BARROW AND ASSOCIATES
CLIENT PERSONAL/INSURANCE INTAKE DATA FOR BILLING OFFICE

Personal Information: Date of First Visit:

Client’s name Adult/Child: Last FirsL MI
Address:__ City Zip

Home Phone: () Work Phone: ()

Date of Birth: Month Day _ Year Age: Gender: M F
soctal Securily Number Adult/Child: Occupation:

Marital Status: Never Marricd Martied, Separated Divoreed
Referred by: Family Physician:

— Yes No  Tgrant permission for you to send a fetter of thanks to the referral source.

Billing Information:(If different from above)

Responsible Party’s Name: Last First; Ml
Address: .. City Zip
Home Phone: () Waork Phone: ()

Insurance Information: If you have insurance, we will be zlad to file for yonr henefits.
PLEASE NOTE WE DO NOT FILE SECONDARY INSURANCE: We would be glad to
give you a receipt with all the information you need to file yoursel, please let us know,
PLEASE CHECK ALL THAT APPLY:

. Yes, BA can contact me at home ur feave a message regarding insurance information.
_ No, BA caunot contact me at home or leave a message regarding insurance information.

Yes, I want you to file my insurance for me. No, T will file my own insurance.
IFYES....YOU MUST FILL OUT ALL OF THE INFORMATION BELOW. YOUR

CLAIM WILL NOT BE FILED IF THIS IS NOI FILLED QUT.
Nuame Insurance Company:

Tngurance 1D, Number:

Insurance Company phone number to \ferify benefits {800)

Primary Insured Party’s Name: Last: First: MI:__
Insured Party’s Address:

losured Party's Date of Birth: Month:_ Day___ Year_ Social Security #:

Employed by: CGiroup#:

INSURANCE AUTHORIZATION NUMBER:

FOR OFFICE USE ONLY:
DSM IV-R Axis I Therapist:

DSM IV-R Axis II:

I atiest the above information to be true and complete, I zive my permission to release
information to my insurance in order to file my claims.

Signature Date
Barrow and Associates
494 Snuth Emerson, Suite It
Gresnwoad, [N 460143



Patient Signature Date Therapist

PATIENT RIGHTS & RESPONSIBILITIES

Patients have the right (o be treated with personal dignity and respect.

Patients have the right to care that is considerate and respects member's personal values
and belief system.

Putients have the right to personal privacy and confidentiality of luformation.

Paticnts have the right to receive information about managed care company’s services,
practitioners, clinical guidelines, and patient rights snd responsibilities.

Fatients have the right to reasonable access to carc, regardless of race, treligion, pender,
sexual orientation, ethnicity, ape, or disability.

Patient have the right to participate in an informed way in the decision making process
regarding their treatment planning,

Patients have the right to discuss with their providers the medically necessary treatment
options for their condition regardicss of cost or benelit coverage.

Paticnts have the right of members, families to participate in treatment planning as well

as the right of members over 12 years old to participate in such planning within the limits
of confidentiality.

Paticints have the right to individualiced (reatment, including;

. Adequate and humane services regardless of the source(s) of financial support.
. Provision of services within the least restrictive environment possible,

. An individualized trcatment or program plan.

. Petiodic review of the treatment or program plan,

. Adequate number of compelent, qualified, and experienced professional clinical

staff to supervise and carry out the freatment or program plan,
Paticnts and their families have the right to be informed of their rights in a language they
understand.
Patients have the right to voice complaints or appeals about managed care company or the
care provider.
Patients have the respounsibility to give their provider and managed care company
information needed in order to recelve care,
Paticols have the responsibility to follow their agreed upon treatment plan and
instructions for carc.
Patients have the responsibility to participatc, to the degree possible, in understanding
their behavioral health problems and developing with their provider mutually agreed upon
treatment goals.




BARROW AND ASSOCIATES
OFFICE FINANCIAL POLICIES

Your personal problems look time to develop and, therefore, it will (ake 2 certain amount of lime to work them theongh. A therapy session |

50 minutes in length. You are encouraged to call your therapist if you have any questions or concerns betwien sessions. There is no charg
for phone calls. The following will give you some ideas 4s 1o trentment cost, as well a5 our payment and insurance policies.

