
Real Hope Real Help
l-001 Cross Timbers Road, Ste. l-240

Flower Mound, TX75028
Ph: (972) 966-t079 t: (972) 767-07ss

Rea I hoperealhelpd r.d @outlook.com

Patient lntake Form

Patient Name llast. First. M iddleì:

Date of Birth: Gpnder: Fam Status:

Address:

Primarv Phone #: Secondarv Phone #:

E-MailAddress: Preferred Method of

Please fill out either the adult patient or minor patient information section, then complete the additional information

section.

ADU tT PATI ENT-IN FORMATION:

Occuoation: Emolover:

Emolover Address:

CONSENT FOR TREATMENT: I hereby give my authorization and ínformed consent to receíve

psychological or therapeutíc outpatient diagnostic and treatment services from REAL HOPE REAL HELP

further certify that I have the legal authority to authorize and consent to this treatment.

PRINT NAME SIGNATURE TODAY,S DATE

MINOR PATIENT INFORMATION:

Parent/Guardia n's Name: Date Birth

Gender: Relationship to Patient: MaritalStatus:

Home Address:

Emolover: Address:

Other Parent/Guardian's Name: Date Birth:

Gender

Home Address:

ationshio to Patient: Ma I Status
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Emolover: Address:

CONSENT FOR TREATMENT OF MINOR/DEPENDENT CHILD: I certify that I am the (father, mother,

managing conservator, legalguardian (circle one) of the above named chíld, and I herebygive my

authorization and informed consent for the above named child to receíve psychological or therapeutic

outpatient diagnostic and treatment services from REAL HOPE REAL HELP. I further certiñ7 that I have

the legal authority to authorize and consent to this treatment.

Print Name Parent/Legal G uardian Signature Today's Date

ADDITIONAL INFORMATION :

lf insurance Holder or Financíally Responsíble Party is same as previous contact listed, you only need to
fill in the name.

lnsurance Carrier: Primarv Subscriber/s Name:

Date of Birth: Gender: N umhp r:

Primarv Subscribe/s Add

Fmnlover: Emolove/s Address:

Financiallv Resoonsible Partv's Name: Date of Birth:

Gender: Relationsh in to Patient: M Status

Home Address:

Emolover: Emplover's Address

CONSENT FOR ALTERNATE CAREGIVER/EMERGENCY CONTACT (optíonal): lf you consent to allow REAL

HOPE REAL HELP to discuss your protected health information with anyone other than yourself or the
parent/legal guardian for mínor patients, please list them below. Your signature will indicate your

consent to this communication until you withdraw your consent in writing.

Emersencv Contact Name: Phone #:

Print Name Signature Today's Date
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CONSENT TO COMMUNICATE WITH REFERRAL SOURCE: lf you consent to allow REAL HOPE REAL HELP

to communicate with your referring physician or professional regarding your case, please sign below.

Your signature will indicate your consent to this communication until you withdraw your consent in

writing.

Phvsician/Professional Na #:

Print Name: Sisnature: Date:

tN-NETWORK INSURED: lf you wish for REAL HOPE REAL HELP to file for direct in-network
reimbursement by your ¡nsurance company, please provide the information requested below

I hereby assígn payment of medical benefits by: (lnsurance Company)

To REAL HOPE REAL HELP. I also authorize the release of any medical information requested by the

above-named insurance or managed health care company. The assignment will remain in effect until

revoked by me in writing (a photocopy Òf this assignment is to be considered as valid as the original(. I

understand that I am financially responsible for all charges whether or not paid by said insurance except

to the extent that a contract between the provider and a managed health care company might limit that

financial responsibility.

Print Name: Sisnature: Date



Chlld'¡ ttlame:

oate of Blrth:

Form Compleæd By:

Date:

01. Chrbt¡Dð ocll¡ il.bbt., ph.O.

Ílll1 C¡o¡¡ lt¡t¡r Ro¡d Sulta ül¿O

Flow.r fitoün4 Dt ?3028

DEVELOPMENTAL HISTORY

Rel¡t¡onrhtp to Chlld:

Genden

Gr¡de;

what âÍe the cuarent concefns lhãt prompted seetlng tfEatment?

