Moshe Manheim, LCSW
6740 Jamestown Drive, Alpharetta, GA 30005   

1517 Beechcliff Drive, Atlanta, GA  30329

PH 678.469.3631 F 678.339.1222 




CLIENT REGISTRATION

Today’s Date: ________________________
Client’s Name: _____________________________________________ 


Date of Birth: _______________________
Age: __________________
Gender: 
Male 
Female
Address: ___________________________
City: __________________
State: ______   Zip: _______________
Phone Number (s): Home (____) _______ 
Work (____) ____________ 
Cell/Other (___) __________________

E-mail address_____________________________________________________________________________________

In case of emergency: Name__________________________ Phone: ______________Alt Phone:__________________

May we call you at work? 
Yes 
No

If client is a minor please complete section below, if not please skip to next section:
Mother’s Name/Guardian: _________________________________________________________________________
Address (if different than client):______________________________________________________________________
City: _________________________________
   State: ________________
Zip: ___________________________
Phone Number (s): Home (____) ______________ Work (____) _______________ Cell/Other (___) _______________

E-mail address____________________________________________________________________________________

May we call you at work? 
Yes 
No
Father’s Name/Guardian: __________________________________________________________________________
Address (if different than client):______________________________________________________________________

City: _________________________________
   State: ________________
Zip: ___________________________

Phone Number (s): Home (____) ______________ Work (____) _______________ Cell/Other (___) _______________

E-mail address____________________________________________________________________________________

May we call you at work? 
Yes 
No

Who is the custodial parent for the child? 
Mother

Father

Joint

Insurance information to be filled out if card is unavailable to copy.
Name of Insured Person: ____________________________ Relationship to client: Self/Spouse/Parent/Other

Insured’s ID/SSN____________________________ Insured’s Date of Birth: _______________________________
Name of employer (or group) insurance is supplied through: ____________________________________________
Policy / Group #:__________________________________Phone number to verify benefits:___________________

______________________________________________
_________________________________________

Signature of client or parent/guardian



Date

CONSENT AND AGREEMENT TO RECEIVE SERVICES

CONSENT FOR SERVICES.  I hereby authorize and voluntarily consent to the individual practitioner, Moshe Manheim, LCSW to provide services considered reasonably necessary for myself or my minor child:

Name __________________________________________________________________________   DOB ____________________
CONSENT FOR RELEASE OF INFORMATION FOR PAYMENT PURPOSES.  I hereby authorize Moshe Manheim, LCSW to release to any representative or agent of any entity that may pay for any part of the expenses incurred in connection with the permitted services (including any insurance company, health maintenance organization, employer, or government or social agency) any information requested at any time before, during, or after the permitted services for the purpose of evaluating or processing claims for payment for services rendered.  I also hereby authorize any representative or agent or any entity mentioned above that may pay part of expenses incurred in connection with permitted services to release any documentation to apply for said payment.  I acknowledge that this consent is valid until such time as bills related to the permitted services have been paid in full.
CONSENT FOR RELEASE OF INFORMATION TO CARE PROVIDERS.  I hereby authorize Moshe Manheim, LCSW to release any and all information contained in the medical record to the care providers listed below in connection with permitted services for continuity of care.  I hereby release Moshe Manheim, LCSW from any and all liabilities, responsibilities, damages, and claims that might arise from the release of information authorized above.  I hereby waive any privilege with respect to records released as authorized above.  I further understand that I can withdraw this consent for release of information at any time in writing except to the extent that action has been taken in reliance thereon.  

Provider Names _______________________________________________     Phone______________________________________
GUARANTOR AGREEMENT For and in consideration of the professional services rendered by Moshe Manheim, LCSW I hereby guarantee payment of all fees and charges incurred by said patient for permitted services.

ASSIGNMENT OF INSURANCE BENEFITS In consideration of the provision of services, I hereby irrevocably assign and transfer to Moshe Manheim, LCSW all insurance benefits due and payable for the client’s care from any insurance policy or policies, or any replacement policies thereof, but not to exceed the balance due of all charges.  I understand that I am financially responsible for any charges not covered by this assignment.  I also certify that all information given is true and correct and that I have no other coverage applicable to these services. I authorize the refund of overpaid insurance benefits in accordance with my insurance policy conditions, where my coverage is subject to coordination of benefits clause, and in keeping with the standards for coordinating benefits. 

ASSIGNMENT OF MEDICARE AND MEDICAID BENEFITS, PATIENT CERTIFICATION AND PAYMENT REQUEST I hereby certify that the information given by me in applying for payment under Title XVIII and XIX of the Social Security Act is correct.  I request that payment of authorized benefits be made and assign the benefits payable for the permitted services to Moshe Manheim, LCSW.  I am responsible for and agree to pay charges not covered by this agreement including any Medicare deductibles and/or co-insurance.

CERTIFICATION AND SIGNATURE I certify that I have upon my request received a copy of my Service Agreement and HIPPA rights. In addition, I have read and understand this consent, and have signed this consent in the capacity indicated below:

___
As the adult individual receiving said services
___
As a parent (whether adult or minor) consenting for his or her minor child.

___
As a guardian consenting for his or her ward.

___
As a person temporarily standing in loco parentis consenting for the minor under his or her care.

___________________________________


_____________________________________

Name (print full name)




Signature and Date

___________________________________


_____________________________________

Witness Name (print full name)



Signature and Date
HEALTH INFORMATION PORTABILITY AND ACCOUNTABILITY ACT (HIPAA)

Notice of Licensed Clinical Social Worker Policies and Practices to Protect the Privacy of Your Health Information

	THIS NOTICE DESCRIBES HOW MENTAL/BEHAVIORAL HEALTH AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.


