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= Ivnderstand that Thave the right io insnect and/or receive 2 copv of my Private Health -
© Toformation (PHI) Le. Record nxless it is legally determined that 3t wonld adversely
arfect my well-being or I am a minor. My tequest roust be fillfiled by ilis office
. itk 60 days of my written request. There will be a charge for capi&s.

. > As additions] FIPAA ‘tegriations are mendaied snd clarified, fhis office will be.
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> Tthis officeds found fo be in vicltion of the Primary Standards put forth in FIPAA.

1 am nrged to speak with my Herapist and if not resolved, T have aright to fle 2
forpal corpphiant with the Offics of Civil Liberties.

o -iiwermdmdrecam&acaqufﬁe&éwemm@m&fwﬁmﬁeﬂreﬁ




Karen Robinson, MSW, LICSW
Foxborough Counseling Associates

FEE AGREEMENT FORM

Please initial each statement to verify that you have read, fully understand, and agree to
comply with the billing practices of Karen Robinson, MSW, LICSW.

All copays are due at the beginning of each appointment in the form of cash or
check made payable to Karen Robinson.

Any copays that are not paid at the time of service will include a processing
fee of $5.00 per unpaid copay.

| have been informed that health insurance coverage is the responsibility of
the client and | will pay any claims that go unpaid by my health insurance plan. Ifa
claim is denied, [ will follow up with my insurance company.

| have been notified that late cancellations of 24 hours or iess and no shows
for appointments are not billable to insurance and require a $65.00 fee payment to be
paid prior to scheduling any further appointments.

lam responsible for paying any deductibles and/or unpaid balances within 30
days of receiving an invoice.

Any clinical contacts via phone longer than 5 minutes require a self-pay fee at
the rate of $15 for 15 minutes or less, $25 for 15-30 minutes, and $50 for over 30
minutes.

A fee of $10 is required for the copying and/or mailing of any medica! records.
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Any contact with outside entities (Atiny’s, MD’s, schools, eic.} reguirss & ssi-
pay fee of $25 for 15 minutes or less, $50 for 15-30 minutes, and S75 for over 3T
minutes.

If | request a clinical letter or case summary io be written | will pay a fee of
$25 for 0-15 minutes, $50 for 15-30 minutes, and $75 for over 30 minutes for the time
spent writing the letter/summary as heailth insurance does not cover this service.

i understand and agree fo all of the above conditions.

CLIENT SIGNATURE: ; DATE:




Notice of Privaev Practiess

THIS NCTICE DESCRIBES ROW MEBICATL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED ANDHOW YOU CAN GET ACTESS TO
THIS INFORMIATION. PLEASEREVIEW TE0S NOTICE CAREFDELY. - ‘

“Your health record contafns gersonal information ahout you zd your heaith.  Thic Information about you that may fdentify you and that relates 1o yonr past, present o ==
mentaf hezlth or condition and related hedlth care services is referred to 25 Protected Health Information (PHT7). This Notice of Privacy Practices describes how Imay sse =
dzsg!osg wour PHI in accordance with applicable law. Tt elsp deswibes your rights regarding how you may gain access to zad, comtrol your PHE T am requfred by I== =
ma_amtamthegﬁva:yuf?ﬂlandmpmﬁdemm nofice of my legal dmties and privacy practices with respect to PHE T amn required to abide by the temms of is N o
Privacy Practices. Trescrve thexight to change the terms of my Notice of Privacy Practices stany time. Any new Notice of Privacy Practices will be effective S ol PHI F=!

maintain gt thet fime. 1will provide you with a copy of the revised MNatice of Privacy Practices by sendiug 2 copy to $ou in the meil upon reguest or providing one to 7oz =
yournext appointment.

HOW I MAY USE AND DISCLOSE HEALTHE TNFORMATION ABOUT YOU

For Trentment. Your PHI may be used and disclosed by those who are involved In your care for the purpose of providing, coordinating, or manesing your health care
tieatment and xelaed services. This includes consalt=tien with clinica supsrvisors or other tremyment teem membess. I may disdless FHI to any offier consultant anly with yous
authorization. .

