
HARBORSIDE COUNSELING SERVICES*
* An Independent Practice Association
CLIENT REGISTRATION
Thank you for choosing our office.  In order to serve you properly, we will need the following information.




	PLEASE PRINT:
Name: _____________________________________________________Date: _____________
(Parents/caregivers): ___________________________________________________________
Address: _____________________________________________________________________
                       (Street)                                                                                      ( City)                                          ( State )          ( Zip)
Phone: Home:__________________ Work:  ___________________ Cell:  __________________
E-Mail__________________________________
Social Security #: _________________________Gender: ___ Date of Birth: _________  Age____
Marital Status:  ◻ Single  ◻ Married   ◻ Separated   ◻  Divorced   ◻ Widowed   ◻ Other
Emergency Contact: _______________________________ Phone: _____________________
Who referred you: ______________________PCP:____________________________________
Address: _______________________________________Phone: ________________________

	Primary Insurance Company: ____________________________________________________
ID#:____________________________________________  (a copy of both sides of card must be attached)

Effective date:________________ Employer: ___________________________Co-pay: _______
Auth #: _____________________________    Therapy in the past 12 months?  ◻ Yes       ◻  No
If patient is NOT policy holder, fill in below:    Policy Holder Information:  
Name: ______________________________D.O.B: __________SS#:______________________
Relationship: ◻  Parent  ◻ Spouse ◻ Child  ◻ Other   Employer: __________________________

	Secondary Insurance Company:_______________________________________ ID#:_____________________________________  (a copy of both sides of card must be attached)
Effective Date: ________________ Employer: _________________________Co-pay: _________
Auth #: _______________________________Auth. Dates: from:__________to: ______________
If patient is NOT policy holder, fill in below:     Policy Holder Information:
Name: ______________________________D.O.B: ___________SS#:_____________________
Relationship: : ◻ Parent  ◻ Spouse ◻ Child  ◻ Other   Employer:   

	EAP: ______________________________
# of sessions: _______ Authorization # ________________________ End Date: ____________
Client is Self-Pay @________________________________
_________________________________________________________________________________________________________
Federal regulations allow me to use or disclose Protected Health Information from your record  to provide treatment, obtain payment for the services I provide and  operate my  practice.  Nevertheless, I ask your consent in order to make your permission explicit. My Notice of Privacy Practices describes these disclosures in greater detail which you have the right to review before signing this consent.  
I hereby authorize the provider of service to furnish information requested by my Insurance Carrier and I hereby assign to the provider all payments rendered to myself or my dependents. I understand it is my responsibility to pay for any deductible amount, co-payment or other allowable balance not paid for by my insurance.
Date_____________________  Signature ____________________________________________________________

	For office use:  Therapist___________________DX_____________TX_________  OCR  Yes /  No


Late Cancellation & Missed 
Appointment Policy
            Once you schedule an appointment with a Harborside therapist, that time is reserved exclusively for you. In order to successfully operate our Independent Practice Association, we need to be able to rely on these therapy appointments.  Therefore, we have established the following policy for missed and canceled appointments. 
For any appointment that is missed or canceled with less than the required 24 hour notice, no matter what the reason, clients will be charged the fee that Harborside Counseling would have billed for that session, as shown below. Also, keep in mind that missed or late canceled appointments are not covered by your health plan and cannot be billed to your insurance company.

	Initial Evaluation                $200
	Psychopharmacology only   $85-$115
	Phone calls 10 minutes or more  $130 hour, prorated

	Individual Therapy             $130
	Psychopharmacology and 1/2 hour therapy                       $150
	Legal reports             $200/hour                 

	Couple or Family Therapy $175
	Psychopharmacology and 1 hour therapy                      
$215
	Court appearances  $250/ hour plus expenses, 4 hour minimum paid in advance

	Group Therapy                   $50
	
	