OFFICE CALLS:

Inan effor| to keep costs down we ask that you pay for your office visit at the ime of service. Basic fees are 3100.00 to

$115.00 PeT se85iul
Puyment may be puade either by cash, check, money order, or credit card. There will be a service charge of 820.00 for any personal chec
returned by your bunk. The $20.00 fee will be added (o YOUr account,
SPECIAL CHARGES:

THagnostic Evalnations: To make a more complete evaluation,

your therapist may ask you to take & persunalily evalumiion after the Grst vigi
There is a charpe of $100.00 per MMPI-2 cvaluation,

FILING Y(HIR INSURANCE CLAIMS:

As a courtesy to our paticnts, we will file your ingurance. However, You are respomsi thie full fee at the (ime of your vigil cxeept whe
¢overcd by managed care, which requires pre-ceqtification and possibly 2 doductible and a co-paid amount, If you dn not call your insuranc
company and they require 4 pre-certification, then you are respunsible for the full fev of the sessions not covercd, Insurince comypmnie

generally require three 1o ix weeks to process a claim, I your insurance company docx not follow throuph with gayment, the ce wi
be your respongsibility to pay,

MANAGED CARE:

Tfyou have 2 Managed Care heulth insyrance plau and your plan requires you to contact your primatry care physician or teceive pro-certificatio
for sessions befora heing seen by us, plcase be sure that the

required referral or pre~certificarion has been obtained. [t is yunr respousibailit
to be sure thart the required referssl is available at the time of your first appointment or you will b responsible for pryment of the full fea,

MEDICARE:

We are not 1 Medicare provider,

STATEMENTS:
Be sure o check gver your statement to keep you ourrent with regard to your char

monthly un all agcounts showing any balance due. Balances over 90 days old will
the billing office, Accounts that ave sent

#es and puyments on your accounl, Statements are maile
80 10 collections unless specific arrangements are made wit
ta collections will also lw: charged the coat of collactions, coust [een, and attorucy fees.

1€ you have any questions regarding insurance or statewcnls, please call our Billing aud Accounts Office at 317-888-05K1.

LATE CANCELLATIDNS:
T d a cancellation

at 1-317-888-0381. ' hourw leave a ou do for your

intm 0 cancel yo intuyent lafe
fec will e charged.

T understand that I am respansible for the full fees for services rendered. X understand that should m
insurance company not pay for services, I am responsible for the full fec of those services not covered,
understand that if 1 do not cancel my appointment 24 hoars in advance or if 1 no show my appointment | wi
be charged from $45.00 to $100.00 depending un the circumstances of the cancellation/no show,

Signature Dale Therapist

Barrow and Associatas
494 Soulh Emerson, Siire A
Greenwood, IN 46143 (317-RER-0481)



BARROW AND ASSOCIATES
OFFICE POLICY

) INSURANCE INFORMATION CONFORMATION

I have checked with my insurance for out-patient mental health benefits and understand thosc
benetits. Which are:

Deductible Per Yeur: Has The Deductible Reen Met?

Co-Pay Per Visit:

1f1 have not checked my insurance for out-patient mental health benefits. ¥ understand
that I am responsible for paying the full fee at the time of service.

Name Datc



Barrow and Associates
A STATEMENT OF CONF TDENTIALITY

The American Psychological Association's "Bthieal Stand
confidentialily of professional communication about indivi
a client being seen in therapy and other persons involved give their express pefmission iz
confidential professional communication shown ta an individual requesting such information,
Although confidentiality and privileged communication remain rights of all clients of psycholopists
aceording to state law, some courts have held that if an individual intends to take harmful or
dangerous action against another human being, or against themselves, it is the psychologist's duty
to warn the person ox the family of the person who is likely to suffer the results of harmiul behavior,

ot the family of the client who intends to harm himself, of such intention, All child sexual and
physical abuse must by law be reported.

ard of Psychologists™ states that the
dnals must be maintained. Only when

Therapy records may be subpoenaed, for ¢xample, in certain criminal, child custody, and divorce
cases. If your records are subpoenaed, your therapist will make every cifort to work with your
attorney, if necessary, to protecl your confidentiality.