This Notice of Privacy Practices describes the privacy practices of Moshe Manheim, LCSW
Uses and Disclosures for Treatment, Payment, and Health Care Operations  

I may use or disclose your Protected Health Information (PHI), for treatment, payment, and health care operations purposes with your consent.  To help clarify these terms, here are some definitions: 

· “PHI” refers to information in your health record that could identify you. 

· “Treatment, Payment and Health Care Operations”

– Treatment is when I provide, coordinate or manage your health care and other services related to your health care.  An example of treatment would be when I consult with another health care provider, such as your family physician or a psychologist.

– Payment is when I obtain reimbursement for your healthcare.  Examples of payment are when I 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 care operations are quality assessment and improvement activities, business-related matters such as audits and administrative services, and case management and care coordination.

· “Use” applies only to activities within my practice group such as sharing, employing, applying, utilizing, examining, and analyzing information that identifies you.

· “Disclosure” applies to activities outside of my practice group, such as releasing, transferring, or providing access to information about you to other parties. 

Uses and Disclosures Requiring Authorization 

I may use or disclose PHI for purposes outside of treatment, payment, or health care operations when your appropriate authorization is obtained.  An “authorization” is written permission above and beyond the general consent that permits only specific disclosures.  In those instances when I am asked for information for purposes outside of treatment, payment or health care operations, I will obtain an authorization from you before releasing this information.  I will also need to obtain an authorization before releasing your Psychotherapy Notes.  “Psychotherapy Notes” are notes I have made about our conversation during a private, group, joint, or family counseling session, which I have kept separate from the rest of your medical record.  These notes are given a greater degree of protection than PHI.

You may revoke all such authorizations (of PHI or Psychotherapy Notes) at any time, provided each revocation is in writing.  You may not revoke an authorization to the extent that (1) I have relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, law provides the insurer the right to contest the claim under the policy.

Uses and Disclosures with Neither Consent nor Authorization

I may use or disclose PHI without your consent or authorization in the following circumstances: 

· Child Abuse – If I have reasonable cause to believe that a child has been abused, I must report that belief to the appropriate authority.

· Adult and Domestic Abuse – If I have reasonable cause to believe that a disabled adult or elder person has had a physical injury or injuries inflicted upon such disabled adult or elder person, other than by accidental means, or has been neglected or exploited, I must report that belief to the appropriate authority.

· Health Oversight Activities – If I am the subject of an inquiry by the Georgia Board of Licensed Clinical Social Workers Examiners, I may be required to disclose protected health information regarding you in proceedings before the Board.














Cont . . . 

· Judicial and Administrative Proceedings – If you are involved in a court proceeding and a request is made about the professional services I provided you or the records thereof, such information is privileged under state law, and I will not release information without your written consent 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 case.  
· Serious Threat to Health or Safety – If I determine, or pursuant to the standards of my profession should determine, that you present a serious danger of violence to yourself or another, I may disclose information in order to provide protection against such danger for you or the intended victim.  
Patient’s Rights and Provider’s Duties

Patient’s Rights:

· Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosures of protected health information.  However, I am not required to agree to a restriction you request. 

· 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.   
· Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of 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.  I may deny your access to PHI under certain circumstances, but in some cases you may have this decision reviewed. On your request, I will discuss with you the details of the request and denial process.   

· Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained in the record.  I may deny your request.  On your request, I will discuss with you the details of the amendment process. 

· Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI.  On your request, I will discuss with you the details of the accounting process. 

· Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me upon request, even if you have agreed to receive the notice electronically.
Provider’s Duties:

· I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and privacy practices with respect to PHI.

· I reserve the right to change the privacy policies and practices described in this notice. Unless I notify you of such changes, however, I am required to abide by the terms currently in effect. 

· If I revise my policies and procedures, I will provide you with written notification by mail.  

Questions and Complaints

If you have questions about this notice, disagree with a decision I make about access to your records,  have other concerns about your privacy rights, or wish to file a written compliant indicating that your privacy rights have been violated, please notify me at the number listed above. You may also send a written complaint to the United States Department of Health and Human Services 

You have specific rights under the Privacy Rule.  I will not take retaliatory action against you for exercising a right or filing a complaint.

Effective Date, Restrictions, and Changes to Privacy Policy

This notice will go into effect on 01/01/2013.  

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

I acknowledge that I have received and read this Notice of Privacy Practices.

__________________________________________________________________

______________________

Received by:
 Client or Representative Signature



                            Date

Please initial your acknowledgement of the items below:
____ I understand that sessions are 45 minutes long and that there is a 24 hour cancellation policy that requires payment in full by the responsible party (insurance does not pay for missed sessions) should 24 hour notice not be given.
_____  I understand that email and/or texting communications between myself and Moshe R. Manheim LCSW may not be compliant with HIPPA guidelines and that any communication using email or testing may not be private.  I understand and consent to these forms of communications with Mr. Manheim.  
______I understand that phone consultations lasting longer than 10 minutes will be charged at a pro-rated fee of $150/45 minutes.

**************************************************************************************************
​​​​____
I agree to waive the use of my insurance benefits altogether and to pay fees completely out-of-pocket.

_________________________________

____________

Signature





Date

_________________________________

Printed Name