We realize that on infrequent or rare occasions an event may occur in your life that requires the canceling of your scheduled appointment with less than the required 24 hours. Such cancellations may be the result of a sudden illness in yourself or family member, the untimely breakdown of your automobile or an employer requiring you to stay late at the office. We will do our best to offer you a timely rescheduling of your appointment. Nevertheless, keep in mind that regardless of the understandable reason for cancelation, you will still be charged for the time we have reserved for you.  
The only exception to this policy is for cancellation in severe weather. If the driving conditions are such that you do not feel safe driving to our office, please call us as soon as possible. If you call us and we confirm your cancellation due to inclement weather, the cancellation fee will be waived. If you do not call, regardless of weather conditions, you will still be charged.  
We have tried to make this information clear and understandable. Should you have any additional questions, please discuss them with your individual therapist.
I have been informed of the policies and procedures at Harborside Counseling Services. 
Signature:_____________________    Date:___________
Harborside Counseling Services
143 State Street                  8 Thorndike Street
Newburyport, MA 01950     Beverly, MA 01915
978-462-7057                      978-922-4888
Welcome to my office. I am pleased to have the opportunity to work with you. I hope this handout will provide helpful information about my services.  If you have any questions or concerns, I would like to discuss them with you.
IN CASE OF EMERGENCY
In psychiatric emergencies, please attempt to contact me directly at my office. I check for messages frequently. In extreme emergencies, go directly to your local hospital’s emergency room.  When I am on vacation, I will give you the name of a colleague covering my practice. 
BILLING AND PAYMENT OF FEES
Payment is expected at the time of your appointment unless other arrangements have been discussed and agreed upon in advance.  Your health insurance company may reimburse me for your psychotherapy.  However, you are responsible for any deductible, co-payment or balance applicable to your individual policy. Harborside Counseling Services requires all clients to submit a credit card authorization. In the unlikely event that you have a balanced owed for more than 60 days, Harborside will charge the overdue amount to your credit card.
INDEPENDENT PRACTICE
I am a psychotherapist in independent practice.  I am the sole professional responsible for my treatment with you. No person or organization associated with Harborside Counseling Services has clinical responsibility for my work with you.  Likewise, I have no clinical responsibility for the activities of any other person or organization associated with Harborside Counseling Services.
CLIENT RECORDS AND CONFIDENTIALITY
Clients are assured of confidentiality, which is protected by ethical practice and law.  In general, the law states that all communication between a licensed practitioner and his/her client are confidential.  Any information shared will require your signed consent except where disclosure is required by law. Some legal exceptions to maintaining confidentiality are:
· Federal regulations allow me to disclose necessary data from your record in order to obtain payment from your insurance company 

· If I have reason to suspect a child or elderly person is being abused or neglected.

· In circumstances in which, to the best of my professional judgment, I believe that you may be a danger to yourself or another.

· If your own mental or emotional health an issue in a court case.

· If your account is overdue and arrangements for payment have not been negotiated, a collection agency will be provided with dates of service, type of service provided and a total amount due. 