Inn addition to this, the psychologist may seek the services of a collection agency if a ¢lient's billed
fees are not paid after sufficient warning. In the event of non-payment of fees, | waive my tights of
confidentiality in order to facilitate the collection PIocess.

It is assumed that the client has given his permission to release the information requested o
insurance forms if they are provided to the psychologist or his staff to be completed.

The psychologist will, under no circumstances, inform such individuals without fiest sharing that

intention with the client. Bvery effort will be made o resolve the issue before such a breach of
confidentiality Lakes place.

Thave read the above and understand the psychologist's social and economic respoosibility to make
such decisions where necessary.

DATE BY




CONSENT FOR MENTAL HEALTH SERVICES

L, the undersigned, agree and consent to participate in the mental health services offered und

provided by » & mental health provider or psychologist, as defined in

[odiana law.

L understand that T amn consenting and agreeing only to those mental health serviges that the above
named provider is qualified to provide within:

(a) the scope of the pravider's licenyse, certification, and training; ot (b) the scope of licensc,
certification, and training of thosc mental health providers directly supervising the services

received by the patient.

Name: Diie of Rirth:

Witncss: Date:




BARROW AND ASSQCIATES

Natice of Psvchologist’s and Therapist’s
Policies and Practices to Protect the Privacy of Your Health

Information

THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL
INFORMATION ABOUT YOU MAY BE USED AND DiSCLOSED AND HOW YOU
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW I'T CAREFULLY.

L_Uses and Disclosures for Treatment, Payment, and Heajth Care Operations

We may use ot disclose your protected health information (PHI), for ireatment, payment,

and health cure operations purposes with your written authorization. To help clanty

these terms, here are some definitions;

o “PHI" tefers to information it your health record that could identify you.

“Treatment, Payment, and Health Cure Operations”
— Treatment is when we provide, coordinate, or manage your health care and
other services related to your health care. An example of treatment wonld be
when we ¢onsult with another health care provider, such as your family physician
or another psychologist.
— Payment is when we obtain reimbursement for your healthcare. Examples of
payment arc when we disclose your PHI to your health insurer to obtain
reimbursement for your health care or to determine eligibility or coverage,
— Health Care Operations are activities that relate to the performance and
operation of my practice. Examples of health carc operations are quality
assegsmaent and improvement activities, business-related matters such as audifs
and administrative services, and case management and care coordination.

o “Use” applies only to activitics within our practice, such as sharing, employing,
applying, utilizing, examinivg, and analyzing information that identifies you.

o “Disclosure” applics to activities outside of our practice, such as releasing,
transferting, or providing access to information. ahout you to other parties.

«  “Authorization™ is your written pernission to disclose confidential mental health

information. AJ] authorizations fo disclose must be on a specific legalty required
form.

1. Oither Uses and Digclosures Requi Authorization

We may use or disclose PHI for purposes outside of treatment, payment, or health care
operations when your appropriate authorization is obtained. In those instances when we
arc asked for infurmation for purposes outside of treatment, payment, or health care
operations, we will obtain an authorization from yom before releaging this information.



We will also need to obtain an authorization
“Psychotherapy Notes™ are notes we have m
group, joint, or family counseling session, w
your medical record. These notes are given

hefore releasing your Psychotherapy Notes,

ade about aur conversation during a private,
hich we have kept separate from the rest of
a greater degree of protection than PHI.

You may revoke all such authorizations (of PHI or Psy

chotherapy Notes) at any time,
provided each revocation is in writing. You may not revoke an authorization to the

extent that (1) we have relied on that authorization; or (2) If the authorization was
obtained as a condition of obtaining insurance coverage, law provides the insurcr the
right to contest the claim under the policy.

1. Uscs and Disclosures with Neither Consent nor Anthyrization

We may use or disclose PHI without your consent or authorization i fhe
cireumstances:

following

Child Abuse ~ If we believe that a child is a victim of child abuse ot neglect, we must
report this belicf to the appropriate authorities.

