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Psychotherapy and Trauma Therapy LLC
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   2101 Pine Street, Philadelphia, PA 19103
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Agreement and Consent for Psychological Treatment and/or Evaluation

First, let me thank you for choosing me for help with your problems and challenges. I intend and expect to provide you with high quality professional outpatient psychotherapy and/or evaluation services. 

It is common for those new to therapy to feel both eager to get going and uncomfortable about starting the process of therapy. Do not let some awkwardness keep you from beginning what you know will be in your long-term interest. It is usual, as in most situations in life, that you will find that if you forge ahead, your issues will soon lessen. 

I, ______________________________________, agree to see Dr. Rhonda Greenberg for the following type of psychological services, please check any or all that applies:

__consultation, 
__assessment, 

__evaluation, and/or 

__outpatient psychotherapy treatment. 

I understand that I am responsible for all of my feelings that come up before, during, and after the intake, evaluation, and/or psychotherapy treatment. Evaluation, consultation and/or psychotherapy can have benefits and risks. Since psychological services often involve discussing some unpleasant aspects of your life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. On the other hand if you are receiving consultation and/or psychotherapy services, it has shown to have many benefits such as leading to better relations, finding solutions to specific and general problems, experiencing significant reductions in feelings of distress, and finding more comfort and ease in your life. But there are no guarantees of what you will experience. 

I understand that evaluation, consultation and/or psychotherapy does not, and cannot, create new emotions, thoughts, or memories and that any and all emotions, thoughts, and memories are my own. I hold myself responsible for any and all emotions, thoughts, and memories that I may experience during the course of or as a result of my therapy sessions. 

I agree to hold Dr. Greenberg and the Psychotherapy and Trauma Therapy LLC blameless, that I remove all liability and I agree to not engage in any litigation with Dr. Greenberg and/or the Psychotherapy and Trauma Therapy LLC.  This statement is correct and my signature at the bottom attests to agreement with this statement and all of the statements contained in this two page document.

With enough knowledge and without pressure, I enter into an evaluation and/or treatment with this therapist. I understand the basic ideas, goals, and methods of this evaluation and/or therapy. I have no important questions or concerns that the therapist has not discussed. I will keep my therapist fully up to date about any changes in my feelings, thoughts, and behaviors. I expect us to work together on any difficulties that occur and to work towards working them out in my long-term interest. 

I understand that I can end the therapy at anytime. If I am not satisfied by my progress toward goals, I will attempt to work through this with the therapist. Of course, I may stop treatment after giving the therapist notice and an opportunity for discussion and a possible referral.

Fee for Psychological Outpatient Services: I agree to pay $175.00 per session unless you are a Blue Cross/BS Customer and we are covered as providers in your plan. The copay will be determined by your insurance company. 
The fee for the first session is $275.00. Telephone conversations, site visits, report writing and reading, consultation with other professionals, release of information, extended sessions, travel time, etc. will be charged at the standard fee rate of $175.00 per 45 minute session, unless otherwise agreed upon.  I agree to pay Dr. Greenberg at the beginning of each new month when I receive the monthly invoice. Credit cards are put in at the end/or beginning of the month. I agree to meet with Dr. Rhonda Greenberg at the appropriate times and places we agree on. I agree to pay for uncancelled appointments or those where I do not give 24 hours notice that I will not attend. The only exceptions are unforeseen illness or bad weather. I understand that and accept that I am fully responsible for this fee and that the billing office working for this therapist will help me in getting payments from any insurance coverage I have and that may or may not apply. I understand that this agreement will become part of my record of treatment. 

Option for Psychological Evaluation: If a forensic psychology evaluation is needed, forensic psychology work and court costs are outlined in a separate Forensic Psychology Fee Schedule and Retainer Agreement
For psychological outpatient services, I agree to have a physical examination by my physician on a regular basis as deemed by my MD. I agree to alert Dr. Greenberg about any findings and/or prescription changes that are prescribed by my MD. For all patients and clients, it is recommended that you seek regular and follow up medical care with your physicians.