My HIPAA Notice of Privacy Practices explains in detail how medical information about you may be used and disclosed. 
YOUR PRIVACY RIGHTS:  This section describes your PHI rights and summarizes how you may exercise these rights.
1. The Right to See and Get Copies of Your PHI.  In most cases, you have the right to request access to your PHI that is in my possession, or to get copies of it. Any such request must be made in writing to me at my office address. If I approve your request, I will charge a reasonable fee for the cost of copying and mailing. Under certain circumstances, I may deny your request, but if I do, I will give you, in writing, the reasons for the denial and explain your right to have my denial reviewed. I may see fit to provide you with a summary or explanation of the PHI, but only if you agree to it, as well as to the cost, in advance.
2. The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right to submit a written request that I limit certain information and to whom the restriction applies. While I will consider all requests for restrictions, I am not legally bound to agree. If I do agree to your request, I will put those limits in writing and abide by them except in emergency situations or as required by law.
3. The Right to Choose How I Send Your PHI to You. It is your right to ask that your PHI be sent to you in a particular manner (for example, via email instead of by regular mail) or at a certain location (for example, sending information to your work address rather than your home address).  I am obliged to agree to your request providing that I can give you the PHI, in the format you requested, without undue inconvenience.  Any such request must be made in writing to me at my office address and must include a reason in support of your request. I am required to accommodate your request if it clearly protects your confidential communication.
4. The Right to Get a List of the Disclosures I Have Made. You are entitled to a list of disclosures of your PHI that I have made during the six years (or shorter period of time designated by you) prior to the date of your request.  The list will not include uses or disclosures to which you have already consented, i.e., those for treatment, payment, or health care operations, sent directly to you or to your family; neither will the list include disclosures made for national security purposes, to corrections or law enforcement personnel, or disclosures made before October 15, 2003.  The list will include the date of the disclosure, to whom PHI was disclosed (including their address, if known), a description of the information disclosed, and the reason for the disclosure. I will provide the list to you at no cost, unless you make more than one request in the same year, in which case I will charge you a reasonable sum based on a set fee for each additional request.
5. The Right to Amend Your PHI. If you believe that there is some information in your PHI that is incorrect or omitted, it is your right to request that I amend the existing information. Your request and the reason for the request must be made in writing. You will receive a response within 60 days of my receipt of your request. I may deny your request, in writing, if I find that: the PHI is (a) correct and complete, (b) forbidden to be disclosed, or (c) not part of my records. My denial must be in writing and must state the reasons for the denial. It must also explain your right to file a written statement objecting to the denial. If you do not file a written objection, you still have the right to ask that your request and my denial be attached to any future disclosures of your PHI. If I approve your request, I will make the change(s) to your PHI. Additionally, I will tell you that the changes have been made, and I will advise all others who need to know about the change(s) to your PHI.
6. The Right to A Paper Copy of the Notice. You have the right to obtain a paper copy of my most current Notice of Privacy Practices at any time.  
HOW TO COMPLAIN ABOUT MY PRIVACY PRACTICES
If, in your opinion, I may have violated your privacy rights, or if you disagree with a decision I made about access to your PHI, you are entitled to file a written complaint with me at my office address. You may also send a written complaint to the Secretary of the Department of Health and Human Services within 180 days of a violation of your rights.  I will not take retaliatory action against you for filing a complaint.
Additional Information :If you have any questions or need further assistance regarding this notice or to request assistance with any of the items listed above, please call me. 
i received a copy of the Notice of Privacy Practices from _____________________________. I understand this Notice describes how Personal Health Information about me may be used and disclosed and how I can access this information.
Signature: ______________________________  Date: ___________
_____ Check here if you wish to refuse to sign this document
Signature:  ______________________________  Date: ___________
HARBORSIDE COUNSELING SERVICES
143 State Street, Newburyport MA 01950       8 Thorndike Street, Beverly MA 01915    
An Association of Independent Psychotherapists
HIPAA NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 
I am committed to protecting your Private Health Information (PHI). A federal law (HIPAA), requires me to take reasonable steps to insure your PHI, provide this notice about my information practices, follow the practices described in this notice, and seek your acknowledgement of receipt of this notice. This Notice must explain when, why, and how I would use and/or disclose your PHI. Before making any important changes in policy permitted by law, I will change this notice and post the new notice in my waiting area. You can also request a copy of this notice from me at any time. 
HOW I WILL USE AND DISCLOSE YOUR PHI
Below you will find different categories of uses and disclosures, some of which may be made with your consent and others that do not require your consent or authorization.
1. Uses and Disclosures That May be Made With Your Written Consent
In general, I must obtain your written authorization before sharing your PHI. You may also request some portions of your PHI be sent to another person or organization by completing a written authorization form. For example, you may want to support continuity of your care by authorizing the sharing of information with your other providers such as a primary care physician, psychiatrist, clinical nurse specialist or other healthcare providers. You may withdraw such an authorization at any time, in writing, unless I have already acted on it. Information may be shared verbally, by paper mail, electronic mail, fax or other methods.
2. Uses and Disclosures That May be Made Without Your Written Consent
While your written authorization is generally required, I do not need your written consent for the purpose of  providing your mental health treatment, collecting payment for my services or facilitating the efficient and correct operation of the business activities of my practice. 
Examples of activities related to payment include claims provided for insurance reimbursement and reviews required by insurance companies. 
Examples of activities related to business practices include contact to remind you of your appointment.
3. Other Uses and Disclosures That May Be Made Without Your Consent 
I may use or disclose PHI for the following purposes: for public health activities (for example, to alert public health authorities of public health risks such as disease);  for health oversight activities (for example, to assist in investigations); to protect against serious harm (for example, to report reasonable suspicion of child or elder abuse or neglect); for judicial and administrative proceedings (for example, in response to a subpoena or discovery request); for certain law enforcement purposes (for example, when a law requires me to report information to government agencies); for specialized government functions  (for example, to assist in national security and intelligence activities); for certain government approved research purposes, if certain conditions for privacy are met); for worker’s compensation purposes (for example, when required by worker’s compensation laws);  to a coroner, medical examiner or funeral director (to permit them to carry out their legal duties);  when necessary to prevent or lessen a serious and imminent threat to health or safety of a person or the public; or when required to do so by federal, state or local law.
4. Other Uses and Disclosures That May Be Made Without Your Consent But Require You to Have the Opportunity to Object
 I may provide your PHI to a family member, friend, or other individual identified by you as involved in your care or responsible for the payment for your health care. If you are physically present and capable of making health care decisions, your PHI may be disclosed only with your consent and only to a person you designate. In an emergency, I may disclose PHI relevant to your immediate needs to a family member or close friend to assist in your care. In such a case I will take appropriate steps to verify the identity of such a person and I will use professional judgment as to whether a disclosure is in your best interest.
Billing and Payment Fees
Payment is expected at the time of your appointment unless other arrangements have been discussed and agreed upon in advance.  Your health insurance company may reimburse me for your psychotherapy.  However, you are responsible for any deductible, co-payment or balance applicable to your individual policy.  Harborside Counseling Services ask all clients to submit a credit card authorization sheet.  In the unlikely event that you have a balance owed for more than 60 days, Harborside will charge the overdue amount to your account.
CREDIT CARD AUTHORIZATION FORM
To be used only for bills 60 days overdue unless you specify otherwise below.