FAMIIY INFORMAT¡ON

Mothe/s Name:

Address:

Occup¡tlon:

Phone Number:

lf thls child has other parent(sl, step- parents or guardlans, please provrde th¡t rnformation:

With whom does the child res¡de?

lf parents ere dlvorced or separated, who has custody of the chlld?

How oftcn does thls ch¡fd sêe the othor p¡rent?

Please list all brothert !¡sters and any other persons resfdlng wlth the farnlly:

Name:

Name:

Name:

Name:

Age: _ Sex: _ R€latlonshlp to Chl¡d:

Age: _ Sex: 
-- Relationshlp to Chlldr

Agc: _ Sex: _ Reladonshlp to chlld:

Â8e: _ Sex: _ RelaflonshlptoChlld:
PREGNANCYAND BIRTH

Was the mother under a docto/s care?

Were there compli€at¡ons duríng pregnanry?

Were there any problems wlth birth?
rúEDICAI II{FORMATION

YES_NO_lfso,cxplaint

YES _ NO _ lf sqexplaln:

NOYES

Hearing problems?

Tubes?

Freqüent e¡r lnfecflons?

Has your child had any chlldhood diseases?

NO

NO

NO

NO

YES

YES

YES

YES

vEs

YES

YES

Overly rens¡tlve to sound?

Vlslon problems?

Wears glasses?

lf so, plerse explaln:

NO

NO

NO



Has your chlld had anv accldents, head injuríer or loss of consciou¡ness? yES NO lf co, please explaln:

Current rned¡cat¡ons (lndlcate doses):

Family nedical or behavionl hcalth historyl

Please descrlbe any Hospltðllraüons or Sutg€r¡es and thr epp¡ox¡mete d¡te:

DEVEIOPMENTAI INFORMATION

Please lndic¡te the epproxlmate tlme (year and nonthl at whlch your child achleved the followlng nltestonesr
Tutned over:

Eabbled:

Sat alone:

Cnwled¡

Walked:

Understood Ftrst Words:

WheÊthers¡ny medlcal compllcrt¡oñs that ðffected devefopment?
TEMPERAMENT, BEHAVIORAND REIATtot{sHtPS

To¡let trâined durlng the day:

Which descrlbes your chltd now?

- 

Even dlspos¡tion _ ucks self-control

_. Hldesfeellngs _ wlthholdsaffeetion

_ Easllyoverstlmulated _ H¡ppy

- 

Sad _ Getrangryeaslly

- 

lmpulslve _ Agtressþe

_ Sho/t ¡ttentíon span _ Worles

- 

ov€rteactstoproblems _ upsetbychengeslnroutlns

Which of the followint m¿thods of disclpllne rre used at home?

- 

verbal reprlmands _ physical punishment

- 

Ïlme out _ ltnore behavlor

_ Lossofprlvllegcs _ Dlscussbehavlor

- 

Rewerds _ Earn prlvlleger

Wh¡ch dís€ipllne techniques ¡fe effec$ve?

lneffective?

_ Recovers qulcklyfrcm setbacks

_ Moody

_ Tearful

_ Requlres constant supewlslon

_ Poor sleep hablts

_ Pooreatlng habits

Other:

Llst iports, hobble5 or ðctlvlfles your chlld enjoys:



Has your child experrenced any of tho fo[owrng rresdt¡r events durrng the past year?

_ P¡rentr sêparated/dlvorced

_ Famlly¡ccldent or illnass

_ Oe¡th ¡n the farnlly

ACADEMIC INFORMATION

Pleasc [st thå schools your cllld has ¡ttcnded:

_ parentch¡ngedJob

_ Changed schools

_ Ferîlv moved

_ Famllyin¡ncl¡l problems

Othên

What are your child,s cunent subJect strengths?