For Pavment. 1 mayvse end disclose PHI so that T cen reseive payrment Sy the treatment sexvives provided 1o vou. Thiswill oaly be done with your anthorizetion. Exemples
of geyment-related activities are: making 2 determinetic of dlicihiliy ar coverase for insurance benefits, prosessing clzims with your surance company, rEViewing SEvices
provided to you to determine medical necesshy, or rafdertaiine pHlnztion vevies activities. IFT hecomes necessesy to vse colleciion processes dee to lack of payment for
services, we will only disclose the minframes emotm: of PHI zecessery i prrposes of collection :
Far Health Care Operations. T mey use and discless = assdad, your PHI in order to support qur husiness eoifeiies incleding, hot ot limited to, guality assessment acivides,
employee review activifies, licensing mnd crdnciing or srmencing i ather hasiness activities. For example, | may share your PHI with tiiird perifes that peritrm various
business activities (e, Billins ortypine services) mrowdad | heve = writien contract with the bustness fhes reguires T to s=Rerad the privecy of your PHI. Fortraining or
teaching prarposes PHI will ba disclosed cniy with your soboriz==ion -
Reanired by Law. Undertielzw, T mest mzke Sscloswes of vour PHI to 70D Tpon your request. In addition, I wme: meke dsclosoes to the Secretay of the Depariment 62
Health and Human Services for the przpose of ievestie=tnz or delermining onr compliance with the requirements of the Privecy Rels. The fflowing is alist of categosies o
uses and disclosures permitted by HIPA A withowt = sothosizafon: Abnse and Neglect Law Eaforcement, Jadiciel i Adminisiretive, Proceedings Natiopal Secumty,
Deceased Persons Public Hezlth, Emerzencies Peblis Sty (Duty to Warg), Family Involvement fn Care Ressarch & Bealih Ovemsight o

Witheut Authorization. Appliceble 1w 22 etfhicsl stendzrds permit us to disclose information about yon withont your atboriz=tica ealy fn 2 Emited sumber of ather
sitoations. Tnetvoes of nses 2nd Alsclesnres St mey be made without yorr anthorzation are those thatare:

Aok s
o  Required by Law, such &5 e mendsawy reporiing of child abuse oroeglect or mendatory govemment asercy sadits &rig&-esﬁganons (such 25 the sucial Wik
licepsine hoard or the heslth depeviment).
o  Required by Cowrt Order o .
i NW.VEmml&masﬁmaﬂﬁmﬁmﬁmmﬁeh&lﬁwm&amgﬁe?ﬁﬁa E‘nr&:unﬂn?smsimdmprmmﬁlngr::
threat & will he Gisciosed 1o 2 pesen G persons reasomshiy zhle fo provent or lessen the thieet, including the tarpet of the hreat.

Yertisl Permission. Immmﬁﬁmmmﬁxmﬁmmﬂnﬂymmmmmmmm in;mnrn-eahn_entyunrvax_iaﬂ_pemﬁsgmn.
Vith Authorization. Uses =28 disclosnres not specifically pesmitted by applioable Tewe wAll he mads anly with your wiitien zutherizetion, which may be evoked
]

YOUR RIGHTS REGARDING YOUR PHI

You bave the followisg ks reearding PHI we mafmisin sbont you. To exercise any of thecesights, plesse submit your regnest i wiiting o Faren Robinson.

igk ; i i i i i I 2nd copy PRI that mzy Be =20 =

e Rishtof Accesstolospecrand Copm “You beve the tight, which may be resuicted enly in ezcccpnnna_l mi:ums!zinoas,mmgpect 0y F] e e s

meke decisions ebm:‘.ym; coe. Your ngit o inspecr znd copy PEI will be rst.ﬁcmd only in those situafions wiere thers Is compelling evidencs ther eooss =
canse serioms b o vou. Wemay chorse 2 reesaashle, cost-besed fee for copies.
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s  Rightto =3 Accomiting of Dissicsmres. Yeuhﬂatheﬁgxtm:equstmmcgmﬁngufmtaﬁmf&e disclosares that we male of yoar PHL Imay choge yo==
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] ;._i?a Copy of ihis Notice. Yon havethe right to 2 copy of this notice. l

COMPLAINTS

Belt fvrcy 1 i i 3 i fafint to OfFfe= 5 O
vos helicvs yOur arivecy rights have been violated, please contact Earen Robimsmm. Yon have the right to file a wrtfen comp =
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