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Assignment and Release
n directly to the healthcare Frovider listed at the top of this form all insurance benefits,

| the undersigned, certify that | (or my dependent) have insurance coverage as noted above and assi |
if any, otherwise payable to me for services rendered. | understand that ['am financially responsible for all charges whether or not paid by insurance. | hereby authorize the healthcare
provider to release all information necessary to secure the payment of benefits and to mail patient statements. 1 authorize the use of this signature on all insurance submissions.

Phone

Date

Responsible Party Signature Relationship To Patient



black hills

PSYCHOLOGY

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

This notice describes how medical information about you may be used and disclosed and how vou can get access to this

information. Please review it carefully!

Our Duty to Safeguard Your Protected Health Information
Protected Health Information (PHI) refers to information in your health record that could identify you. It is individually identifiable
information about your past, present, or future health or condition, the provision of health care to you, or payment for the health care.
Examples of PHI include your name, address, birth date, age, phone number, diagnosis, medical records, and billing records.
-We are required by applicable federal and state law to maintain the privacy of your protected health information, and to give you this
Notice of Privacy Practices that describes our privacy practices, our legal duties, and your rights concerning your health information.
We must follow the privacy practices that are described in this Notice while it is in effect. This notification takes effect August 11,
2014 and will remain in effect until replaced.
-We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by
applicable law. Before we make a significant change in our privacy practices, we will change this Notice and make the new Notice

available upon request.
-You may request a copy of our Notice of Privacy Practices at any time. For more information about our privacy practices or

additional copies of this Notice, contact our office.

How We May Use and Disclose Your Protected Health Information
In accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its HIPAA Privacy Rule (Rule), we

are permitted to use and/or disclose your PHI for a variety of reasons. Except in specified circumstances, we are required to use and/or
disclose only that minimum amount of your PHI necessary to accomplish the purpose for the use and/or disclosure. Generally, we are
permitted to use and/or disclose your PHI for the purposes of treatment, the payment for services you receive, and for my normal
health care operations. For most other uses and/or disclosures of your PHI, you will be asked to grant your permission via a signed
Authorization. However, the Rule provides that we are permitted to make certain other specified uses and/or disclosures of your PHI
without your Authorization. The following information offers more descriptive examples of our potential use and/or disclosure of your

PHI:

1. Uses and/or Disclosures of PHI for Treatment, Payment, and Health Care

Operations That Do Not Require Authorization
Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you or

for the management of healthcare and related services. This also includes, but is not limited to, consultations and referrals between one
or more providers. For example, an insurance company may contact a provider on your behalf to facilitate your access to mental

health treatment.
Appointment Scheduling/Reminders: Unless you request that we contact you by other means, the Privacy Rule permits us to contact

you by phone/ voice mail to schedule appointments and to leave appointment reminders.
Payment: We may use or disclose your health information to obtain reimbursement for your healthcare. For example we may disclose

your PHI to your health insurer to determine eligibility or coverage for psychotherapy. Or, we may disclose PHI when we obtain

reimbursement from your health insurer for your health care.
Healthcare Operations: We may use or disclose your health information in healthcare operations. For example, we may disclose

your PHI to your health insurer for care coordination or case management.

2. Uses and/or Disclosures of PHI Requiring Authorization
You may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us

authorization, you may revoke it in writing at any time. Your revocations will not affect any use or disclosures permitted by your
authorization while it was in effect. Unless you give us a written authorization, we cannot use or disclose your health information for
any reason except those described in this Notice.

Psychotherapy Notes: We will also need to obtain an authorization before releasing your psychotherapy notes. Psychotherapy notes
are notes we have made about our conversation during an individual, group, conjoint, or family counseling session, which we have



kept separate from the rest of your medical record. These notes are given a greater degree of protection than PHL

3. Uses and/or Disclosures Not Requiring Your Authorization or Consent
The HIPAA Privacy Rule provides that we may use and/or disclose your PHI without your Authorization in the following

circumstances:
When required by law: We may use and/or disclose your PHI when existing law requires that we report information including each

of the following areas:

e Reporting abuse, neglect or domestic violence: We may disclose your PHI to appropriate authorities if we reasonably
believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of domestic violence or

the possible victim of other crimes.

e Child abuse: Whenever we, in our professional capacity, have knowledge of or observe a child we know or reasonably
suspect, has been the victim of child abuse or neglect, we must immediately report such to a police department or sheriff’s
department, county probation department, or county welfare department. Also, if we have knowledge of, or reasonably
suspect that, mental suffering has been inflicted upon a child or that his or her emotional well-being is endangered in any

other way, we may report such to the above agencies.