If you want Harborside to bill your credit card monthly, 
please sign here. __________________________________
If your credit card changes, please let us know. Thank you. 
THERAPIST SIGNATURE___________________________________Date___________
HCS /  143 State St., Newburyport,01950, 8 Thorndike St., Beverly,01915
Harborside Counseling Services
 
143 State Street                                   8 Thorndike Street         
Newburyport, MA 01950                     Beverly, MA  01915        
_______________________________________   Primary Care Physician
_______________________________________   Organization
_______________________________________   Address
_______________________________________   City, State Zip
Primary Care Physician Communication Form
I, ____________________________________ authorize ______________________
   PRINT CLIENT’S NAME                                  DATE OF BIRTH

         THERAPIST
of  Harborside Counseling Services to release to my Primary Care Physician as described below:
Please check:  ____  only the information on this page 
                        ____   no information
I understand that this authorization is voluntary and that I have the right to refuse to disclose this 
information.  I understand that my healthcare and payment of my healthcare will not be affected by this form.
________________________________________________              ____________________________________
SIGNATURE OF CLIENT OR GUARDIAN                                             DATE
OFFICE USE:
Date treatment initiated: ___________________
Provisional Diagnosis:  ___________________________________________________________



     ___________________________________________________________
Provider name:             ___________________________    Phone number   _________________
Initial Treatment Plan:  

Type of treatment ______________             Frequency _______________
Prohibition on Redisclosure
To persons receiving released information: This information has been disclosed to you from records protected by federal regulation
which prevents you from making any further disclosures without specific written consent of the person to whom it pertains.
HIPAA Patient Privacy Acknowledgement Statement
Harborside Counseling Services*
   143 State Street             8 Thorndike Street
Newburyport, MA           Beverly, MA                                            01950                             01915
      I have been given the opportunity to read and ask questions regarding the
      HIPAA Privacy Notice. I understand that every effort will be made to protect   
      my private information. 
       Patient Name: (print)____________________  Date of Birth:___________
       Patient Signature_______________________  Date:_________________
* An Independent Practice Association



NAME:  _____________________________________________________ (Please Print)





                      


CLIENT NAME:_______________________________________________(Please Print)


(if different from credit card name)








TYPE OF CARD:  Visa___       Master Card___       Discover Card ___       Debit Card___








CREDIT CARD #: ______________________________________________________








EXPIRATION DATE _________________________ 3-DIGIT CODE___________


                                                                            (last 3 digits back of card)





ZIP CODE         _______________________________(where credit card bill is mailed)








SIGNATURE__________________________________________________________












