The Arc of Monmouth
Health Services
ﬁ/ff‘ & 1158 Wayside Rd.

[ ’ Tinton Falls, NJ 07712
The Arc.

of Monmouth

To Whom It May Concern:

This letter confirms your recent inquiry regarding psychiatric and/or behavioral health services
at the Arc clinic. We are requesting the information checked below as this will allow us to best
understand and serve your nzeds. Please return all paperwork via fax, email, or post mail as
soon as possible, so that we may be able to add you to our waiting list or schedule your
appointment with our team.

Please return this packet in its entirety as well as:

O A copy of your insurance cards (front & back)

00 Determination of legal guardianship document

[J Most recent bloodwork

UJ Any additional assessments that would be beneficial such as:

o NIJ-ISP (NJ Individualized support plan

NJ Comprehensive Assessment tool (NJ-CAT)
Inidvidualized Education Plan (IEP)
Individual Habilitation Plan (IHP)
Medical specialist reports
Neurological report

O O 0O O O

Please send this information to mpiantanida@arcofmonmouth.org, or via confidential fax at
732-493-2413. Please contact Maria Piantanida, Director of Health Services, if you have any
questions or concerns regarding this paperwork at x881.
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The Arc  Mental Health Intake Form

of Monmouth
Please complete this form and bring it with you to the first visit.
You may aiso fax to the Arc of Monmouth at 732-493-3714 or email it to keenan@arcofmonmouth.org.

Name Date

Date of Birth

Legal guardian: [ Self [ Other- Name: Relationship

(Please attach determination of legal guardian letter)

Formal diagnoses previously given (developmental, metal health, medical):

What are the Problems for which you are seeking help?

Current Symptoms Check All That Apply:

( ) Depressed mood ( ) Racing thoughts ( ) Anxiety attacks
( ) Impulsivity ( ) Impulsivity ( ) Avoidance

( ) Unable to enjoy activities ( ) Risky behavior ( ) Hallucinations
( ) Sleep pattern disturbances { ) Decreased sleep ( ) Suspiciousness
{ ) Loss of interest ( ) Excessive energy ( ) Fatigue

( ) Concentration/forgetfulness ( ) Increased irritability {)

( ) Excessive feelings of gui t ( ) Crying spells ()

( ) Thoughts of hurting others ( ) Excessive worry ()

( ) Thoughts of self-harm

Legal History: Have you ever been arrested? Date(s)

Do you have any pending legal problems?




Medical History:

Primary Care Physician Phone Number

Allergies Height Weight

Please List All Current Medications or Attach Medication List, include over the counter medications:

Medication Name Daily Dose Date Started

Please check if you currently have or previously had care from the following providers:

[J Neurologist - Name:

Agency/affiliation: Phone:

[ Cardiologist- Name:

Agency/affiliation: Phone:

[J Gastrologist/Gl - Name

Agency/affiliation: Phone:

[J Hematologist -Name:

Agency/affiliation: Phone:
[ Psychiatrist- Name: Dates seen:
Agency/affiliation: Phone:
[J Mental Health Therapist- Name: Dates seen:
Agency/affiliation: Phone:

O other -- Specialty

Name: Agency: Phone:

[ other -- Specialty

Name: Agency: Phone:




Other relevant Current and Past history not addressed (i.e. hospitalizations, surgeries, major behavior
changes, life events):

Is there anything else you would like us to know?

Signature

Guardian Signature

Emergency Contact

FOR OFFICIAL USE ONLY:
Reviewed by Date
Refer To:

(] Psychiatry O behavioral

[1 Psychotherapy O other
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New Patient Information Form

Patient name: DOB:
Address:

Guardian; Email;

Pharmacy: Number:

Support Coordinator/DDD Case Manager:

Name;

Phone:

Email:

Day Program/School:

Name of program/school;

Contact person:

Phone:

Email:

Residential Information (if individual resides in a group home/supervised apartment only):

Name of agency/residence:

Contact person;

Phone:

Email:




The Arc of Monmouth
Health Services

AUTHORIZATION FOR ELECTRONIC COMMUNICATION

As a convenience tome, and in orderto participate in telehealth sessions, | hereby request communication regarding my
treatmentvia electronic communications (e.g., email). | understand that this means information such as my appointments,
diagnosls, progress, and other PHI will be communicated to me electronlcally.