®  Adult and domestic abuse: If we, in our professional capacity, have observed or have knowledge of an incident that
reasonably appears to be physical abuse, abandonment, abduction, isolation, financial abuse or neglect of an elder or
dependent adult, or if we are told by an elder or dependent adult that he or she has experienced these, or if we reasonably
suspect such, we must report the known or suspected abuse immediately to the local ombudsman or the local law
enforcement agency. We do not have to report such an incident told to us by an elder or dependent adult if (a) we are not
aware of any independent evidence that corroborates the statement that the abuse has occurred; (b) the elder or dependent
adult has been diagnosed with a mental illness or dementia, or is the subject of a court-ordered conservatorship because of a
mental illness or dementia; and (c) in the exercise of clinical judgment, we reasonably believe that the abuse did not occur.

e To avert a serious threat to health or safety: We may use and/or disclose your PHI in order to avert a serious threat to
health or safety. If you communicate to us a serious threat of physical violence against an identifiable victim, we must make
reasonable efforts to communicate that information to the potential victim and the police. If we have reasonable cause to
believe that you are in such a condition as to be dangerous to yourself or others, we may release relevant information as

necessary to prevent the threatened danger.

® Public health activities: We may use and/or disclose your PHI to prevent or control the spread of disease or other injury,
public health surveillance or investigations, reporting adverse events with respect to food, dietary supplements, product
defects and other related problems to the Food and Drug Administration, medical surveillance of the workplace or to evaluate
whether or not you have a work-related illness or injury, in order to comply with Federal or state law.

e Health oversight activities: We may use and/or disclose your PHI to designated activities and functions including audits,
civil, administrative, or criminal investigations, inspections, licensure or disciplinary actions, or civil, administrative, or
criminal proceedings or actions, or other activities necessary for appropriate oversight of government benefit programs.

e Judicial and administrative proceedings: We may use and/or disclose your PHI in response to an order of a court or
administrative tribunal, a warrant, subpoena, discovery request, or other lawful process.

e Law enforcement activities: We may use and/or disclose your PHI for the purpose of identifying or locating a suspect,
fugitive, material witness, or missing person, or reporting crimes in emergencies, or reporting a death.

Relating to decedents: We may use and/or disclose the PHI of an individual’s death to coroners, medical examiners and

funeral directors.

For specific government functions: We may use and/or disclose the PHI of military personnel and veterans in certain
situations. Similarly, we may disclose the PHI of inmates to correctional facilities in certain situations. We may also disclose
your PHI to governmental programs responsible for providing public health benefits, and for workers’ compensation.
Additionally, we may disclose your PHI, if required, for national security reasons.

4. Uses and/or Disclosures Requiring You to Have an Opportunity to Object
We may disclose your PHI in the following circumstances if we inform you about the disclosure in advance and you do not object. We

may use or disclose health information to notify or assist the notification of (including identifying or locating) a family member, your
personal representative or another person responsible for our care, of your location, your general condition, or death. If you are
present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such use or
disclosure. However, in the event of your incapacity or emergency circumstances and you cannot be given an opportunity to object,



disclosure may be made if it is consistent with any prior expressed wishes and disclosure is determined to be in your best interests. We
will disclose only health information that is directly relevant to the person’s involvement in your healthcare. You must be informed
and given an opportunity to object to further disclosure as soon as you are able to do so.

Your Rights Regarding Your Protected Health Information (PHI)

The HIPAA Privacy Rule grants vou each of the following individual rights:
Right to Inspect and Copy: You have the right to inspect or obtain a copy (or both) of your PHI in my mental health and billing
records used to make decisions about you for as long as the PHI is maintained in the record.
We may deny your access to PHI under certain circumstances, but in some cases, you may have this decision reviewed. On your
request, we will discuss with you the details of the request and denial process.
Right to Request an Amendment: If you believe that your PHI is incorrect or incomplete, you may ask us to amend the information,
This request must be made in writing, and it must explain why the information should be amended. You have the right to request an
amendment of PHI for as long as the PHI is maintained in the record. We may deny your request. On your request, we will discuss
with you the details of the amendment process.
Right to Request Restrictions: You have the right to request restrictions on certain uses and disclosures of protected health
information about you. A request for a restriction must be put in writing. However, we are not required to agree to a restriction you
request. You do not have the right to limit the uses and disclosures that we are legally required or permitted to make. If we do agree to
your request, we will put these limits in writing and abide by them except in emergency situations.
Right to Receive Confidential Communications by Alternative Means and at Alternative Locations: You have the right to
request and receive confidential communications of PHI by alternative means and at alternative locations. (For example, you may not
want a family member to know that you are seeing me. Upon your request, we will send your bills to another address.) You must
make your request in writing. It must specify how and/or where you wish to be contacted. We will accommodate all reasonable
requests.
Right to an Accounting: You generally have the right to receive a list of disclosures of PHI for which you have neither authorization
nor consent (see above for this section). This accounting will begin on 8/11/2014 and disclosure records will be held for six years. On

your request, we will discuss with you the details of the accounting process.