I agree that I am applying for mental health consultation, assessment, evaluation, or outpatient psychotherapy. I have been provided information regarding office policies, including fees, policies regarding missed appointments and late cancellations, and the right to refuse treatment.  

I understand that I may be recommended by Dr. Greenberg to seek additional/other help and am responsible to recognize that I may need to pursue additional/other treatment for the purposes of healing and recovery.

In case of emergency, if I am unable to reach Dr. Greenberg, and/or I feel that I cannot wait for a return call, I agree to contact my nearest emergency room, call 911, and/or go to my nearest ER and ask to speak with the physician and mental health practitioner on call. 

I have been offered a copy of the HIPPA, the privacy act information. 

My signature below means that I acknowledge receipt, review, understand, and agree completely with all of the above statements and points. My questions have been answered regarding this document and I am providing my signature in full agreement of the above noted statements.

Print Name: ______________________________ Signature: ___________________________

Date: ____________________________________

Print Name: ______________________________ Signature: ___________________________

Date: ____________________________________

DR. RHONDA E. GREENBERG, PSY. D.

Psychotherapy and Trauma Therapy LLC

Licensed Psychologist

66 Macculloch Avenue, Morristown, NJ 07960  (Mailing address and main office)

   2101 Pine Street, Philadelphia, PA 19103

973-267-7767 (o) 215-322-1857 (f)

NJ License: # S00354500            PA License: # PS 008601-L

@ Please fill out the accompanying paper work.

@ Thank-you for your time.

@ Please let us know anything that will make you be more comfortable during your visits with us.
We will be with you shortly
NAME: _____________________________________________  

ADDRESS: _______________________________  Town:  _______________    Zip:__________

PHONE #S: (h)  _____________  (w) _______________ (c )  _______________

EMAIL: ___________________________________________________________

DOB:     __________    OCCUPATION:  ______________   TODAY'S DATE: _____

How did you hear about us?_________________________________________________

__________________________________________________________________
1. What brings you to see Dr. Greenberg?

_______________________________________________________________________________________

2.   On the scale below please check the severity of your concerns/problems:

- mildly upsetting Your comments:

- moderately severe 

- very severe

- extremely severe

- totally incapacitating
Are you currently having any suicidal ideation?
_______________________________________________________________________________________
3. What are your goals to accomplish in the evaluation and/or psychotherapy?

_______________________________________________________________________________________
4. Whom have you previously consulted about your present problems? What happened?

____________________________________________________
5. Are you taking any medication? 

Yes  or No               If yes, who is prescribing your px:
_______________________________________________________________________________________
6.  Prescription drugs taken currently or in the past 6 months,  if any:

Prescription drug name                       FrequencylDosage                    Reason Prescribed:

Prescription drug name                       FrequencylDosage                    Reason Prescribed:

Prescription drug name                       Frequency/Dosage                    Reason Prescribed:

7.  Note any of the side effects of adverse reactions to medications listed above:

8. Do you use the following?

-Alcohol

-Tobacco

-Nonprescription Drugs

If yes to any of the above, How long used? How much used?

_______________________________________________________________________________________
8a. What is the condition of your physical health?

 b. Medical Record- Please circle all those that have occurred at any time.

Head injury     Learning Problems   Alcoholism             Substance Abuse

Hepatitis-       Chicken Pox             Rheumatic Fever    Cancer/Tumor

Measles         Thyroid Problems     Whooping Cough     Hernia

Poliomyelitis   Sinus Problems       Food Tolerance         Speech Problems 

Epilepsy         Bronchitis               Scarlet Fever             Asthma

Typhoid          Hearing problems  Tuberculoses            Special Diets                               

Bulimia/Anorexia                          STD                           Appendicitis

Hypertension  Stroke- Anemia     Kidney Disease         Gastrointestinal problems

Diabetes         Smallpox              Tonsillitis                    Heart Palpitations 

Significant weight loss/gain

Pneumonia     Neurological disease
Other _____________________________________

Allergies to food, drug, other: please list________________________

HIV Positive? Yes    No - How Long?

c. Do you experience any of the following? (If so please circle)

Abdominal Pain             Changes in Appetite           Dizziness

Bed Wetting                   Headaches                         Fatigue

Frequent Urination        Fainting Spells                    Chest Pain

Menstrual Problems      Breathing Problems            Nausea

Colds Nosebleeds        Constipation                        Eye Vision Problems

Sore throat Coughs      Toothache                           Memory Problems    Numbness

Diarrhea                        Vomiting                             Ear lnfections

Other? ________________________________________________
d. Please list your doctors and why you see them:

1. ____________________________

2. ____________________________

3. ____________________________

_______________________________________________________________________________________
9. Who is in your immediate family?

