Changes By Choice





 909 Broad Street + Durham NC 27705 + (919) 416-4800  

www.changesbychoice.com

Date:




CLIENT INFORMATION:

Name:














Phone: (Wk)


    (Hm)


 (Cell) 
    





OK to leave message? (Yes/No) Wk___________Hm_____________Cell


     

Address:





City:






State:                                       Zip:                           Email address: 



                                        Sex:  Male                             Female


  Date of Birth:




Insurance Company & ID Number: 








Others living at home:










Employer:




 Occupation:







How long have you worked there?

How long in this occupation?



Education:  (List highest level of education attained)



_____



Primary Physician:





Phone:





List any significant health problems:









List any medications you are taking and the dosage:







Have you seen this type of therapist before?  YES
      NO



If yes, when and with whom?









Give a brief description of treatment:









How or by whom were you referred to us?








Person to contact in case of emergency and his/her relationship to you: 










Phone: 




FINANCIALLY RESPONSIBLE PERSON’S INFORMATION (if different from above):
Name:






Relationship to Client:



Phone:













Address:













Insurance Company & ID Number:








Date of Birth: 




Employer::






INFORMED CONSENT

Changes By Choice (CBC) provides administrative support, including billing and collections, to your provider, who is an Independent Contractor. CBC is not a group, partnership, or joint venture. The professionals who contract with it for office space and ancillary services share a similar commitment to providing quality mental health counseling for substance abuse and other compulsive behaviors.

CONFIDENTIALITY STATEMENT:


All information shared in this treatment is confidential except in circumstances governed by law.  The HIPAA notice describes confidentiality in greater detail. If you would like your provider to confer with another healthcare professional, including one(s) associated with CBC, you will need to sign a “Release of Information” form.  This permission can be revoked by you at any time. 

FINANCIAL AGREEMENT:

Your provider will review his/her fee schedule with you. You will pay your provider directly, but CBC may assist in the billing and collections process. Cash, check, cashiers check, Visa, Mastercard, American Express and Discover are accepted.  If you would to use a credit, debit, or HSA card, please fill out our “Pre-Authorized Healthcare Form.” Please do not make checks payable to Changes By Choice.
FINANCIAL POLICY:


Your provider will tell you which, if any, insurance plans he or she participates in. If you have insurance which provides coverage for this provider and this treatment, but your provider is not in-network, CBC can assist you in completing your claim forms by providing a statement of services and payments. You are responsible for mailing it to the insurance company and tracking your reimbursement. You may or may not be eligible for out-of-network benefits depending on your particular plan. If your provider is in-network, your signature below permits CBC to share the required information to file claims and accept assigned benefits, and you agree to pay any deductibles and/or copayments.


Your provider will gladly discuss your proposed treatment with your insurance company if they call the provider and you provide a release.  We do not call to request authorizations.  Please note that your provider has opted out of Medicare and you cannot submit these services to Medicare for reimbursement.


You are responsible for the full fee regardless of your insurance company’s reimbursement policies.  An hourly fee will be charged for any additional professional services rendered by your provider at your request, such as phone contacts over 5 minutes, preparation of special forms, medical reports, court time, consults with other professionals, etc. 

YOUR FULL PAYMENT IS DUE AT THE TIME OF EACH SESSION.  FEES ARE SUBJECT TO CHANGE.

NO-SHOW AND CANCELLATION POLICY:


Individual, couples and family sessions are reserved for you.  24 hours notice is required for cancellation or you will be charged the full session fee.
EMERGENCIES:


Your provider will discuss his or her emergency response policy with you. If the situation is acute, you should call 911 and/or go to your nearest hospital emergency room and ask for the psychiatrist on call.

STATEMENT OF UNDERSTANDING:

I have read, understand, and accept the terms of this information sheet and informed consent.

Client







Date

Provider






Date

Parent or Guardian if minor




Date

Changes By Choice

909 Broad Street + Durham NC 27705 + (919) 416-4800

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 THIS NOTICE CAREFULLY.  
Your health record contains personal information about you and your health.  This information about you that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services is referred to as Protected Health Information (“PHI”). This Notice of Privacy Practices describes how your provider and Changes By Choice (“CBC”), with whom your provider contracts for the provision of administrative support services including billing,  may use and disclose your PHI in accordance with applicable law and the NASW Code of Ethics.  It also describes your rights regarding how you may gain access to and control your PHI. 

Your provider and CBC administrators are required by law to maintain the privacy of PHI and to provide you with notice of my legal duties and privacy practices with respect to PHI. We are required to abide by the terms of this Notice of Privacy Practices.  We reserve the right to change the terms of our Notice of Privacy Practices at any time.  Any new Notice of Privacy Practices will be effective for all PHI that we maintain at that time. We will provide you with a copy of the revised Notice of Privacy Practices by sending a copy to you in the mail upon request or providing one to you at your next appointment. 

