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Patient Intake Packet

Personal Information

Last name: 
___________________________
First name: 
__________________________________

DOB: 
__________________________________
Social Security number:
____________________

License number/ID number:    ____________________________________________________________

Current address:
______________________________________________________________________

____________________________________________________________________________________________

E-mail address:
______________________________________________________________________

Phone number:
______________________________________________________________________

Employer: 

______________________________________________________________________

Employer address:
______________________________________________________________________

Title:
_____________________________________________________________________________________

Emergency contact name: 
_______________________________________________________________

Relationship to you: 
_______________________________________________________________

Phone number:

_______________________________________________________________

Insurance Information

Insurance provider:
______________________________________________________________________

Name of policy holder:
________________________   Relationship to you: _______________

Date of birth: ______________________________________   

Member ID number: _______________________________   Group number: ____________________

Fee for Service and Accepted Insurance Provider/s Information

The initial consultation is a flat rate of $200 for a 30 minute session with Dr. Davidson. All sessions after the initial consultation will be 45 minutes long and you will be charged based on our sliding scale which ranges from $100-$600 per session.

If you choose to use your insurance provider’s out of network benefits, you are responsible for inquiries related to eligibility/access. We will bill your insurance provider for you, however, you are responsible for collecting and providing the payment 
The Patient/Guardian of the patient if the patient is under 18 years of age is ultimately responsible for the full payment of any and all services rendered.

The Patient/Guardian is responsible for any and all co-payments/deductibles/fees for service at the time of your visit. 

If your respective Insurance Provider does not pay a claim within 90 days of submission, you the patient/Guardian is responsible for taking an active part in the recovery of the claim i.e. directly contacting your Provider with queries about the delinquent payment/s. 

The patient/Guardian will be responsible for full payment of all sessions past, present and future which were/are not covered by your Insurance Provider pending the conclusion of any claim/s dispute or as a result of changes made to your policy during the calendar year. 

If your appointment is not canceled within the mandatory 48 hour cancellation notice period, you will be fully responsible for the total amount due for the missed session i.e. any and all co-payments/full session charge/deductibles/fees for service. 

I have read and agree to the above stated payment policies:

Patient’s name:

__________________________________________________________________

Parent/Guardian’s  name:
__________________________________________________________________

Patient or Parent/Guardian’s signature:
___________________________________________________

Date:
________________________________________________________________________________________

Information Release Authorization 

This form when completed and signed by you, authorizes Dr. Heather Davidson to release protected information from your clinical record to the person you designate. 

I authorize my psychologist,                                                      and/or his or her administrative and clinical staff to release my medical and treatment records.

This information should only be released to: 

Name:         ____________________________________

Address:      ____________________________________

Phone:        _____________________________________

This authorization shall remain in effect from (start date) _____________ to (end date) __________

You have the right to revoke this authorization, in writing, at any time by sending such written notification to our office address.  However, your revocation will not be effective to the extent that we have taken action in reliance on the authorization or if this authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim. 

I understand that my psychologist generally may not condition psychological services upon my signing an authorization unless the psychological services are provided to me for the purpose of creating health information for a third party.  

I understand that information used or disclosed pursuant to the authorization may be subject to re-disclosure by the recipient of your information and no longer protected by the HIPAA Privacy Rule.

Patient’s name:

__________________________________________________________________

Parent/Guardian’s  name:
__________________________________________________________________

Patient or Parent/Guardian’s signature:
___________________________________________________

Date:
________________________________________________________________________________________
Informed Consent to Psychotherapy

Therapy is a relationship that works in part because of clearly defined rights and responsibilities held by each person. This frame helps to create the safety to take risks and the support to become empowered to change. As a client in psychotherapy, you have certain rights that are important for you to know about because this is your therapy, whose goal is your well-being. There are also certain limitations to those rights that you should be aware of. As a therapist, I have corresponding responsibilities to you. 
With the exception of certain specific exceptions described below, you have the absolute right to the confidentiality of your therapy. I cannot and will not tell anyone else what you have told me, or even that you are in therapy without your prior written permission. Under the provisions of the Health Care Information Act of 1992, I may legally speak to another health care provider or a member of your family about you without your prior consent, but I will not do so unless the situation is an emergency. I will always act so as to protect your privacy even if you do release me in writing to share information about you. You may direct me to share information with whomever you chose, and you can change your mind and revoke that permission at any time. You may request anyone you wish to attend a therapy session with you. 

You are also protected under the provisions of the Federal Health Insurance Portability and Accountability Act (HIPAA). This law insures the confidentiality of all electronic transmission of information about you. Whenever I transmit information about you electronically (for example, sending bills or faxing information), it will be done with with special safeguards to insure confidentiality. 

If you elect to communicate with me by email at some point in our work together, please be aware that email is not completely confidential. All emails are retained in the logs of your or my internet service provider. While under normal circumstances no one looks at these logs, they are, in theory, available to be read by the system administrator(s) of the internet service provider. Any email I receive from you, and any responses that I send to you, will be printed out and kept in your treatment record. 

The Following are legal exceptions to your confidentiality:

1. If I have good reason to believe that you will harm another person, I must attempt to inform that person and warn them of your intentions. I must also contact the police and ask them to protect your intended victim. 
2. If I have good reason to believe that you are abusing or neglecting a child or vulnerable adult, or if you give me information about someone else who is doing this, I must inform Child Protective Services within 48 hours and Adult Protective Services immediately. If you are between the ages of 16 and 18 and you tell me that you are having sex with someone more than five years old than you, or sex with a teacher or a coach, I must also report this to CPS, even though at age 16 you have the right to consent to sex with someone no more than five years older than you. I would inform you before I 
took this action. 

3. If I believe that you are in imminent danger of harming yourself, I may legally break confidentiality and call the police or the county crisis team. I am not obligated to do this, and would explore all other options with you before I took this step. If at that point you were unwilling to take steps to guarantee your safety, I would call the crisis team. 

4. If you tell me of the behavior of another named health or mental health care provider that informs me that this person has either a. engaged in sexual contact with a patient, including yourself or b. is impaired from practice in some manner by cognitive, emotional, behavioral, or health problems, then the law requires me to report this to their licensing board. I would inform you before taking this step. 
I have read this statement, had sufficient time to be sure that I considered it carefully, asked any questions that I needed to, and understand it. I understand the limits to confidentiality required by law. I consent to the use of a diagnosis in billing, and to release of that information and other information necessary to complete the billing process.  I understand my rights and responsibilities as a client, and my therapist's responsibilities to me. I agree to undertake therapy with Dr. Heather Davidson. I know I can end therapy at any time I wish and that I can refuse any requests or suggestions.

Patient’s name:

__________________________________________________________________

Parent/Guardian’s  name:
__________________________________________________________________

Patient or Parent/Guardian’s signature:
___________________________________________________

Date:
________________________________________________________________________________________