What are your ch¡ld,g rurent subject weaknesses?

Other ¡mportant info¡mallon rclated to school:

Hasyourchlldrepe¡tedanytrades? ygS _ NO _ lfsqerplrin:

ls your chlld fn any glfted clarscs or specaal educ.t¡on class.s?

ls your chlld ln rny after school or day care prog¡ams?

Wh¡t t¡me does your chlld usually go to bed on schoot nlghts?

What are your chlld¡ curent skillstrrrtt ir?

_ l,lone

_ Consêntr¡tfon

_ Organlzition

_ Ìe9t prepar¡tion

_ Papers and repo¡ts

_ Handwritlng

_ Memorhfng

_ Pâylnt ¡ttentlon

What are your chlld's cunent ¡klll æ at ã.s.t?

_ None

_ Conc€ntratlon

_ Organlretlon

_ Test pteparatlon

_ Papels ¡nd reportr

_ Handwrltlng

_ M€morlting

_ Pavlngattentlon

_ Gettln8 asslgnments done

_ Checkworkørcñilly

_ Vocabulary/expre¡slon

_ Under3tendlng concepts

_ leadlngspecd

_ Sp:lllng

_ lnt lllgenc!

_ Worklü hard ornotdvfng up

_ Gettlngasrlgnmontsdon€

_ Check work ærefully

_ Vocabulary/exprêsslon

_ UndeÍstandlngconcepts

_ Rcadlngspeed

_ Spelllng

_ lntelllgencr

_ Worklng hard or not g¡vlng up

_ Tumlng ln homemrk

_ Pl€¡Jlngthcteacher

OÌhor:

_ Turnlng,n homswo¡k

_ Pleaslng the teachrr

Other:

Pleese provide ãny addltlonal informat¡on about your chtld that you belleve would be helpful:



Real Hope Real Help
100L Cross Timbers Road, Ste. 1240

Flower Mound ,TX 15028
Ph: (972) 966-1079 t: (972) 767-075s
Real hopereal hel pd r.d@outlook.com

Billing & Financial Policies

Real Hope Real Help provides the following polic¡es with the intent to build a clear and trusting relationship with the pat¡ent families. lt ¡s the hope that these policies

will assist in avoiding misunderstandings concerning payment for professional serv¡ces and provide the h¡ghest quality of care. Please initial next to each pol¡cy listed

below:

_ pROFESSTONAL FEES: My hourly rate for an initial appointment ìs S 183.00 and follow-up appo¡ntments are $133.00. Other services are telephone conversations

last¡ng longer than 10 m¡nutes, attendance at meetings with other professiona ls you have authorized, preparation of records or treatment su mma rieq and the time spend

performing other services you may request ¡ncur addit¡onal fees. lf you become involved in legal proceed¡ngs that require your clinician's participation, you will be

expected to pay for the clinician's professional time, even if your clinician is called to testify by another party. gecause of the difficulty of legal involvement, there is a

S:O0.OO per hour fee for preparation and attendance at any legal proceeding. lf you are insured through a deductible plan and your deductible has not been met, the

office will collect the fee insurance companies allow. Deductible fees, Co-insurance and Co-payment amounts are due at the time of service.

_PSYCHOIOGICALTESTING: Therearetwooptionsfortest¡ng, lnsuranceandPrivatePay. lnsurancecompaniesonlypayformedicallynecessarytest¡ng. lnsurance

companies w¡ll not pay for Educational testing. Some insurance companies will only approve and cover a set number of testing hours. lf you would like all the test

advisedbyyourclinician,youmayoptoutof insuranceandchoosetogoPr¡vatePay. PrivatePaytestingischargedaccordingtothetypeoftesting. Add¡tionally,you

will incur a Protocol Fee based on the number of tests administered. Any misplaced test wh¡ch have to be reissued and/or not returned on the daY of testing or prior to

testing will incur add ¡t¡ona I fees. One copy of testing results will be provided free of charge, additional copies will incur a 550 fee