| understand that there are risks Inherentin the electronic transmission of information by email, on the internet, or
otherwise and that such communications may be lost, delayed, intercepted, corrupted, or otherwise altered, rendered
incomplete, or fail to be delivered.

| further understand that any protected health information transmitted via electronic communications pursuant to this
authorization will not be encrypted, As the electronic transmission of information cannot be guaranteedto besecure or
error-free andits confidentiality may be vulnerable to access by unauthorlzedthird parties, my psychologist shall not have
any responsibility or liability with respect to any error, omission, claim or loss arising from or in connection with the
electronic communication of information to me.

After being provided notice of the risks inherent in use of electronic communications, | hereby expressly authorize
electroniccommunication with me, which will include the transmission of my protected health inf ormation electronically.

I understandthat In the event| no longerwish to receive electronic communications, | may revoke this authorization by
providing written notice.

I'agree to electronic communication unless and until | revoke this authorization by submitting notice in writing. This
authorization does not allow for electronic transmission of my protected health information to third parties and |
understand | must execute a separate authorization for my protected health information to be disclosedto third parties.
I hereby authorize the transmission of my protected health information electronically as described above.

Printed Name

Signature Date

Guardian Printed Name

Guardian Signature Date

Email Address

Cell Phone Number

Guardian Email Address

Guardian Cell Phone Number

Smart Phone? nYes o No | Computer/Tablet? oYes oNo SupportPersonAvailable, if needed? oYes oNo




The Arc of Monmouth Page 1

Notice of Privacy Practices

Effective 4/14/03

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires that
providers of health services safeguard patient health information, Ir is our intention to
safeguard the privacy of patients or others served by the Arc by keeping medical
information confidential as required by law and as described in Arc’s Policies and
Procedures, The Arc of Monmouth, in accordance with HIPAA regulations which
become effective April 14, 2003, is implementing the following practices.
How We May Use and Disclose Information About You

The following categories describe different ways that we may use and disclose medical
information about you without your permission:

1) For Treatment
We may use medical information about you to provide you with medical treatment or
services. We may disclose medical information about you to doctars, nurses, technicians
medical students or other medical personnel who are involved in taking care of you. We
may also disclose medical information about you to people who nezd to know in order to
properly follow up with your medical care such as staff of the place where you live,
family members or others who provide services that are part of your care.

2) For Payment
We may use and disclose medical information about you so that treatment you receive at
Arc Health Services may be billed to your insurance company. For example, we may
submit medical information to our billing company so that they can collect the cost of
providing services to you from Medicaid, Medicare or other insurance companies.
Submission of this information will be handled as confidential info-mation.

3) For Operating Activities
We may use and disclose medical information about you to evaluate our provision ol
services. This use of information is necessary to make sure that our patients receive
quality care. For example, we may review our services and evaluate the performance of
our staff in caring for you. We may remove information that identifies you so that others
may use it to study how services can be delivered better.

4) Appointment Reminders
We may use and disclose medical information to contact you when you have an
appointment for treatment or medical care.

5) Treatment Alternatives
We may use and disclose medical information about you to explore or recommend
possible treatment options or alternatives that may be of interest and beneficial to you.

6) Individuals involved in your care or Payment for your care
Using our best judgment, we may release medical information about you to a friend or
family member or any other person you identify. With your consent, we may also give
information about you to a friend or family member or any other person you identify.
We may also give information to someone who helps pay for your care. In addition, we
may disclose medical information about you to an entity assisting in a disaster relief
effort so that your family can be notified about your condition, status and location.

>




7) Research Page 2
Under cettain circumstances we may use and disclose medical infermation about you for
educational research purposes. All research projects are subject to a special approval
process.

8) As required by law
We will disclose medical information about you when required to do so by federal, state
or local law.

9) To avert a serious threat to Health or Safety
We may use and disclose medical information about you when necessary to prevent a
serious threat to your health and safety or the health and safety of the public or another
person.