Adult and Domestic Abuge ~ 1f we believe or have reason to believe that an individual
is an ¢ndangered adult, we rust report, this belief to the appropriate guthorities,

* Health Qversight Activities - If the Indiana Attorney General’s Office (who overgees
complaints brought against psychologists instead of the Indiana State Psychology
Board) is conducting an investigation into my practice, then we arc required to
disclose PHI upon receipt of a subpoena.

*» Judicial and Administrative Proceedings — If the patient is imvolved in a court
proceeding and a request is made for information about the professional services we
provided you and/or the rccords thereof, such information is privileged under state
law, and we will not release information without the written authorization of you or
your legally appointed representative or a court order, The privilege does not apply
when you are being evaluated for a third party or where the evaluation is court
ordered, You will be informed in advance if this is the cuse.

»  Serious Threat to Health or Safety ~ If you commumicate to us an actual threat of
violence to cause serious injury or death against a reasonably identifiable vietim or
vietima or if you evidence conduct or make statements indicating an imminent danger
that you will use physical violence or use other means to cause serious personal
mjury or death to others, we may take the appropriate steps to prevemt that harm from
occuring, Iff we have rcason to believe that you present an imminent, serious risk ol
physical harm or death to yourself, we may need to disclose information in order to
protect you. In both cases, we will only disclose what we feel is the minimum
amount of informalion necessary.



o Worker's Compensation — We may disclose protected health information regarding
you as authorized by and o the axtent necessary to comply with laws relating to
worker’s corapensation or other similar programs, egtablished by law, that provide
benefits for work-related injuries or illness without regard to fault.

1V, Patient’s Rights and Psvchologist's and Therapist’s Dutles

o Right to Request Restrictions —You have the right to request restrictions on certain
gses and disclosures of protected health information. However, we are not required
1o agres to A resiriction you request.

e Right to Recelve Confidential Communications hy Alternative Means and at
Alternative Locations — Y ou have the right to request and reccive confidential
communications of PHI by altcrnative means and at alternative Jocations. (For
example, you may pot want a furnily member to know that you are secing us. On
your request, we will send your bills to another address.)

o Right 1o Inspect and Capy —You have the right to inspect or obtain a copy (or both)
of PHI in ovr mental health 2nd billing records used fo 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 ¢ascs you may have this decision reviewed,
O your Tequest, we will discuss with you the details of the request and denial
Process.

o Right to Amend — 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.

e Right o an Accounting —You generally have the right to receive an accoynting of
disclosures of PHL On your request, we will discuss with you the details of the
accounting process.

= Right to a Paper Copy — Youbave the right to abtnin a paper copy of the notice from
us upon request, even if you have agreed to roceive the notice electronically,

Psychologiat’s and Therapist's Duties:
» We are requited by law to maiptain the privacy of PHI and to provide you with a
notice of my legal duties and privacy practices with respect to PHI,

o We reacrve the right to change the privacy policies and practices deseribed in this
notice. Unless we notify yoo of such changes, however, we are required to abide by
the terns currently in effect.



¢ If we revise our policies and procedures, we will provide you with  revised notice by
mail.

Y. Complaints

If you are concetned that we have violaled your privacy rights, or you disagree with a
decision we made about access to your records, you may contact Alfred R. Barrow, Ph.D.
HSSP, 494 South Emerson Ave., Suite B, Greenwood, Indiana 46143-1953,

You may also send a written complaint to the Secretary of the U.$. Department of Health

and Human Services. The person listed above can provide you with the appropriate
address upon request.

V1. Effcctive Date, Restrictions, and Changes to Privacy Policy

This notice will go into effect on April 14, 2003,

We reserve the right to change the terms of this notice and to make the new notice
provisions offective for all PHI that I maintain, We will provide you with a revised
notice by mail

YOUR SIGNATURE BELOW INDICATES YOUR CONSENT TO QUR USE AND
DISCLOSURE OF PROTECTED HEALTH INFORMATION ABOUT YOU FOR
TREATMENT, PAYMENT AND HEALTH CARE OPERATIONS. YOU HAVE THE
RIGHT TO REVOKE THIS CONSENT, IN WRITING, EXCEPT WHERE WE HAVE
ALREADY MADE DISCLOSURES IN RELIANCE ON YOUR PRIOR CONSENT.

Service Recipient Signature

Date



