Dr. John R. Gielow, Psychologist, 229 E. Wisconsin Avenue, Suite 910, Milwaukee, WI 53202  
INFORMATION FORM FOR INSURANCE DEPENDENTS:  Date: ________________________

NAME: _________________________________________

Date of Birth: __________________

ADDRESS: ______________________________________            
Circle One:   Male      Female                                                                          CITY/STATE/ZIP________________________________

E-Mail: _______________________

Phone: Home: _______________ Work _____________ Cell Phone:_________________

Father’s Name _________________________


Mother’s Name _______________________

Address: ______________________________


Address: ____________________________

 ____________________________________


____________________________________

Phone: hm _____________ work ______________

Phone: hm ____________ work __________

Cell phone: ____________________



Cell Phone:____________________

Marital Status:  M   D   S   W




Marital Status:  M   D   S   W

Father can be contacted at home___ work ___


Mother can be contacted at home ___ work___ 

Circle or * numbers above where I can contact you. 
* I have specified contact/communication concerns on back of form: Yes or No (circle one) 

Siblings

_________________ relationship ______– DOB ___    _________________ relationship ________– DOB ___

_________________ relationship ______– DOB ___    _________________ relationship________ – DOB ___

Emergency contact person: _____________________________   Phone (     )_________________

Referred to therapist/Therapies East by _______________________________________________

Billing information should be sent to: _________________________________________________

INSURANCE INFORMATION:

Primary Insurance __________________________________________________

Precertification needed for sessions? yes ___ no ___ If yes, have you completed precertification? _____

Address_______________________________________________________INS Phone # (     )_________

Name of Insured ______________________________  Birth date _________SS# ___________________

Employer ______________________________________________________

Group/File # ___________________________________________________ Effective Date __________

ID # _____________________________

Secondary Insurance __________________________________________________

Precertification needed for sessions? yes ___ no ___ If yes, have you completed precertification? _____

Address _______________________________________________________ INS Phone # (     )________

Name of Insured _______________________________ Birth date:_________ SS# ___________________

Employer _______________________________________________________

Group/File # ___________________________________________________ Effective Date __________

ID # ______________________________

ASSIGNMENT OF BENEFITS:

Since my health insurance may cover the cost of service, I hereby authorize Dr. John R. Gielow and his agents to release to my insurance company and/or associated professionals only pertinent billing/diagnostic information from my medical records which may be necessary to determine benefits payable under my policy.  This information may be transmitted electronically.  I authorize payment directly to Dr. John R. Gielow/The Inner Well for services rendered.  I guarantee payment of any and all charges incurred for services rendered which are not covered by this assignment or by insurance benefits.
Parent or Client Signature_____________________________________    Date _______________________

Dr. John R. Gielow, Psychologist, 229 E. Wisconsin Avenue, Suite 910, Milwaukee, WI 53202  

Health and Psychosocial History Questionnaire

Client Name:______________________________
Date of Birth__________ Today’s Date __________

Presenting Problem:____________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Current Medical/Emotional Conditions (Please check all that apply):
__ Accidents

__ Addictive Behaviors

    __ Food    __ Caffeine

    __ Drugs  __Alcohol

    __Sex       __Spending

    __ Diet Products

    __ Nicotine

    __ Other: __________

__ Allergies: _________

__ Anemia

__ Anxiety

__ Appetite Disturbance

__ Arthritis

__ Asthma

__ Aches/Pain 

__ Cancer

__ Concentration Difficulties

__ Crying Spells

__ Depression

__ Diabetes

__ Diarrhea/Constipation

__ Dizziness

__  Eating Disorder

__ Epilepsy/Seizure Disorder

__ Fainting Spells

__ Fatigue

__ Headaches

__ Hearing Problems

__ Heart Problems

__ Hormone Imbalances

__ High Blood Pressure

__ Indigestion

__ Memory Loss

__ Migraines

__ Mood Swings

__ Nausea/Vomiting

__ Panic Attacks

__ Phobias/Fears

__ Sexual Issues

__ Sleep Problems

__  Stroke

__ Surgery

__ Vision Problems

__ Weight Loss/Gain

Additional Comments on above checklist: ____________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________

Medical Doctor _______________________________________________ Phone (       ) _____________

Previous Medical/Mental Health/Alcohol/Drug Abuse Hospitalizations/Operations (specify) and Dates: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________  ___ Check if additional information on back of form

Current Medications: ___________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Have you ever sustained any head injuries? __ Yes __ No If Yes, Please list dates:___________________

Current Social, Family and Environmental Stressors (Please check):

__ Abuse: Emotional, Physical, Sexual

__ Accidents

__ Birth, Adoption, Foster child

__ Death of ______________________

__ Divorce/Separation

__ Drug/Alcohol Abuse

__ Employment Changes/Difficulties

__ Environmental Catastrophe

__ Family Relation Conflicts

__ Financial Stressors

__ Illness

__ Legal Difficulties

__ Marriage (Recent)

__ Marital Difficultes

__ Miscarriage

__  Residential Move

__ School Difficulties

__ Separation/Abandonment

__ Other:________________________

________________________________________________________________

Additional comments or information that would help me understand your current situation: ___________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DX: (Clinician’s Use Only) ____________________________________________________________________________________________
Dr. John R. Gielow, Psychologist, 229 E. Wisconsin Avenue, Suite 910, Milwaukee, WI 53202  

I am voluntarily seeking services with Dr. John R. Gielow for myself _____________________________

Or my minor child/ward named _____________________________________beginning _____________.