10) Special Situations
If you are an organ donor, we may release medical information to organizations involved
in the process. If you are a member of the armed forces, we may release medical
information about you as required by military command authorities. We may disclose
medical information about you for public health activities such as: to prevent or control
disease; to report abuse, neglect or deaths; or to report reactions to medications, We may
disclose medical information about you in response to a court order or subpoena. Efforts
will be made to tell you about the request. We may release medical information if asked
to do so by a law enforcement official. We may release medical information to a coroner,
medical examiner or funeral director as necessary to carry out their duties.

Other Uses of Medical Information
Other uses and disclosures of medical information not covered by this notice or the Jaws
that apply to us will be made only with your written permission.
Revocation of Permission to Disclose Information
If you provide us permission to use or disclose medical information about you, you may
revoke that permission, in writing, at any time, If you revoke your permission, we will
no longer use or disclose medical information about you for the reasons covered by your
written authorization. You understand that we are unable to take back any disclosures
that we had already made with your permission, and that we are required to retain our
records of the care we provided 1o you,
Changes to this Notice
We reserve the right to change this notice. We reserve the right to make the revised or
changed notice effective for medical information we already have about you as well as
any information we receive in the future. We will post a copy of the current notice in a
public area. The notice will contain the effective date on the first page.
Your Rights Regarding Your Medical Information
You have the following rights regarding medical information we maintain about you:
Right to Inspeet and Copy: You have the right to inspect and copy medical
information that may be used to make decisions about your care. Usually this includes
medical and billing records and any other records that your physician uses for making
decisions about you. We may charge a fee for the costs of supplying these records to
you. We may deny your request to inspect and copy records in certain very limited
circumstances. If we deny access to medical information, you may request in writing
that the denial be reviewed. Your request for review should be directed to:




Director of Health Services Page 3
The Arc of Monmouth
1158 Wayside Road, Tinton Falls, NJ 07712

Right to Amend: If you feel that medical information we have about you is incorrect or
incomplete, you may ask us to amend the information. You have tae right to request an
amendment for as long as the information is kept. In addition, you must provide a reason
for your request. We may deny your request for an amendment. If we deny your request
for amendment, you have the right to file a written statement of disagreement with us.
Right to an Accounting of Disclosures: You have the right to recuest an “accounting of
disclosures™ other than for treatment, payment or health care operazions. It excludes
disclosures we may have made to you, to persons involved in your care, or for
notification purposes. You have a right to receive specific information regarding these
disclosures that occurred after April 14, 2003. The first list you request within a 12-
month period will be free. For additional lists, we may charge you for the costs of
providing the list. We will notify you of the cost involved and you may choose (0
withdraw or modify your request at that time before any costs are incurred. Your request
may not include dates before April 14, 2003.
Right to Request Restrictions: You have the right to request a restriction or limitation
on the medical information we use or disclose about you for treatment, payment or health
care operations. You also have the right to request a limit on the medical information we
disclose about you to someone who is involved in your cate or the payment for your care,
such as a family member or friend. For example, you could ask that we not use or
disclose information about a surgery you had.
WE ARE NOT REQUIRED TO AGREE TO YOUR REQUEST. If we do agree, we
will comply with your request unless the information is needed 1o provide you emergency
treatment,
Your request must tell us:

- The information you wish to limit;

- Whether you want to limit our use, disclosure or both;

- To whom you want the limits to apply.
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.
For example, you can ask that we only contact you at work or by mail.
1O MAKE A REQUEST, you must put the request in writing to the Director of Health
Services. If you have questions about this notice, contact;

Maria Piantanida, RN
Director, Health Services
(732) 493-1919 ext. 881
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I HAVE READ-AND RECEIVED A COPY OF THE NOTICE OF :
PRIVACY PRACTICES AGREEMENT AND I AGREE TO ITS TERMS:

Print Name of Patient or Patient’s Parent/Guardiar:

" 5§ gnature of Patient or Patient's Parent/Guardian: ~
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The Arc.

of Monmouth

PSYCHOTHERAPIST-PATIENT SERV
Psychothérapy and Behavior Modilicatior

CES AGREEMENT

Consent Agreement

This agreement contalns important information about our profussional services and business Policles, It

also contains summary information about the Health (nsurance P
(HIPAA), 8 new federal law that provides new privacy protectior

brinhility and Accountabillty Act
5 and new patient rights with regard to the

use and:disclosure of your Protected Health Information (PHT) used for the propose of treatment, payment,

and health oare operations, HIPAA requires that we provide you
and disclosure.of PHI for tfeatment, payment and hedlth care op
greater detall. Although these documents are long and sometir

read thein carafully before our next meeting. We can discuss any

at that time. When you sign this document, it will also reprosent

revoke this Agreement in writing at any time. That revooation w

action in relfance oa it; if there are obllgations (mposed on us by

substantiate clalms made under your policy; or If you have not sg

Incurred.