_ NONCOVERED SERVICES: lf your insurance company does not pay for services rendered those balances will become your responsibil¡ty. lnsurance f¡l¡ng ¡s

processed by software provided by TheraSoft. Before receiving serv¡ces, you must verify that your cl¡n¡cian is a part¡c¡pating provider for your insurance company' You

can do this by calling the number on the back of your insurance card and having them verify that your clinician is in-network with your specific policy. Should it come

back that the services are not in-network, you will be financially responsible for the out-of-network services rendered.

_ INSURANCE CHANGES: lt is your responsibil¡ty to provide the offíce w¡th any and all changes to ¡nsurance, billing, address, and contact information. lf new

¡nsurance informat¡on or any changes are not received within 3 business days of your visit, you will be financially responsible for serv¡ces rendered.

_ pAyMENT/CHILDREN OF DIVORCED PARENTS: Co-payments, co-insurance, deductibles, and self-pay balances are due at the t;me services are rendered. Claims

will be files to your pr¡mary insurance.

_ INSUFFICIENT FUNDS: An account paid by check which is returned by the bank unpaid for any reason will be charged S40 in add¡tion to the original balance.

The office may also seek additional legal remedies under Texas law.

pRIMARY INSURANCE: We will file claims with your primary insurance companies which we are contracted. We do not file claims to secondary policies.

_ STATEMENTS: We will send a statement (to the billing address you provide). Payment is due upon receipt of the statement. lf you have any questions or dispute

the val¡d¡ty of the balance, lt is your responsib¡l¡ty to contact the Billing Department. Accounts not pa¡d within 30 days of the statement date are considered past due.

lf you have difficulty paying your bill, payment arrangements may be made; however, it is your responsibility to contact the B¡lling Department and discuss a payment

plan with¡n 30 days to keep your account from being past due. lf your account ¡s over 60 days past due and you have not made payment arrangements, your outstanding

balance will be sent to a collection agency.

_ MISSED AppotNTMENTS/LATE CANCELATIONS WORK-IN APPOINTMENTS: ln order to meet treatment goals, it is essential that the pat¡ent arrive 1.0 m¡nutes

pr¡or to every scheduled appointment. Additionally, there are pat¡ents waiting to be scheduled for an appo¡ntment and when you fail to show up for your appointment

or do not cancel 24-hours in advance, this slot cannot be filled with another pat¡ent needing serv¡ces. Missed appointments, without 24-hour pr¡or cancellation not¡ce,

will be assess a "no show/late cancellation" fee of S85. Patients arriving more than 20 minutes late to their appo¡ntment will be required to reschedule and will also

incur a "no show/late cancellation" fee. lfthere are 3 or more no shows or late cancellations, you must call the Office Manager to discuss the matter before another

appointment can be scheduled. Work-ln appointments for emergencies or other spec¡al circumstances wi¡l be available but must be discussed prior to the appointment.

The same "no show/late cancellation" rules will apply to these appointments.

_ MEDTCAL RECORDS/ FORMS & LETTÉRS: You must complete and sign an Authorization to Release lnformation/Records. There will be a S25 fee for records

requests,unlessanotherprofessionalrequesttherecords. A¡l FormsandLetterswill ¡ncuraS50fee.Pleaseallow2-3businessdaysforallformsand¡etterstobeprocessed.