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

For Treatment.  Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing your health care treatment and related services. This includes consultation with clinical supervisors or other treatment team members.  We may disclose PHI to any other consultant only with your authorization.

For Payment.  We may use and disclose PHI so that we can receive payment for the treatment services provided to you.  This will only be done with your authorization. Examples of payment-related activities are: making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services provided to you to determine medical necessity, or undertaking utilization review activities.  If it becomes necessary to use collection processes due to lack of payment for services, we will only disclose the minimum amount of PHI necessary for purposes of collection.  

For Health Care Operations.  We may use or disclose, as needed, your PHI in order to support business activities including, but not limited to, quality assessment activities, employee review activities, licensing, and conducting or arranging for other business activities. For example, we may share your PHI with third parties that perform various business activities (e.g., billing or typing services) provided we have a written contract with the business that requires it to safeguard the privacy of your PHI.   For training or teaching purposes PHI will be disclosed only with your authorization. We may use PHI to remind you of appointments and to provide information about treatment alternatives or other health-related benefits and services.

Required by Law.  Under the law, we must make disclosures of your PHI to you upon your request.  In addition, we must make disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or determining compliance with the requirements of the Privacy Rule.

Without Authorization.  Applicable law and ethical standards permit us to disclose information about you without your authorization in a limited number of other situations, including:  

· To your next of kin, but limited to the fact of admission or discharge;

· To other facilities or providers when necessary to coordinate appropriate and effective care, treatment, or habitation and when failure to share the information would be detrimental to you;

· When it is deemed necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public.  If information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat; 
· When required by Law, such as the mandatory reporting of child abuse or neglect or mandatory government agency audits or investigations (such as the social work licensing board or the health department); 

· When required by Court Order;

· To an attorney who represents us;

· For research purposes if there is a justifiable need for the information.

Verbal Permission

We may use or disclose your information to family members that are directly involved in your treatment with your verbal permission.

With Authorization.   Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be revoked.  

YOUR RIGHTS REGARDING YOUR PHI

You have the following rights regarding PHI we maintain about you.  To exercise any of these rights, please submit your request in writing. 

· Right of Access to Inspect and Copy.  You have the right, which may be restricted only in exceptional circumstances, to inspect and copy PHI that may be used to make decisions about your care.  Your right to inspect and copy PHI will be restricted only in those situations where there is compelling evidence that access would cause serious harm to you. We may charge a reasonable, cost-based fee for copies.  

· Right to Amend.  If you feel that the PHI we have about you is incorrect or incomplete, you may ask me to amend the information although we are not required to agree to the amendment.  

· Right to an Accounting of Disclosures.  You have the right to request an accounting of certain of the disclosures that we make of your PHI.  We may charge you a reasonable fee if you request more than one accounting in any 12-month period.

· Right to Request Restrictions.  You have the right to request a restriction or limitation on the use or disclosure of your PHI for treatment, payment, or health care operations.  We are not required to agree to your request.  
· Right to Request Confidential Communication.  You have the right to request that we communicate with you about medical matters in a certain way or at a certain location.

· Right to a Copy of this Notice.  You have the right to a copy of this notice.

COMPLAINTS

If you believe we have violated your privacy rights, you have the right to file a complaint in writing with the Secretary of Health and Human Services at 200 Independence Avenue, S.W.  Washington, D.C. 20201 or by calling (202) 619-0257.  We will not retaliate against you for filing a complaint.  

The effective date of this Notice is April 14, 2003.
Changes By Choice 

909 Broad Street + Durham NC 27705 + (919) 416-4800

Notice of Privacy Practices

Receipt and Acknowledgment of Notice

Patient/Client Name:  ________________________________________ 
DOB: _____________________________________________________

SSN:  _____________________________________________________           





        

I hereby acknowledge that I have received and have been given an opportunity to read a copy of my provider’s Notice of Privacy Practices.  I understand that if I have any questions regarding the Notice or my privacy rights, I can contact the Secretary of Health and Human Services at 200 Independence Avenue, S.W.  Washington, D.C. 20201 or by calling (202) 619-0257. 
_________________________________________________________________

Signature of Patient/Client






Date

_________________________________________________________________

Signature of Parent, Guardian or Personal Representative (

 Date  



__________________________________________________________________

*  If you are signing as a personal representative of an individual, please describe your legal authority to act for this individual (power of attorney, healthcare surrogate, etc.).

· Patient/Client Refuses to Acknowledge Receipt:

__________________________________________________________________

Signature of Provider






           Date
Changes By Choice facilitates administrative support including billing and collections for the provider of counseling services. The provider is an independent practitioner.


