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_________________________________________________

CONSENT TO PROVIDE PSYCHOLOGICAL TREATMENT OR EVALUATION  
AND/OR EVALUATE YOUR CHILD(REN)
NOTE:

BOTH BIOLOGICAL/LEGAL CUSTODIAL PARENTS ARE REQUIRED TO SIGN AND DATE THE FORM

To be completed for each of your children under the age of 18 years old.

Thank you for attending your first appointment with Dr. Greenberg.  Please complete this form so that we can provide the best service for you and your family.  All information is kept confidential.

If this is an evaluation, please note that Dr. Greenberg will conduct a mental status, social history, family history, medical and school history, psychological and/or psychiatric history, interview, and assess family functioning.  With the agreement and written, signed informed consent from the parent(s), Dr. Greenberg will access information from family members, teachers, and professionals to help understand the issues and make recommendations as needed. 

Dr. Greenberg will keep confidential from outside parties anything you or your child says with the following exceptions:   a. The parents direct and provide permission to tell someone else by signing a release of information form.  This includes releases you sign to a parent’s attorney.  In situations of voluntary disclosure to a third party to assist in your child’s and family care, parents can limit what is disclosed, b.  Dr. Greenberg determines that the child is a danger to him or herself, or to others, c. Child, elder or dependent person abuse reporting as mandated by law

The services will be rendered in a professional manner consistent with ethical guidelines.  

I am pleased you have selected me as the psychologist to evaluate and/or work with your child. This document is designed to inform you about my practice and ensure you understand our professional relationship. I am licensed by the states of New Jersey and Pennsylvania as a Licensed Psychologist. My psychology practice is directed to individual, couple, child and family counseling. Prior to entering practice, I earned a doctorate in Applied Psychology from the Rutgers University, The Graduate School of Applied and Professional Psychology, an APA approved program and completed my doctoral internship at the University of Maryland, School of Medicine.

I accept in my practice only clients who 1 believe have the capacity (with or without help of family members) to resolve problems with my assistance. Some clients need only a few counseling sessions to achieve their goals, while others may require weeks, months, or even years of therapy. This is highly individual in matter. As the parent of a client, you are in complete control and may end our counseling relationship at any point. There are special cases, especially with children, when the parents decline to take so many directions of intervention 1 suggest that I feel I cannot help them. If this occurs with you, I may choose to refer you to someone else for a different approach. If this is an evaluation, please note that I will conduct a mental status, social history, family history, medical and school history, psychological and/or psychiatric history, interview and access information from family members, teachers, and professionals only with the written informed consent from the parent(s), and make recommendations. If this is only an evaluation, I may make a referral for your child and family to see licensed professional(s) who can assist in helping your child. I will keep confidential from outside parties anything you or your child says to me with the following exceptions:

I determine the child is a danger to him or herself or others (but I will make every effort to include the child and parent or guardian in this determination); Child, elder, or dependent person abuse reporting as mandated by law;

I am ordered by a court to disclose information (this includes the possibility in child custody situations or litigation); If legitimate fee collection efforts become necessary; HIV status may be disclosed to spouse or partner; You direct me to tell someone else by signing a release of information form. This includes releases you sign with an insurance company which are activated once you apply for reimbursement. This also includes a mental disorder diagnoses that Dr. Greenberg places on a bill submitted to insurance for reimbursement. In situations of voluntary disclosure to a third party to assist in your child's care, parents can limit what is disclosed.
Special laws apply to alcohol and drug information disclosure. You must give separate written consent to disclose such information (except with some insurance companies which include alcohol and drug information in their release). A general medical release of information will not suffice. Use of information in the treatment or evaluation record for criminal investigation or prosecution is prohibited.

Children and adolescents are a special situation. I may ask the parents or guardians, especially in the older child or adolescent to waive the parental right to full disclosure of the content of the child or adolescent's therapy session and treat the situation of confidentiality as an adult. I will then tell the child there are two situations where I will break confidentiality-- If they are suicidal or homicidal.
If they have a drug problem we can not work out in counseling, I will tell the child.  In most situations, I will inform them before I go to their parents or guardians--with the idea they tell you first. In the event I feel I need to consult another professional in order to provide for your child's needs, I will do so, but only in a professional manner. Your identities will be kept anonymous. I will use the same above guidelines to maintain confidentiality. Tell me if this is a concern. 
Please note it is impossible to guarantee specific results regarding counseling goals for your child. The success of our work together depends much on your child's and your own motivation and efforts. Together we will work to provide the best possible results for your child. Ethics requires I inform you counseling could make matters worse and you are free to discontinue or get a second opinion at any time. In order to get the most out of your time and money, I suggest you support your child to follow through on ideas we generate in our sessions, to the degree you feel comfortable, and to the degree you are not too intrusive with the child. I also expect you, as parents or guardian, to either follow through or talk with me about why you believe a particular suggestion is not correct. Different guidelines may apply to psychological evaluations.