PSYCHOLOGICAL SERVICES

Psychotherapy and behavior modification are not easlly describe
depending on the personalltles of the psychologist and patient, an
expertenalng. There are many different methods we may use to
address, Psychotherapy is not liks a medlcal doctor visit, Instead
part, In otder for the therapy to be most successful, you will hay
our yessions and at home.

Psychotherapy and behavior modification can have benefits and
dlscussing and changing nnpleasznt aspects of your life, you maj
saduess, guilt, anger, frustration, loneliness, and helplessness, O
behavior modIficatlon have alsa been shown to have many bene
solutions to specific problems, and significant reductions in fezli
guarantees of what you will experlence.

If you have questions about our procedures, we should dlscuss t|
persist, we will be happy ta help you set up 8 meeting with anotl

opinion,

witls & Notice of Privacy Practices for use
tions. The Notice explains HIPAA in

urcompl'ex, it is very important that you

questions you have about the procedures
nn agreement between us, You may

Il be binding on us unless we have laken
waur health insurer in order to process or

listied any financial obligations you have

| in general statements, [t varies

d the particular problems you are

oal with the problems that you hope to

, it callg [or a very active effart on your
e to work on things we talk about during

risks. Since thephy often involves
experience uncomfortable feelings like

i the other hand, psychotherapy and

its. They often lead to better relationshlps,

nps of distress, But there are no

em whenever they arise. 1f your doubts

er mental health professional for a second




CONTACTING US

As ench of the psychologists at Arc’s Ambulatory Care center arc ¢
often not in the otfice or not immediately available by phons. Whe
our Qffice Manager, Linda Tuzenue, at 493-1919 ext. 888, She wil
reach us to relay your message. (fyour cell is urgenr, please contac
Kristen Creed, at 732-493-(919 ext. 800, Ifyou are unable to roa
us to return your call, contact your family physician or the nes

psychologist or psychiatrist on call.

LIMITS ON CONFIDENTIALITY

The law protests the privacy of all communications between a patie

situations, we can only celease information about your treatment o

authorization form that meets certain legal requiremeonts imposed by

that require only that you provide written, advance consent, Your g

conscnt for those activities, as follows:
»

The staff of the Ambulatory Care Center work together ag
with each ather abaut our work with Arc's served individ

iployed on a part time basis, they are

1 we are uhavailable, you may contact
take a message and will attempt to

{ the Director of Health Services

th us and feel that you con't wait lor

oit emergency voom and ask for the

ntand a psychologist. In most
athers if you sign a written
‘HIPAA. There are other situations

ignsture on this Agreement provides

a team, and find it felpful to consult

hls. Your case may be discussed in

detail with other team metnbers, in order o enhance the tfealment you receive,

We may ocoasionally find it helpful to consult other healt

outside of Arc about a case. During a consultation, we m

1 and ineatal health professionals

ike every effart to avoid revealing the

identlty of my patient. The other professionals ace also legally bound to keep the information

confidential. [fyou don’t object, we will not tell you abo
that it is important to our work together, We will note sl
(which is called “PHI in the Notlce of Pyychologist's Po
Privacy of Your Heath [nformation).

You should be aware that the Ambulatory Care Conter un
cases, we need to share protected information with these |
administrative purposes, such os scheduling, billing and ¢
been given iraining about protecting your privacy and hay
outside of the practice without the permiasion af a profess
We also have contracts with (D.D.D.), As required by Il
associate contract with this/these business (es), in which |
confidentiality ofthis data except as specifically allowed
law. [f you wish, we can provide you with the names oft
of this contract,

Disclosures required by health insurers ot to collest overd
Agreement,

There are some situations where we am permitted or required to ¢ s

consent or Authorization:

it these conaultations unless we feel
consultations in your Clinical Record

ici{es and Practices to Protect the

ploys edministeative staff. [nmost
wividuals for bolh clinical and

lality assurance, Staff members have

e agreed nol {o release any Information
ional staff meraber.