Your signature befow indicates you have read and agree to abide by the Billing and Financial policy during the course of our professional relationship'

Pat¡ent's Name Patient/Parent or Guard¡an Signature Today's Date



Real Hope Real Help
1001 Cross Timbers Road Suite 1240

Flower Mound, TX 75028

HIPAA Policies & Agreement for Psychological Services and Applied Behavior Analysis

Last Updated on O3 | L4 | 2O1,9

Welcome to our practice. This document (the Agreement) contains important information about our professional services and business policies. lt
also contains summary information about the Health lnsurance Portability and Accountability Act (HIPAA), a federal law that provides privacy

protections and patient rights with regard to the use and disclosure ofyour Protected Health lnformation (PHl) used forthe purpose oftreatment,
payment, and health care operations. HIPAA requires that we provide you w¡th a Notice of Privacy Practices (the Not¡ce) for use and disclosure of

PHI for treatment, payment and health care operations. The law requires that I obtain your s¡gnature acknowledging that I have provided you with

this information. Please read it carefully. When you sign this document, it will representan agreement between us. You may revoke this Agreement

inwritingatanytime. Thatrevocationwill bebindingonusunlesslhavetakenact¡oninrelianceonit;if thereareobligationsimposedonusby
your health insurer in order to process or substant¡ate claims made under your policy; or if you have not satisfied any financial obligations you have

incurred.

Confidentia litv a nd Consent

The law protects the privacy of all commun¡cations between a patient and a psychologist. ln most situations, I can only release information about

your treatment to others if you sign a written Authorization form that meets certain legal requirements imposed by HIPAA. There are other

s¡tuations that requ¡re only that you provide written, advance consent. Your signature on this Agreement provides consent for those activ¡ties, as

follows:

. I may occasionally find it helpful to consult other health and mental health professionals about a case. During a consultation, I will obtain

a written consent. The other professionals are also legally bound to keep the information confidential. lf you don't object, I will not tell
you about these consultations unless I feel that it ¡s important to our work together. I will note all consultations in your Clinical Record

(which is referred to as "PHl" in this document).
o Disclosures required by health insurers orto collect overdue fees are discussed elsewhere in this Agreement.
¡ lf a patient seriously threatens to harm himself/herself, I may be obligated to seek hospitalization for him/her, or to contact family

members or others who can help provide protection. Texas law provides that a professional may disclose confidential information only

to medical or law enforcement personnel if the professional determines that there is a probability of imminent physical injury by the
patient to the patient or others, or there is a probability of immediate mental or emotional injury to the patient. There are some

s¡tuat¡ons where I am permitted or required to disclose information without either your consent or Authorization:
¡ lf you are involved in a court proceeding and a request is made for information concerning your diagnosis and treatment, such

information ¡s protected by the psychologist-patient privilege law. I cannot provide any information without your (or your legal

representative's) writtenauthorization,oracourtorder. lfyouareinvolvedinorcontemplatinglitigation,youshouldconsultwithyour
attorney to determine whether a court would be likely to order me to disclose information,

r lf a government agency is request¡ng the information for health oversight activities, I may be required to provide it for them.
o lf a patient files a complaint or lawsuit aga¡nst me, I may disclose relevant information regarding that pat¡ent in order to defend myself.

o lf a patient files a worker's compensation claim, I must, upon appropriate request, provide records relating to treatment or
hospitalization for which compensation is being sought.

There are some s¡tuat¡ons in which I am legally obligated to take actions, which I believe are necessary to attempt to protect others from harm and

I may have to reveal some information about a pat¡ent's treatment. These situations are unusual in my practice.

lf I have cause to believe that a ch¡ld under 18 has been or may be abused or neglected (including physical ¡njury, substantial threat of

harm, mental or emotional injury, or any kind of sexual contact or conduct), or that a child is a victim of a sexual offense, or that an

elderly or disabled person is in a state of abuse, neglect or exploitation, the law requires that I make a report to the appropriate

governmental agency, usually the Department of Protective and Regulatory Services. Once such report is filed, I may be required to
provide additional information.

lf I determine that there is a probability that the patient will inflict imminent physical injury on another, or that the patient will inflict

imminent physical, mental or emot¡onal harm upon him/hersell or others, I may be required to take protective action by disclosing

information to medical or law enforcement personnel or by securing hospitalization of the patient. lf such a situation arises, I will make

every effort to fully discuss it with you before taking any action and I will limit my disclosure to what is necessary.

a

a

While this wr¡tten summary of exceptions to confidentiality should prove helpful in informing you about potential problems, it is important that we

discuss any questions or concerns that you may have now or in the future. The laws governing confidentiality can be quite complex, and I am not

an attorney. ln situat¡ons where specific advice is required, formal legal advice may be needed.