If you wish to seek reimbursement for my services from your health insurance company, my office can file for you. The fee is either due at the time of service or within 10 days after receiving your invoice that will be sent to you. Cash, personal checks, VJSi, MasterCard, American Express, and Discover are accepted. In the event you are unable to keep an appointment, I need 24 hour advance notice or there will be a charge for the missed appointment. I assure you my services will be rendered in a professional manner consistent with ethical guidelines.

I must caution you that the information will include a mental diagnosis in order to get re-imbursed that will follow you on computer records passed on to future insurers. In cases where there is no mental disorder serious enough to meet your particular insurance company’s guidelines, I will not give your child a more serious diagnosis simply to qualify for insurance. If you pay out of pocket, the information is more in your control. If this is an evaluation for asylum or forensic evaluation, you will not be able to seek reimbursement from your insurance company. Any attempt to do so by you, is considered fraud.

Any reimbursement from the insurance company should be sent directly to me. Please do not assign any payment to yourself. The amount and schedule to insurance reimbursement varies with the particular insurance company and plan. It is the client's responsibility to provide Dr. Greenberg with correct insurance information.

CONSENT TO PROVIDE PSYCHOLOGICAL TREATMENT OR EVALUATION  

AND/OR EVALUATE YOUR CHILD(REN)

If you have any questions, feel free to ask.  Please sign and date below for your minor child (ren) 

I, (mother’s full name) __________________________________ and 

    (father’s full name) __________________________________  

    authorize for evaluation and/or  treatment or evaluation  of my Minor Child(ren) (under the age of 18)
Child’s full name  ________________________       Date of Birth:  _________________

If additional children:

Child’s full name  ________________________       Date of Birth:  _________________

Child’s full name  ________________________       Date of Birth:  _________________

Child’s full name  ________________________       Date of Birth:  _________________

Mother:    Print name: _______________________________   Signature: ___________________________                                                               Date of Birth _______________  today’s date __________                                        

Father :    Print name: _______________________________   Signature: ____________________                                                               Date of Birth _______________  today’s date __________        

Thank you.       

DR. RHONDA E. GREENBERG, PSY. D.

Psychotherapy or evaluation and Trauma Therapy LLC

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

66 Macculloch Ave Morristown, NJ 07960 (Mailing Address)
   

2101 Pine Street, Philadelphia, PA 19103

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

Rhondagreenberg@gmail.com        www.rhondagreenberg.com

CONFIDENTIALITY FORM:
• 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 or evaluation records and/or testimony by Dr. Rhonda Greenberg. When couples and/or families are in treatment or evaluation 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 or evaluation, 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 OR EVALUATION/EVALUATIONS:

• Participating in psychotherapy or evaluation 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 or evaluation.

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

• During treatment or evaluation, 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 or evaluation initially, such as interpersonal relationship, may result in changes that were not originally considered or intended. Psychological treatment or evaluation 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 or evaluation 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 or evaluation will yield positive or intended results.

• During the course of treatment or evaluation, Dr. Rhonda Greenberg will draw on various psychological treatment or evaluation 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 or evaluation, any risks, Dr. Greenberg’s expertise in employing them, or about the treatment or evaluation plan, please ask to receive a thorough explanation. You also have the right to inquire regarding other treatment or evaluation procedures for your condition or problem and the possible benefits and risks.

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

• Dr. Rhonda Greenberg regularly consults with other mental health professionals regarding patient’s treatment or evaluations; 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 or evaluation sessions Dr. Rhonda Greenberg will assess the potential benefit of treatment or evaluation 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 or evaluation.

• If at any time a patient needs another professional opinion or wishes to consult with another clinician, 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 or evaluation 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:

NOTE: If this is a forensic psychological evaluation,  Insurance does not cover forensic psychological evaluations.
• Your payment or co-pay is due at the time of service; please remember to bring this with you to every visit, or if you would like, you can pay when you receive your monthly bill from the office manager. 

