdiarvn feari'ul sarcastic sednctive

hostile impulsive other:

srandiose othcr:
Speed r:f Associatiorrs: normal slolv ol'idrls olltct :

C(X;]\ I'I'IYli II]NCTIONING:

Orientation: person place lime situation
Scnso urn: alert dlorvsy ccnlused
insiuhl: poor 1'air good

fudglllqlt: intact ir.npaircd

fugllgg[ helow-average averlge above-average superior
Nlenrqrrv: I{ecenl: intacl impailecl Rerrote: intact impaired
alollglnrUaUo.U Recent: intacr impailed Ren'iote: intncl impaired

.T'HOU GI.I'I' I'ROCIlSS/CONl'ENT :

A-:ip.9f.ttj!;1a )ogical circurnstantial iailgcntial disorclereci loose idels ol re.fetence

Delusions:
l'reoq.Q.up4Ligl:

Ycs No Explain:
Yes No Explain:

Obslr$ojtrlcqm"p-ubi,anr Yes No llxplain:
!1fc!t1al_!$9gg! Yes,4!o PastlPresent Icleations/lntent/Actir:ns

Hornigidal Potential; es,No Past,/Present kleations/lntent/Actions
Erplain:

Signalure of Indcpendcnt Contractor

l'ri rrlcd N ai-ru,, t I ii.pen,.l.irt cu,'ii,,. tr,l-

14
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\dqn?^ Telehealth Disclosure
afc ? zur lnstitute, lnc. (Form used with Legal consent)o 2020

q@l * Therapist Name: 

- 

License # 

-

?"filoqr" Phone: 954-587-7520 Fax: 954-587-7527

Telemedicine lnformed Consent

| (please print) hereby consent to engage in telemedicine (e.9., internet
or telephone based therapy) with my assigned therapisl as lhe main venue for my psychotherapy treatment. I

.rnderstand lhat telemedicine includes the practice of health care delivery, inclLrding mental health care delivery,
diagnosis, consultation, treatmenl, transfer of medical data, and education using interactive audio, video, and/or
data comnunications. lunderstand that telemedicine also involves the communication of my medical/menlal
health information, both orally and visually, to other health care practitioners.
I Lrnderstand that I have the following rights with respect to telemedicine:
(1) I have lhe right to withhold or withdraw consent at any time without affecting my right to future care or
lreatment nor risking the loss or withdrawal of any progranr benefits to which I would otherwise be entitled,
(2) The laws that protect the confidentiality of my medical information also apply lo telemedicine. As such, I

understand that the information disclosed by me during the course of my therapy is generally confidential,
However, tllere are both mandatory and permissive exceptions to confidentiality including, but not limited to:
reporting child, elder, and dependent adult abuse; exprtsssed threats ofviolence towards an ascertainable victim;
and where I make my mental or emotional state an issue in a legal proceeding. (See also Office Policies and
l-ilPAA Notice of Privacy Practices forms, provided to me, for more details of confidentiality and other issues.)
lalso understand that the dissemination oi any personally identifiable images or information from the
telemedicine interaction to researchers or other entities shall not occur without my writlen consent.
(3) I understand that there are risks and consequences from telemedicine. These may include, but are not limited
to, the possibility, despite reasonable efforts on the part of my psychotherapist, that: the lransmission of my
medical information could be disrupted or distorted by lechnical fa;lures, the transmission of my medical
information could be interrupted by unauihorized persons; the electronic storage of my medical informatlon could
be accessed by unauthorized persons and/or misunderstandings can more easily occur, especially when care
is delivered in an asyncilronous manner.
ln addition, I undersland that telemedicine based services and care may not yield the same results nor be as
complete as face-to-face service. I also understand that if my psychotherapist believes lwould be better served
by another form of psychotherapeutic service (e.g. face-to-face service), I will be referred to a psychotherapist
in my area who can provide such service. Finally, I understand that there are potential risks and benefits
associated with any form of psychotherapy, and that despite my efforts and lhe efforls of my psychotherapist,
my condition may not improve and in some cases may even get worse.
(4) I understand that I may benefit from telemedicine, but results cannot be guaranteed or assured. The benelits
of lelemedicine may include, but are nol limited to: finding a greaier ability to express thoughts and emotions;
transportation and travel difficulties are avoided; time constraints are minimized; and there may be a greater
opportunity to prepare in advance for therapy sessions.
(5) I understand that I have the right to access my medical in{ormation and copiBs of medical records in
acoordance with Fiorida law, that these services may not be covered by insurance and that if there is intentional
misrepresentation, therapy will be terminated.

Please provide us with your emarl address in order for us to add you to The Child and Family Psychologists
Mailing List and lor us to contact you:

* I havo read and undersland the information provided above, which has also been explained to me verbally.
I have djscussed it wilh my psychotherapist, and all of my questions have been answered to my satisfaction.

@

Date:Signature:
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