Limits of privacy when treating persons under the age of 18
All references to parents include legal guardian in the absence of parent.
¢ The provider maintains a record that contains dates of evaluation, goals of evaluation, diagnostic impressions, and
recommendations.
e The parents of a client who is younger than the age of 18 have the right to read their child’s/adolescent’s record, which
includes all information generated from Black Hills Psychology:.
®  The provider will inform parents if he/she assessed the child/adolescent to be in immediate danger or to be a danger to
someone else.
e The provider will also communicate to the parent a summary of the evaluation as needed or as requested.
®  The provider requests that parents otherwise respect their child’s/adolescent’s privacy regarding the content of the evaluation
and treatment. A provider’s evaluation may be more beneficial when parents do not ask to read the evaluation or ask the
provider to reveal the content of the evaluation.
®  The provider can refuse to give information to the parents about their child/adolescent if the provider predicts that disclosing

such information may be harmful to the child/adolescent.

Questions and Complaints

-If you want more information about our privacy practices or have questions or concerns, please contact us.

-If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about your access to
your health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to
have us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information
listed at the end of this notice. You also may submit a written complaint to the Secretary of the U.S. Department of Health and Human
Services. Upon request we will provide you with the address to file your complaint with the U.S. Department of Health and Human
Services. Any complaint you file must be received by us, or filed with the Secretary, within 180 days of when you know, or should

have known, the act or omission occurred.
-We support your right to the privacy of your health information. We will not retaliate in any way if you make a complaint.

Effective Date: This Notice of Privacy Practices is effective August 11, 2014.

Contact Information: For further information, please contact Black Hills Psychology in person at 115 N 7th Street, Suite 6, Spearfish,
SD, 57783 or by telephone at 605-645-0100.



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I acknowledge that I have received a copy of Provider's Notice of Privacy Practices with the effective
date of August 11, 2014.

Signature of Patient/Patient Representative Date

Relationship to Patient

For Office Use Only

Black Hills Psychology attempted to obtain written acknowledgment of receipt of his/her
Notice of Privacy Practices, but acknowledgment could not be obtained because:

Individual refused to sign

An emergency situation prevented him/her from obtaining the acknowledgment
Other (specify)




ack hills

PSYCHOLOGY

Consent to Treatment

I acknowledge that | have received, have read {(or have had read to me), and understand the information about the
therapy | am considering. | have had all my questions answered fully.

| do hereby seek and consent to take part in the treatment by Black Hills Psychology. | understand that developing a
treatment plan with a therapist and regularly reviewing our work toward meeting the treatment goals are in my best

interest. | agree to play an active role in this process.

I understand that no promises have been made to me as to the results of treatment or of any procedures provided by
Black Hills Psychology.

| am aware that | may stop my treatment with Black Hills Psychology at any time. The only thing | will still be
responsible for is paying for the services | have already received. | understand that | may lose other services or may
have to deal with other problems if | stop treatment. (For example, if my treatment has been court-ordered, | will

have to answer to the court.)

I know that | must call to cancel an appointment at least 24 hours before the time of the appointment. If | do not
cancel and do not show up, Black Hills Psychology reserves the right to charge $50 for that appointment (with the

exception of emergencies).

I am aware that an agent of my insurance company or other third-party payer may be give information about the
type(s), cost(s), date(s), and providers of any services or treatments | receive. | understand that if payment for the

services | receive here is not made, the therapist may stop my treatment.

My signature below shows that | understand and agree with all of these statements.

Signature of Client (or person acting for client) Date

Printed Name Relationship to client (if necessary)



blaeck hills

PSYCHOLOGY

Black Hills Psychology
Terms of Billing and Consent

Clients are responsible for knowing their insurance benefits and plan requirements. Therefore, if your insurance
company does not pay (unless it was our error in billing or getting prior authorization) you are responsible for all

charges incurred.

Charges for psychological evaluations and therapy vary by provider. Please speak with our office manager for more
information.

We reserve the right to charge $50 for non-emergency, no-shows and/or cancellations made less than 24 hours in
advance. This cannot be submitted to your insurance company. This must be paid prior to your next scheduled

session.

If you become involved in legal proceedings that require your therapist’s participation, you will be expected to pay for
all of their professional time, including transportations costs, even if they are called to testify by another party. The

fee for preparation and attendance at any legal proceeding is $225 per hour.