Professional Records
You should be aware that, pursuant to HIPAA, I keep Protected Health lnformation about you in a professional record. I have trans¡tioned to

electronic records and administration processes using the professional tool, www.Therapyappointment.com. This includes information

about your reasons for seeking therapy, a description of the ways in which your problem impacts on your life, your diagnosis, the goals that
we set for treatment, your progress towards those goals, your medical and social history, your treatment history, any past treatment



records that I receive from other providers, reports of any professional consultations, your billing records, and any reports that have been

sent to anyone, including reports to your insurance carrier. Except in unusual c¡rcumstances that involve danger to yourself and others, you

may examine and/or receive a copy of your Clinical Record. . lf you desire a copy of your/your child's record, I will be happy to discuss it with

youorprovideatreatmentsummãry. Therewill beachargeforrecordsrequests,unlessanotherprofessional requeststherecords.Records

can take up to L5 business days to be processed and require you to complete a written Authorization to Release Records. lf you/ your child

are psychologically evaluated (tested), you will receive one copy of the evaluation without charge. You should be aware that pursuant to

Texas law, psychological test data are not part of a patient's record. Because these are professional records, they can be misinterpreted

and/or upsetting to untrained readers. Requests for raw data will only be released to another mental health professional.

I work with many physicians in this area and am happy to discuss treatment plans and updates; however I will need a written Authorization

to Release Records prior to consultation.

Patient Rishts

HIPAA provides you with several new or expanded rights with regard to your Clinical Record and disclosures of protected health information. These

rights include requesting that I amend your record; requestinB restrict¡ons on what information from your Clinical Record is disclosed to others;

requesting an accounting of most disclosures of protected health informat¡on that you have neither consented to nor authorized; determining the

location to which protected information disclosures are senu having any complaints you make about my policies and procedures recorded in your

records; and the right to a paper copy of this Agreement, the attached Notice form, and my privacy policies and procedures.

Minors & Parents

Pat¡ents under 18 years of age who are not emanc¡pated, and their parents, should be aware that the law may allow parents to exam¡ne their
child's treatment records. However, if the treatment is for suicide prevention, chemical addiction or dependency, or sexual, physical or emotional

abuse, the law provides that parents may not access their child's records. For children between 16 and 18, because privacy in psychotherapy is

often crucial to successful progress, particularly with teenagers, I may request an agreement from the patient and his/her parents that the parents

consent to give up their access to their child's records. lf they agree, during treatment, I will provide them only with general information about the

progressofthechild'streatment,andhis/herattendanceatscheduledsessions. Anyothercommunicationwill requirethechild'sAuthorization,

unless I feel that the child is in danger or is a danger to someone else, in which case, I will notify the parents of my concern. Before g¡ving parents

any information, I will discuss the matter with the child, if possible, and do my best to handle any objections he/she may have.

Psvcholoeical Services

I provide a variety of psychological services including individual, family and group psychotherapy, psychological & neuropsychologicaltesting

and also applied behavior analysis. Psychotherapy helps a variety of emotional and interpersonal problems. lt ¡ntends to reduce or eliminate

certain psychological symptoms, and to improve social, academic or interpersonalfunctioning. Applied behavior analysis aims to improve

behavior in socially significant ways.

Psychotherapy can have risks and benefits. Since therapy sometimes involves discussing unpleasant aspects of life, you or your child

may experience uncomfortable feelings. On the other hand, psychotherapy had also been shown to lead to benefits such as better
relationships, solutions to specific problems and significant reductions in feelings of distress. There are no guarantees of what you will

experience.

ln the first session or two, I will evaluate your/ your child's needs. By the end of that time, I will offer you some first impressions of what

our work will include and a treatment plan to follow. lf you have any questions about my procedures, we should discuss them whenever

they arise.