PAA, we have u (ormat business

/they promise to maintain the

n the contract or otherwise required by

1ese arganizations and/or a blank copy

ue fees are discussed elsewhere in this

tlose information without either your




There dre some situatlons in which we are legally obligated to telkd
to atempt to protect others from harm and we may have to reveal

trestment. These situations are unusual in ouc practice.

*

[fyou are involved in a court proceeding and a request if

made for information concerning your

diagnosis and treatment, such information is protectec by the psychologist-patient privilege fnw.

Wo cannot provide any information without your (or voli
auwthorization, or a court order, If you are involved in of
consult with your attormey to determine whether a court
information.

I{a government ageucy is requesting the information fo

required to provide it for them.

r fegal representative’s) written

contemplating litigation, you should

would be likoly to arder us to disclose

health oversight activitios, we may be

[E£a patient files a complaint or lawsuit against us, we iy disclose relevant {nformatlon

regarding that patlent in order to-defend myself,

[fa patient files a worker’s compensation claim related {o the services we are providing, we may,

upon appropriate request, disclose peotected informatior
workers' compensation law.

(£ we have reasonable cause to believe that a child has b

to others authorized to receive it by the

actions, which ws believe are necessary

oma information about 4 patient’s

en subject to abuse, the law requires that

we must report it to the Division of Youth and Family Strvices. Once such a report is field, we

may be required to provide additional inforrmation.

[€we have reasonable cause to believe that a valnerab.s

selulr is the subject of abuse, neglect or

exploitation, and we believe that the disclosue {s necessary to prevent serious harm to the patient

or other potential victims, we wili report the information

Disabilitiss and the county adult protective services prov

to the Division of Development

ider,

Once such a report is filad, we may be required to provide additiedal information,

L)

If such a situation arises, we will make every effort to fully discus
we will timit my disclosure to what is nccessary.
While this written summary of exceptions to confidentiality should

potential problems, it is important that we discuss any questions of

If a patient communicates 4 threat, ot if we believe the p)
serfous physical violence against a readily identifiable i
protective actions. These actions may include notifying
police, or seeking hospitalization for the patient.

1f we believe the patient presents a threat of immilnent s

itient presents a threat of imminent

dividual, we may be required to take

the patential victim, contacting the

rious physical harm to him/herself, we

may be required to take protective actions. These actiang may include contacting the police or

others who could assist in protecting the patient or seeki

ng hospitalization for the patient,

it with you hefore taking any action and

prove helpful in informing you about

concerns that you may have now or in

the future. The laws governing confldentiality can be quite complex, and we are not attoroeys, In

situations where advice is required, formal legal advice may be nepded,




PROFESSIONAL RECORDS
You shauld be aware that, pursuant to HIPAA, The Arc of Monsd

uth maintains a set of Clinical Records.

[t includes information about your reasons for sesking therapy, a dpscription of the ways i which your

problem impacts on your life, your diagnosis, the goals that we sat
those goals, your medical and social history, your treatment, your i
medical and social history, your treatment history, any past trentind
teports that have been sent to unyone, including reports to your ing
|

of substantial harm, you may examine and/or receive a copy of yot

siroumstances that involve danget to yourselF and others or when i

health care provider) is referenced and we believe disclosing that i

for treatment, your progress towards
rogress towards those goals, your

nt records that we receive, and any
irance camier, Except in unusual
1other individual (other than another
formation puts the other person at risk

i Clinfonl Record, if you request it in

writing. Berause these are professional records, they can be misinterprated and/or upsetting to untralned

readers. For this reason, we recommend that you initially review t#
theraplsts, or have them forwarded to another mental health profiss
(We are sometimes willing to conduct this review meeting without

iem in the presence of one of our

ionul so you can discuss the contents.

charge.) In most situations, we are

allowed to charge a copying fee per page (and for certnin other axppiises.) The exceptions to thls policy are

contained in the attnched Notlce Form. If we refuse your reques! f

have a right of review, which we will discuss with you upon requedt,

PATIENT RIGHTS

HIPAA provides you with several new or expanded rights with reg
disclosures of protected health information. These rights include Ie
requesting restrictions on what informatlon from your Clinleal Ree
aceounting of most disclosures of protected health information that
authorized: determlning the location to which protected Informatio
cotnplaints you make about our policles and procedures recorded i
copy of this Agreement, the attached Notice form, and our privacy
to discuss any of these rights with you,