Where do they live?

_______________________________________________________________________________________
10. Relationship History- Who are you living with? Involved with?

_______________________________________________________________________________________
13. Other important information that we feel we need to know about you:

_______________________________________________________________________________________ 

Your signature and date                                                                                        Thank you
CONFIDENTIAL CLIENT INFORMATION
RHONDA E. GREENBERG, PSY. D.

Psychotherapy and Trauma Therapy LLC

Licensed Psychologist

66 Macculloch Avenue, Morristown, NJ 07960 (Mailing Address)

   

2101 Pine Street, Philadelphia, PA 19103

973-267-7767 (o)         215-322-1857 (f)

Rhondagreenberg@gmail.com  www.rhondagreenberg.org

NJ License: # S00354500            PA License: # PS 008601-L

PLEASE PRINT
Name (first, middle, last)___________________________________________________________________

Address:(city, state, zip) ___________________________________________________________________

Mailing Address (if different): _______________________________________________________________

Home phone (area code)(if OK to call): ____________________Cell phone: _________________________

Business phone (IF OK TO CALL): _________________________________________________________

Date of Birth: __________________________

Sex:  Male___ Female__       Marital Status:____ Single___ Married___ Divorced___ Separated   

Employer: _________________________ Full time/ Part time (circle)   Student: Full time/part time (circle)
Referred by: ________________________________      OK to acknowledge?   Yes   No

RESPONSIBLE PARTY INFORMATION
Name: (first, middle, last) _______________________________________________________

Address: _______________________________________________________________________________

Home phone (if ok to call): __________________ cell: _________________ Business: _________________
Relationship to Patient: _____________________________________________________

PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE: I authorize payment of medical or other information necessary to process all claims. I also request payment of government benefits to myself or to the other party who accepts assignment below.
SIGNED: _________________________________________________    DATE: _________________________  
INSURANCE INFORMATION: PLEASE FILL IN COMPLETELY
Please include a LEGIBLE copy of FRONT & BACK of your insurance card

Primary Insurance Carrier for Mental Health:____________________________________________________

Insurance phone number for providers for mental health: __________________________________________

Address of insurance company: _______________________________________________________________

Policy ID#: ________________________________________ Group#: ________________________________

Policy Holder: Name_________________________     Relationship to patient: _________________________

  Date of Birth: ________               Sex: M___ F___

Address (if other than patient): _______________________________________________________________

Home phone (IF OK TO CALL): _______________ Cell#: __________________Work# _________________

Employer: ____________________________________ 
Secondary Insurance:

Secondary Insurance Carrier for Mental Health: ___________________________________________________

Phone # for providers for mental health: _________________________________________________________

Insurance address: __________________________________________________________________________

POLICY ID#: ______________________________                               GROUP #: ______________________

Policy Holder (if other than patient) : ___________________________________________________________

Address of policy holder: _____________________________________________________________________












Date of Birth: ______________                      Sex:  Male          Female

Home phone (IF OK TO CALL) _________________     CELL: ________________   Work: _____________ 
Employer: _______________________________ Relationship to patient: _____________________________
INSURED’S OR AUTHORIZED PERSON’S SIGNATURE:

I authorize payment of medical benefits to Rhonda E. Greenberg PsyD for all services provided.
SIGNED: ___________________________Print your name______________________________   DATE: ___________
CREDIT CARD INFORMATION-CONFIDENTIAL INFORMATION

INFORMATION REMAINS IN LOCKED CABINETS

DR. RHONDA E. GREENBERG, PSY. D.

