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REGISTRATION FORM:

Client Information:



Today’s Date: _____/_____/_____
Name:






  
  D.O.B.:
 _____/_____/_____

Address: _______________________________________________________________________
City:
__________________________ 

Zip code:   ___________________


Home phone: 




Cell phone: 





Email:









How did you hear about me? 








Reason(s) for coming to therapy:

_____________________________________________________________________________
_____________________________________________________________________________
What gender pronoun(s) do you use?
______________________________________________________________________________

Partner/Spouse/Other Parent information:

Name:
__________________________________________ 
D.O.B.: _____/_____/_____

Address: _______________________________________________________________________

City:
__________________________ 
Zip code:   ___________________


Home phone: 




Cell phone: 






Work phone:
_____________________
Email: __________________________

Emergency contact:

Name:



Tel: 


Relationship:




I authorize contacting this person in the case of emergency: 








_____/_____/_____


Signature





Date
OFFICE POLICIES,

AGREEMENT FOR PSYCHOTHERAPY SERVICES, 

GENERAL INFORMATION & RESOURCES

This information has been prepared for you so that you can have a basic understanding of what our agreement is regarding the psychotherapy services you will be receiving.

This agreement is between:

 H. Ameeta Singh, MFT #50409 (Therapist) and

(Client).





Print Name
PAYMENT POLICY

Clients are expected to pay the fee for service at each session, unless other arrangements have been made.  Payment is through Venmo.  If during the course of therapy, you experience difficulties regarding prompt payment for services, please speak directly with your therapist to discuss the situation.

The fee for your psychotherapy services is $


Initial here:
___________
ATTENDANCE & CANCELLATION / MISSED APPOINTMENT POLICY

My goal is to provide clients with high quality psychotherapy services.  In my experience therapy is very much a collaborative effort between therapist and client.  It is most effective when it happens on a regular and consistent basis.  As such, it is expected that clients will attend all regularly scheduled sessions.   If you cancel your appointment I cannot fill that slot with anyone else.  I require 48 hours’ notice of cancellation.  I am able to accommodate 1 (one) cancelled or missed session every 3 months (which equals 4 sessions a year).  If I cancel your session, you will not be charged and it will be rescheduled.  There is a $50 fee for all other missed or cancelled appointments beyond the 1 per quarter (every 3 months).  You will have to pay this fee to continue with your sessions or if you want me to hold the appointment slot for you in case of extended absences such as travelling.  I cannot hold your slot for more than one week at a time or more than once per year.  If it appears that you may be struggling to maintain consistency with your appointments, then I am happy to dialogue and problem solve around this with you.  In lieu of cancelling, you might want to consider a phone appointment instead.  

Initial here:
___________
APPOINTMENT TIME:

Please be on time.  I am usually available to begin promptly.  If you are late for a session, we will still need to end within the time frame allotted for your session.  The charge for these meetings will be the full amount.

Initial here:
___________

By signing below, I acknowledge that I have read and understood the office policies outlined above and have raised any questions I might have about it with my therapist.  I have received full and satisfactory response and agree to the provisions freely and without reservations.  

_____________________________


________________________________

Client Name (please print) 


   

Signature

_____/_____/_____






Date
CONSENT FOR TREATMENT

I consent to receiving psychotherapy services from H. Ameeta Singh, MFT #50409.  By signing below, I acknowledge that I have read, understand and accept the information and policies outlined in this document.

_____________________________

  
________________________________


Client Name (please print) 


  
 
    Signature
_____/_____/_____






Date







GENERAL CONSENT FOR TREATMENT OF A CHILD/MINOR

I am the parent/legal guardian of the child/ren listed below and on their behalf authorize them to engage in psychotherapeutic services with Ameeta Singh, MFT #50409. I understand that the policies set out in this document apply to all the children named below. 
________________________________

_______________________________ 
  
Child’s Name (please print)


  Signature of parent/legal guardian



_____/_____/_____

Date:
CONSENT FOR TELE-MENTAL HEALTH SERVICES
I consent to the use of tele-mental health therapy as a mode of receiving individual psychotherapy from H. Ameeta Singh, MFT #50409.  By signing below, I acknowledge that I understand the manner in which therapy will be delivered is through the use of interactive telecommunications that include audio and/or video equipment permitting real time, two-way communication.  I understand the risks and constraints associated with this form of therapy as compared to in person therapy services and consent to receiving tele-mental health therapy services.
_____________________________

  
________________________________


Client Name (please print) 


  
 
    Signature
_____/_____/_____






Date




 ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
By signing this form, you acknowledge receipt of the Notice of Privacy Practices that I have given to you. My Notice of Privacy Practices provides information about how I may use and disclose your protected health information. I encourage you to read it in full. 

My Notice of Privacy Practices is subject to change. If I change my notice, you may obtain a copy of the revised notice from me by contacting me at:

(415) 203-3807/ ameetasingh@healingchange.org
If you have any questions about my Notice of Privacy Practices, please contact me at: 

415-203-3807/ ameetasingh@healingchange.org
I acknowledge receipt of the Notice of Privacy Practices of H. Ameeta Singh, MFT #50409.  

Print Name:

Signature: 






Date: 

(client/parent/conservator/guardian) 


Ph: (415) 203-3807/ ameetasingh@healingchange.org / www.healingchange.org 

Ph: (415) 203-3807/ ameetasingh@healingchange.org / www.healingchange.org 