If you are the parent who is authorizing medical care for your minor child, but the other parent is legally responsible
for medical payment, we will bill as requested. However, if we cannot secure payment with reasonable effort, we will
expect payment from you as the parent who authorized treatment. Therefore, if at all possible, it is recommended

that both parents authorize treatment.
I will pay my co-payment of each visit and/or the total amount due.

I will notify you immediately of any change in insurance company. Without such notification, any refusal on the part
of my insurance carrier to pay for services because of needed preauthorization will be my responsibility.

I consent to release of protected health information to my insurance company or EAP group for processing of claims,
care coordination, and treatment determination needed to respond to the inquiry. | understand Black Hills Psychology
will give only the minimal necessary information needed to respond to the inquiry.

If my account becomes past due (60 days) and | have not arranged for/or made regular payments, | understand Black
Hills Psychology may turn my account over to a collection agency and/or small claims court to obtain payment. My
failure to make payments or arrange payments to settle my account is tactic authorization to Black Hills Psychology to
release the minimal protected health information necessary to the collection agency and/or small claims court.

I hereby assign all medical benefits, to include major medical benefits to which | am entitled, including Medicare, private
insurance and other health plans to Black Hills Psychology. This assignment will remain in effect until revoked by me in writing.
A photocopy of this assignment is to be considered as valid as an original. In signing this, | am consenting to: 1) terms of billing
2) release of health information as needed for collection purposes, and 3) medical benefit assignment.

Signature Date



Child Checklist of Characteristics

Date:

Name:
Age:——  Person completing this form:

[0 Affectionate

O Argues, “talks back,” smart-alecky, defiant

O Bullies/intimidates, teases, inflicts pain on others, is bossy to others, picks on, provokes

O Cheats

O Cruel to animals

O Concern for others

O Conflicts with parents over persistent rule breaking, money, chores, homework, grades, choices in
music/clothes/hair/friends

O Complains

O Cries easily, feelings are easily hurt

O Dawdles, procrastinates, wastes time

[ Difficulties with parent’s paramour/new marriage/new family

[0 Dependent, immature  Developmental delays

O Disrupts family activities

[ Disobedient, uncooperative, refuses, noncompliant, doesn’t follow rules

O Distractible, inattentive, poor concentration, daydreams, slow to respond

O Dropping out of school

O Drug or alcohol use

[ Eating—poor manners, refuses, appetite increase or decrease, odd combinations, overeats

[ Exercise problems

O Extracurricular activities interfere with academics

O Failure in school

O Fearful

O Fighting, hitting, violent, aggressive, hostile, threatens, destructive

O Fire setting

[ Friendly, outgoing, social

O Hypochondriac, always complains of feeling sick

O Immature, “clowns around,” has only younger playmates

O Imaginary playmates, fantasy

O Independent

O Interrupts, talks out, yells

O Lacks organization, unprepared

O Lacks respect for authority, insults, dares, provokes, manipulates

O Learning disability

O Legal difficulties—truancy, loitering, panhandling, drinking, vandalism, stealing, fighting, drug sales
[ Likes to be alone, withdraws, isolates

O Lying

O Low frustration tolerance, irritability

O Mental retardation



O Moody

O Mute, refuses to speak

O Nail biting

O Nervous

O Nightmares

O Need for high degree of supervision at home over play/chores/schedule

O Obedient

[0 Obesity

[ Overactive, restless, hyperactive, out-of-seat behaviors, restlessness, fidgety, noisiness

O Oppositional, resists, refuses, does not comply, negativism

O Prejudiced, bigoted, insulting, name calling, intolerant

[ Pouts

[ Recent move, new school, loss of friends

O Relationships with brothers/sisters or friends/peers are poor—competition, fights, teasing/provoking, assaults
Responsible

O Rocking or other repetitive movements

O Runs away

O Sad, unhappy

O Self-harming behaviors—biting or hitting self, head banging, scratching self

O Speech difficulties

[ Sexual—sexual preoccupation, public masturbation, inappropriate sexual behaviors

O Shy, timid

O Stubborn

O Suicide talk or attempt

O Swearing, blasphemes, bathroom language, foul language

O Temper tantrums, rages

O Thumb sucking, finger sucking, hair chewing

O Tics—involuntary rapid movements, noises, or word productions

[ Teased, picked on, victimized, bullied

O Truant, school avoiding

O Underactive, slow-moving or slow-responding, lethargic

O Uncoordinated, accident-prone

[0 Wetting or soiling the bed or clothes

O work problems, employment, overworking, can’t keep a job

Any other characteristics:

O

Please look back over the concerns you have checked off and choose the one that you most want your child to be helped

with. Which is it?