For psychotherapy/counseling: 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.

• 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.

• Please notify Dr.  Greenberg if any problem arises during the course of treatment or evaluation 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.

For Psychological evaluations:  Fee structure is different than psychotherapy.  You will be provided with a separate fee form for this service.

• 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 policies:

Print Name: ______________________________ Signature: ___________________________

Date: ____________________________________

Mother:    Print name: _______________________________   Signature: ___________________________                                                               Date of Birth _______________  today’s date __________                                        

Father :    Print name: _______________________________   Signature: ____________________                                                               Date of Birth _______________  today’s date __________        

DR. RHONDA E. GREENBERG, PSY. D.

Psychotherapy or evaluation and Trauma Therapy LLC

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

66 Macculloch Ave Morristown, NJ 07960 (Mailing Address)
   

2101 Pine Street, Philadelphia, PA 19103

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

Rhondagreenberg@gmail.com        www.rhondagreenberg.com

________________________________________________________________________________________
Intake Form (for minor under age 18)

(to be filled out by parent or legal guardian)

· Thank-you for attending your first appointment with Dr. Greenberg

· Please complete this form so that we can provide the best service for your children and your family

· All information is kept confidential.

· Please let us know anything that will make you be more comfortable during your visits with us.
CHILD'S NAME                                                                        DOB 
________________________________________________________________________

ADDRESS TOWN ZIP

________________________________________________________________________
PHONE#S 
________________________________________________________________________
MOTHERS NAME:                                          FATHERS NAME:

________________________________________________________________________
Child lives with: (Name all people) –
________________________________________________________________________
What brings you and/or your child to see Dr. Greenberg?

________________________________________________________________________
On the scale below please check the severity of the concerns/problems:

- mildly upsetting 
- moderately severe 

- very severe

- extremely severe

- totally incapacitating

________________________________________________________________________What are your goals for your child to accomplish in the evaluation andlor in therapy?
________________________________________________________________________Whom have you previously consulted about the present problems? What happened?
_______________________________________________________________________
Child's primary Care Physician (PCP) or pediatrician: Name, Phone number, Fax number if possible
________________________________________________________________________Reason last seen Date of last physical exam 
_________________________________________________________________________

1 st person to contact in case of emergency: Name and Phone

2nd person to contact in case of emergency:  Name and Phone
_________________________________________________________________________

School  and Grade: Provide academic education background if applicable
_________________________________________________________________________

Mother's Name                                          Age

Occupation

Can mother be contacted at work if I do not identify myself as a doctor? Yes   No 
_________________________________________________________________________

Father's Name                                                 Age 
Occupation

Can father be contacted at work if I do not identify myself as a doctor? Yes   No
_________________________________________________________________________

Marital status of natural parents of child (circle):

Married  Living together  Separated  Not married  Mother remarried  Divorced

One parent deceased   Father remarried    Other

_________________________________________________________________________

If parents are divorced or separated, state the Custody arrangements and who has leqal

Custody/quardianship:

_________________________________________________________________________

What are your child’s strengths?

__________________________________________________________________________

Has your child ever been diagnosed as learning disabled/learning challenged? Yes - No -.

Please describe if applies:
__________________________________________________________________________
Has your child ever been sexually abused? physically abused? emotionally abused?-NO  YES
If yes, please explain:
_____________________________________________________________________________________
Is there a family history of any of the following? Please note person with symptoms:

Over-active         Alcoholism             Epilepsy         Impulsive        Chronic Illness         Drug Abuse 
Suicide          Mood Disorder            Anger Problems       Learning Problems
Marital Problems     Head Injury                
Sexual Abuse*       Emotional Abuse*     Physical Abuse 

Your comments:

________________________________________________________________________Do any family members have any special medical problems? Yes , No -
Please explain;

If yes, please tell us the impact of the medical problem(s) on your child, if any
________________________________________________________________________Does your child show any of the following characteristics? (if so, please check, circle)

Happy most of the time             Free-spirited                Insightful                 Empathic        Witty Funny          Selfish                  Untruthful                     Impulsive                Quick-tempered 
U n r u l y     Resentful               Distractible                 Cruel                        Reclusive 
Resents authority                      Awkward                    Quarrelsome           Inconsiderate Oppositional                              Indifferent                     Emotional               Adaptable                     Easily led                                   overly active               Considerate            Affectionate                   Stubborn                                   Sensitive                     Obedient                 Moody
Industrious                                Problems Concentrating
 Tell us about your child as a baby, a young infant and early development years: 
______________________________________________________________________________

What else would you like to tell us about Your child?