Psychotherapy and Trauma Therapy LLC

Licensed Psychologist

66 Macculloch Avenue, Morristown, NJ 07960  (Mailing address and main office)

   2101 Pine Street, Philadelphia, PA 19103

973-267-7767 (o) 215-322-1857 (f)

NJ License: # S00354500            PA License: # PS 008601-L
I, __________________________________, hereby give permission to Dr. Rhonda Greenberg PsyD and Psychotherapy and Trauma Therapy LLC to bill my credit card for the services that I am receiving. I understand that I will receive a statement monthly which will show my credit card payment.
__________________________________________________________________________
Printed Name

______________________________________                 __________________

Signature                                                                        Date:

Full name as it appears on credit card: __________________________________________

Credit card type: Visa _______  MC ______     AMEX ________   Discover _____

Credit Card Number : _____________________________ Expiration Date: _____________

3 digits on back of card: _____________            Zip code:____________

Street address bill goes to: _____________________________________________________

Your signature: ______________________________________________________________

Thank you! 

Your credit card will be processed monthly for your balance due 

unless other arrangements have been made with the billing office

Any questions about your billing, please call/fax Janet (office mgr)   

Confidential voice mail/text: 973-615-6330

Fax # 215-322-1857

drgreenbergmanager@gmail.com

DR. RHONDA E. GREENBERG, PSY. D.

Psychotherapy and Trauma Therapy LLC

Licensed Psychologist

66 Macculloch Avenue, Morristown, NJ 07960  (Mailing address and main office)

   2101 Pine Street, Philadelphia, PA 19103

973-267-7767 (o) 215-322-1857 (f)

NJ License: # S00354500            PA License: # PS 008601-L
CONFIDENTIALITY:

• All information disclosed within clinical sessions and the written record pertaining to those sessions are

confidential and may not be revealed to anyone without your written permission, except where disclosure is required by law. Disclosure may be required in the following circumstances: when there is a reasonable

suspicion of child or elder abuse or neglect; when a patient presents a danger to him/herself or to others; or is gravely disabled.

• Disclosure may also be required pursuant to a legal proceeding. If you place your mental status at issue in litigations by yourself, the defendant may have the right to obtain the psychotherapy records and/or testimony by Dr. Rhonda Greenberg. When couples and/or families are in treatment together, different family members may, at times, be treated individually; in these circumstances, confidentiality and privilege do not apply between the couple or the family members. Dr. Rhonda Greenberg will use her clinical judgment if and when revealing such information.

• If, during treatment, there is a clinical emergency, or Dr. Rhonda Greenberg has reasonable concern regarding, the patient’s ability to maintain his/her own personal safety, or the patient’s possible risk of harm to another person, Dr. Rhonda Greenberg is ethically and legally required to exercise whatever actions, within the limits of the law, are possible to prevent the patient from injuring him/herself or others. For this purpose, Dr. Rhonda Greenberg may also contact the person listed on the Intake Form for emergencies.

• Disclosure of confidential information may be required by your health insurance carrier or

HMO/PPO/MCO/EAP in order to process claims. Only the minimum information necessary will be

communicated to the carrier. Dr. Rhonda Greenberg has no control or knowledge of this information once submitted to the carrier.

TELEPHONE & EMERGENCY PROCEDURES:

• If you need to contact Dr. Rhonda Greenberg between sessions, please leave a message on the cell phone/ voice mail service at (973)267-7767 (0) or (215) 917-1469 (cell for emergencies), and your call will be returned as soon as is possible. If an urgent situation arises, please indicate this clearly in your message. If an emergency arises, and you need immediate assistance, leave Dr. Rhonda Greenberg a message, and call your local hospital or emergency services by calling 911.

THE PROCESS OF TREATMENT/EVALUATIONS:

• Participating in psychotherapy can result in a number of benefits for a patient, including improving interpersonal relationships, and the resolution of specific concerns and/or problems that led a patient to seek treatment.

• Working toward these benefits, however, requires effort from the patient. Psychotherapy requires a patient’s active involvement, honesty, and openness in order to achieve the necessary cognitive/behavioral goals. 