MINORS, PARENTS AND GUARDIANS

Patients under 18 years of age who are not emancipated and their p
who have a legal guardian should be aware that the law may allow
child’s treatment records unless we decide that such access is likely
otherwise. Because privacy in psychotherapy is often cruclal to sud
teenagers, it is sometimes our policy to request an ageeement from
to give up their access to their child's records, IF they agree, during

with general information about the progress of the child’s treatmen:

sessions. We will also provide parents/guardians with a summary

complete, Any other communication will require the child’s Autho

in dangsr or is a danger to someone else, in which case, we will o

it access to your Clinieal Record, you

rd to your Clinical Records and
questing that we amend your record;
brds is disclosed to others; requesting nn
you have nsither consentad to nor
disclosures are sent; having any

your records; and the right to o paper

policies and procedures. We are happy

srents, and patients over |8 years ofape
parents and guardians to examine their
to injure the chiid, or we agree

cessful progress, particularly with
barents and guardians that they consent
| Ireatment, we will provide them only

; aud his/her attendance at sehieduled

[ their child’s treatment when it is
ization, unless we feel that the child is

ify the parents of my concern, Before




giving pacents/guardians any information, we will discuss the mattlir wlth the child, if possible, and do our

bast to handle any objections he/she may have,

INSURANCE REfMBURSEMENT
In arder for us to set realistic treatment goals and priorifies, it is .mportant to evaluale what resources yau
have available to pay for your treatment. [f you heve a health insutance policy, it will usually provide some
coverage for meatal health treatment. We will fitl out forms and provide you with whatever assistance we
can in helping you receive the benefits to which you are entitled; lipwever, you (not your insurance
company) are cesponsible for full payment of our fees. It is very infportant that you find uutscxaclly what

mental health services your insurance policy covers,

You should caretully read the section in your insurance coverage bpaklet that describes mental health
services. [fyou have questions about the coverage, call your plaa administrator, Of course, we will
provide you with whatever information we can based on my experipnce and will be happy to help you in
undsrstanding tha information you receive from your insurance company. (fit is necessary to clear
confusion, we will be willlng to call the company on your behalf

Due to the rising costs af health care, insurance benefits have incre 1singly become more complex, It is
sometimes difficult to determine exactly how much mental health Juverage is available. “Managed Health
Care™ plans such a3 HMOs and PPOs often require authorization before they provide reimbursement for
tnental health gervices, These plans are often liraited to short-term [reatment approaches designed to work
out specific problems that inter€ere with a person’s usual level of fi nctioning. [t may be necessary to seek
approval for more therapy, after a certaln number of sesslons. Whilt much can be accomplished in short-
term therapy, some patienls feel that they need more services after {nsurance benelits end. Some managed-
care plans will not allow us to provids services to you once your benefits end. If this is the case, we will do
my best to find another provider who will help you continue your prychotherapy,

You should also be aware that your contract with your health Insurdnce company requites that we provide it
with infocination relevant to the services that we provide to you, Ah Insurance gompany or other third-
parly payer regulated under New Jersey law may request that the pdtient authorize the psychologist to
disclose certain confidential information to the third-party payor n jorder to obtain benefits, only if the
disclosure is pursuant to a valid authorization (see below) and the information {s limited to:

[} Administrative information (i.e., patient’s name, age, sex, hddress, educational status, identifying
number, date of onset of difficulty, date of initial consuleatjon, dates and character of sessions
(Individual or group), and fees);

2) Diagnostic information (i.e., therapeutic characterizatior:s fis found in the APA's Diagnostic and
Statistical Manual of Mental Disorders (DSM LI{), or othet professionally recognized diagnostic
manual);

3) The patient’s status 9voluntary or involuntary; inpatient or outpatient):

4) The reason for continuing psychological services, limited o an assessment of the patient’s current
levels of functioning and distress (both deseribed by termsiof mild, moderate, severe or extreme);

b




5) A prognosis, limited to the ogtimated minimal time during which treatment mlght continue.