Who referred you to Dr. Greenberg: __________________________________________

If you were referred to us, do we have permission to write a note of thanks to them?
Yes   No
If yes, please provide your signature here to consent to writing a note of thanks to the person who referred you to Dr. Greenberg . Your signature __________________
Mother:    Print name: _______________________________   Signature: ___________________________                                                               Date of Birth _______________  today’s date __________                                        

Father :    Print name: _______________________________   Signature: ____________________                                                               Date of Birth _______________  today’s date __________        

DR. RHONDA E. GREENBERG, PSY. D.

Psychotherapy or evaluation and Trauma Therapy LLC

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

66 Macculloch Ave Morristown, NJ 07960 (Mailing Address)
   

2101 Pine Street, Philadelphia, PA 19103

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

Rhondagreenberg@gmail.com        www.rhondagreenberg.com

INSURANCE FORM:
_________________________________________________________________________________

Name of Insured:

___________________________________________________________________________________
Name of Client:

_________________________________________________________________________________
Person Responsible for Payment: 
__________________________________________________________________________________
Address:

Mailing Address (if different):

___________________________________________________________________________________
Home Phone :                                     Cell:                                  Business:

Call restrictions?

Email:

___________________________________________________________________________________
Social Security # :                                                                                       

Date of Birth of client:

Date of Birth of Insuree:

Sex:   Male    Female                            
Marital Status: Single - Married - Divorced - Separated
Employer: FuII time/Part time (circle)

Student (circle): Full time/Part time

RESPONSIBLE PARTY INFORMATION

___________________________________________________________________________________
Primary insurance Carrier
___________________________________________________________________________________
Ins Phone #

___________________________________________________________________________________
Address:

___________________________________________________________________________________
Policy Holder: 
___________________________________________________________________________________
Employer:

_________________________________________________________________________

Policy ID #          

GROUP #
___________________________________________________________________________________
SECONDARY INSURANCE

___________________________________________________________________________________
Secondary insurance Carrier: 
___________________________________________________________________________________
Ins Phone #

___________________________________________________________________________________
Address:

___________________________________________________________________________________
Policy Holder: 
___________________________________________________________________________________
Employer:

_________________________________________________________________________

Policy ID #          

GROUP #

___________________________________________________________________________________
INSURED OR AUTHORIZED PERSON'S SIGNATURE:

I authorize payment of medical benefits to Rhonda E. Greenberg Psy.D. and/or Psychotherapy and Trauma Therapy LLC for all services provided.
PRINTED NAME: ____________________________________

SIGNED:               ____________________________________

DATE:                    _________________

DR. RHONDA E. GREENBERG, PSY. D.

Psychotherapy or evaluation and Trauma Therapy LLC

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

66Macculloch Ave Morristown, NJ 07960 (Mailing Address)
   

2101 Pine Street, Philadelphia, PA 19103

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

Rhondagreenberg@gmail.com        www.rhondagreenberg.com

______________________________________________________________________________
CREDIT CARD INFORMATION

1, hereby give permission to Rhonda Greenberg, Psy.D . and Psychotherapy and Trauma Therapy LLC to bill my credit card for the services that I am

receiving. I understand that I will receive both an invoice around the middle of each month.

___________________________________________________________________________________
Full Name on credit card:

___________________________________________________________________________________
Credit Card Type:  Visa - American Express Mastercard - Discover - Other? 
___________________________________________________________________________________
CC #:

___________________________________________________________________________________
Three to Four Digits Code on CC:

___________________________________________________________________________________
Expiration Date:

___________________________________________________________________________________
Your zip code:

	

	


	Amount: 


My signature authorizes Dr. Greenberg and Psychotherapy or evaluation and Trauma Therapy LLC to bill my credit card as per the fees discussed for the evaluation and/or treatment or evaluation.

PRINTED NAME: ____________________________________

SIGNED:              ____________________________________

DATE:                     _______________________________________

See you soon.  Thank you. If you have any questions, please do not hesitate to contact Dr. Greenberg or the office.
14