• During evaluation or treatment, remembering or discussing unpleasant events, emotions, or thoughts can result in a patients experiencing considerable discomfort or strong feelings of anger, sadness, worry, fear, etc., or experiencing anxiety, depression, insomnia, etc. Attempting to resolve issues that brought a patient to treatment initially, such as interpersonal relationship, may result in changes that were not originally considered or intended. Psychological treatment may result in changes regarding behavior, employment, chemical/substance use, education, residency and relationships. Sometimes a patient’s decision is viewed positively and/or negatively by others in the patient’s family, personal, and/or workplace environment. You are responsible for your own behaviors and emotions.  Dr. Greenberg is available to facilitate your understanding of your choices and provide healthy strategies and coping techniques.

• Treatment goals may be achieved easily and swiftly, but more often the process will be slow and even

frustrating. And there is no guarantee that psychological treatment will yield positive or intended results.

• During the course of treatment, Dr. Rhonda Greenberg will draw on various psychological treatment approaches, according to the presenting problem, and an assessment of what might best benefit the patient. The approaches include behavioral, cognitive/behavioral, psychodynamic, existential, family systems, developmental, or psychoeducation.

If you have any questions regarding the procedures used in the course of treatment, any risks, Dr.

Greenberg’s expertise in employing them, or about the treatment plan, please ask to receive a thorough

explanation. You also have the right to inquire regarding other treatment procedures for your condition or

problem and the possible benefits and risks.

• If a patient may benefit from a treatment procedure that Dr.  Greenberg does not provide, Dr.  Greenberg is ethically and legally obligated to refer a patient in obtaining those treatments.

• Dr. Rhonda Greenberg regularly consults with other mental health professionals regarding patient’s treatments; however, patient’s names and/or other identifying information are never mentioned: patient’s identities remain completely anonymous, and confidentiality is fully maintained.

• At the end of the first or second treatment sessions Dr. Rhonda Greenberg will assess the potential benefit of treatment for the patient. Dr.  Greenberg does not accept patients that are outside the scope of his competency; if this might become apparent, Dr.  Greenberg will provide several referrals to contact for continuing treatment.

• If at any time a patient needs another professional opinion or wishes to consult with another clinician, we will assist in locating a qualified practitioner; and, with the patient’s written consent, will provide

essential information needed.

• A patient has the right to terminate treatment at any time. If a patient chooses to do so, Dr. Rhonda Greenberg will offer to provide information for other qualified clinicians whose services might be 

have read, understand, and agree to comply with the above office policies:

                                  PAYMENTS & INSURANCE REIMBURSEMENT:

• Your payment or co-pay is due at the time of service; please remember to bring this with you to every visit. 

• Patients are required to pay the standard fee, 275.00 for the first, intake evaluation and  $175.00  per forty five (45) minute session, at the commencement of each session, unless other arrangements have been agreed upon. Blue Cross Blue Shield members are responsible for their deductable and copays.

• Telephone conversations, site visits, report writing and reading, consultation with other professionals, release of information, extended sessions, travel time, etc. will be charged at the standard fee rate, unless otherwise agreed upon.

• Please notify Dr.  Greenberg if any problem arises during the course of treatment regarding your ability to make timely payments.

• Patients who carry insurance please note our billing manager, Ms. Janet Spanudis, will be able to submit on your behalf with your written consent provided.

• If you account becomes unpaid or overdue, and there is no written agreement for a payment plan, Dr.  Greenberg may use legal means (court, collection agency, etc.) to recover all fees and collection costs due and payable.

CANCELLATION POLICY:

• Since the scheduling of an appointment involves the reservations of time specific for each patient, a minimum of 24 hours notice is required for rescheduling or canceling an appointment.

• The full fee will be charged for sessions missed without such notification. Most insurance companies do not reimburse for missed sessions.

I have read, understand, and agree to comply with the above billing policies:

Print Name: ______________________________ Signature: ___________________________

Date: ____________________________________

Print Name: ______________________________ Signature: ___________________________

Date: ____________________________________
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