A valid authorlzation under this statute shall:

1) Beln writing;

2) Specify the nature of the information to be disclosed, the person authorized to dlsclose the
infarmation, to whom the information may be disclased, the specific purposes for which the
information may be used, both at the time of disclosure arld at any time in the future;

3) Specify that the patient is aware of the his or her right to donfidential communications under
psychologist-patient privilege;

4) Be signed by the patient, or the person authorizing disclosute (e.z., the patlent's parent, guardian
or legal representative);

5) Contain the date that the suthorizatlon was signed.

(£ the third-party payor has reasonable cause to believe that the psychologleal treatment in question may be
neither usual, customary nor reasonable, the third-patty payor may pequest, in writing, and compensate
reasoniably for, an independent review of such treatment by an independent review committee.

You should be aware that (f your health benefits are provided by a felf-insured employee benefit plan or
other arrangement regulated by the federal ERISA statue, such plar| will have considerably mare access to
informatlon {n your Clinical Record. They will not have access to your Psychotherapy Notes, [f you have
any question about the nature of your health beneits, you should ¢éntact the group that provides the
beneflts for you.
This tufarmatlon will become part of the insurance company tiles apd will probably be stored in a
computer. Though all insurance companies claim to keep such Irifqrmation confidential, we have no
control aver what they do with [t once It is In their hands. [n some {nges, they muy share the information
with a national medical information databank, We will provide you with a copy of any report we submit, if
Yyou request it,
Once we have all the infortaation about your insurance coverage, wle will discuss what wa can expect to
accomplish with the benefits that are available and what will happen if they run out before you feel ready to
end your sessions, [t {s important to remember that you always have the right to pay for my services
yourself to avuid the problems described above (unless prohibited Hy contract),

Your signature an the sign off page indicates that you have read the information in this document

and agree to abide by its terms during our professional relitionship,




The Arc.

of Monmouth

I have received a copy of the Psychotherapist-Patient Service Agreement in
compliance with HIPAA regulations.

Name:

Signature: Date:

Witness:




The Arc of Monmouth
Health Services

TELEHEALTH

“Telehealth”includes the practice of health care delivery, diagnosis, consultation, treatment, transfer of medical data, and
education using interactive audio, video, or data communications, meaning that you and your therapist are not in the
same room during telehealth consultations and psychotherapy sessions. If you agree to take part in telehealth sessions
you acknowledge:

1,

10.

11,

There are potential risks to the use of telehealth technology despite all reasonable efforts being taken to avoid
them, including interruptions in transmissions, access by unauthorized indiv duals and technical difficulties. Your
therapist or you may discontinue any telehealth sessions if you feel that that the audio or video connection is
inadequate for the situation or otherwise compromised.

In order to participate in telehealth sessions you will need to have access to a quiet, private location where your

confidentiality, and any other participants’ confidentiality (in the case of group sessions), will be upheld and
interruptions will be limited.

During sessions you will be asked to turn offany TV or radios and refrain from engagingin otherwise distracting
activities like reading, using the computer, texting, etc.

Your health care information provided and exchanged during a telehealth session may be shared with others for
scheduling, billing, or other lawful purposes and that those individuals are required to maintain confidentiality, as

with in-person services.

You have had the alternatives to telehealth explained to you.

There is no recording of the session by either your therapist or you, thougn your therapist will keep notes and
written records as they do with face-to-faces sessions.

Telehealth sessions are to be scheduled with regularity just as with face -to-face sessions and it is the responsibility

of bothyour and your therapist’s responsibility to inform the other of any needs for cancellation or rescheduling
in a timely manner.,

Telehealth services are not available as a means of crisis managementorin emergency situations.
You insurance will be billed for telehealth sessionsin the same manneras if the visits were in person.

You have been given the opportunity to discuss telehealth options and platforms with your therapist and to ask
any questions that you have about this option.

Yourguestions have beenansweredto your satisfaction and the risks, benefizs, and any practicalalternatives have
been explained.

Telehealth services rely on a number of electronic, often internet-based technology tools, such as, videoconferendng
software, email, text messaging, smartphone technology, and virtual environments. By agreeing to participate in

telehealthyouagree to electroniccommunications. Pleaseseethe Authorization for Electronic Communications Form for
more information.