I understand that:

1. I have responsibility in the development of my own or my child’s treatment plan. The treatment shall be developed with my understanding and approval. 

2. One of my rights is the right to specific, complete and accurate information concerning the purpose of treatment, including the benefits and side effects of treatment. 

3. I may request the opinion of a consultant or be given information concerning alternatives for treatment. 

4. Termination is usually an agreement between Dr. Gielow and myself, but I have the freedom to discontinue treatment at any time. 

5. This consent shall be valid from the date specified above until termination of therapy. 

I realize that: 

1. Dr. Gielow’s charge for services is $275 for the initial evaluation with subsequent sessions billed at $250 per hour, $200/45 minutes. 

2. My maximum hourly charge based on personal and economic circumstances is ____________, regardless of coverage. 

3. My insurance will be billed $275/250/200/hour if I choose to use my insurance for cover fee for services. 

4. Insurance payments and EOBs will be sent directly to the client so payment for services is expected at the time of service. 

5. I shall be responsible for any charges not covered by insurance plans. If I do not choose to use/authorize the billing of my insurance company, I will be responsible for the full cost of services. 

6. Any and all costs associated with collection activities, legal fees, accounting and other related activities required to secure payment will be my responsibility. 

7. My clinical information is confidential in accordance with the accompanying HIPPA agreement. 

I agree:

1. To keep scheduled appointments of to give a minimum of a 24-hour notice of cancellation. Failure to abide by this notice may result in my being billed the full fee for my session. (Insurance coverage does not apply). 

2. To review the material concerned my rights and responsibilities. A copy of the “DHSS Patient Rights” brochure is available in the waiting room areas. 

3. To consultation between Dr. Gielow and the Therapies East Associates staff and other consultants contracted by Dr. Gielow as deemed appropriate. 

Client Name (Please print) _______________________ Adult Signature __________________________









   (For minor child)

Client Signature ________________________________ Relationship to Child _____________________

John R. Gielow, PsyD. 

Licensed Psychologist

2/28/2008

WISCONSIN NOTICE FORM

Notice of Psychologists’ Policies and Practices to Protect the Privacy of Your Health Information

THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

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

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

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

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

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

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

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

II.  Uses and Disclosures Requiring Authorization 

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

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

III.  Uses and Disclosures with Neither Consent nor Authorization

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

· Child Abuse: If I have reasonable cause to suspect that a child seen in the course of my professional duties has been abused or neglected, or have reason to believe that a child seen in the course of my professional duties has been threatened with abuse or neglect, and that abuse or neglect of the child will occur, I must report this to the relevant county department, child welfare agency, police, or sheriff’s department. 

· Adult and Domestic Abuse: If I believe that an elder person has been abused, or neglected, I may report such information to the relevant county department or state official of the long-term care ombudsman.
· Health Oversight: If the Wisconsin Department of Regulation and Licensing requests that I release records to them in order for the Psychology Examining Board to investigate a complaint, I must comply with such a request. 
· Judicial or administrative proceedings: If you are involved in a court proceeding and a request is made for information about your diagnosis and treatment and the records thereof, such information is privileged under state law and I will not release the information without written authorization from you or your personal or legally-appointed representative, or a court order.  The privilege does not apply when you are being evaluated for a third party or where the evaluation is court ordered. You will be informed in advance, if this is the case.
· Serious Threat to Health or Safety: If I have reason to believe, exercising my professional care and skill, that you may cause harm to yourself or another, I must warn the third party and/or take steps to protect you, which may include instituting commitment proceedings.  
· Worker’s Compensation: If you file a worker's compensation claim, I may be required to release records relevant to that claim to your employer or its insurer and may be required to testify. 

John R. Gielow, PsyD. 

Licensed Psychologist

IV.  Patient's Rights and Psychologist's Duties

Patient’s Rights:

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

· Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You have the right to request and receive confidential communications of PHI by alternative means and at alternative locations. (For example, you may not want a family member to know that you are seeing me.  Upon your request, I will send your bills to another address.)  
· Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI in my mental health and billing records used to make decisions about you for as long as the PHI is maintained in the record.  On your request, I will discuss with you the details of the request process. 

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

· Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI regarding you.  On your request, I will discuss with you the details of the accounting process. 

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

Psychologist’s Duties:

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

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

· If I revise my policies and procedures, I will . . .[Notice must also describe how the psychologist will provide individuals with a revised notice, e.g., by mail.]

V.  Complaints

If you are concerned that I have violated your privacy rights, or you disagree with a decision I made about access to your records, you may contact me at (414) 278-7980x110 or by mail at 827 N. Cass Street, Milwaukee, WI 53202 or Kathleen Hickey, PhD, 827 N. Cass Street, Milwaukee, WI 53202 (414) 278-7980 x111. 

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

VI. Effective Date, Restrictions and Changes to Privacy Policy

This notice will go into effect on February 28, 2008. 

I reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI that I maintain.  I will provide you with a revised notice by US Postal Mail. 

I have read the “Wisconsin Notice form.” Policies and Practices to Protect the Privacy of Your Health Information on:

___________
______________________________________

_______________________________________

Date

Parent or Client Signature


Witness