Meet¡ngs
Afterthe initial assessment, we will discuss your/ your child's treatment plan. When follow up sessions begin, sessions last 45-50 m¡nutes ¡n

duration. Occasionally, shorter sessions are held, and will be billed at a lesser rate. Sessions may be held weekly or less often, depending

upon your child's needs.

Contacting Me
I am in the office daily during the week, but I am not available to answerthe phone when I am with a pat¡ent. When I am unavailable, you

may leave a voicemail for non-emergency s¡tuation s aT (9721 966-1079.I will make every effort to return your call on the same day you make

it. lf an urgent situation arises after office hours, I am available by calling, and possibly leaving a message at, (469) 993-9L67. However; if an

emergency exists and you can't wait for a return call, go to the nearest emergency room. lf I will be unavailable for an extended time, I will

provide you with the name of a colleague to contact, if necessary. Please be aware that I strive to conduct clinical conversat¡ons only with¡n

sessions, not over the telephone or email.

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO ITS TERMS AND ALSO
SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE RECEIVED THE HIPAA NOTICE FORM DESCRIBED ABOVE.

Patient's Name Patient/Parent or Guardian S¡gnature Date



Christina Della Nebbia, PhD, Inc.
L001 Cross Timbers Road, Ste. l-240

Flower Mound, TX75O28
Ph: {972} 966-1"079 F: (972) 767-o7ss
Rea lhoperea lhelpdr.d @outlook.com

Credit Card Guarantee of Payment

I understand that Real Hope Real Help will be billing me for therapy, evaluation or
psychological testing services. With this form, I give Real Help Real Hope permission to charge

my credit card for any services that have not been paid by me within 24 hours of a missed

therapy appointment or late cancellation, or within 60 days of billing. If services have not been

paid within 30 days, Real Hope Real Help will notify me in writing of the outstanding payment.

I understand that Real Hope Real Help uses the credit card processing company

OfficeAlly/Emdeon. On my credit card statement the charge will appear as if it is coming from
that company and not from Real Hope Real Help.

I understand this form is valid unless I cancel the authorization in writing.

Patient Name

Cardholder Name (if different from the patient)

Cardholder Billing Address (including zip):

Credit Card Number: Security Code.

Expiration Date

Type of Credit Card:

Signature Date



Christina Della Nebbia, PhD, Inc.
l-001- Cross Timbers Road, Ste. 1240

Flower Mound, TX 75028
Ph : {97 21 966-107 9 F : (97 2) 7 67 -o7 ss
Rea lhoperea lhelpd r.d @outlook.com

APPOINTMENTS AND CANCELTATION POTICY

ln order for us to be available to you in a predictable manner, our seruices are provided on an appointment basis. We schedule our own

appointments, and if and when necessary, will give you personal notice should your scheduled time with us need to be changed. lf you

find that you will be unable to keep an appointment, we request that you give us at least 24 hours notice.

The charge for appintments cancetled without 24 hourc notice will be $85. This charge will be waived only if you have a life-

threatening emergency requiring hospitalization and/or have an illness requiring to miss school orwork.

NO SHOW/MISSED APPOINTMENT POTICY

We, at Real Hope Real Help understand that sometimes you need to cancel or reschedule your appointment and that there are

emergencies. lf you are unable to keep your appointment, please call us as soon as possible (with at least a 24-hour notice). You can

cancel appointments by calling the following number: 972-966-1079.

To ensure that each patient is given the proper amount of time allotted for their visit and to provide the highest quality care, it is very

important for each scheduled patient to attend their visit on time. As a courtesy, an appointment reminder call to you is

made/attempted one (1) business day prior to your scheduled appointment. However, it is the responsibility of the patient to arrive for

their appointment on time.

EMERGENCIES

Since we provide seruices on an appointment basis, should you have an issue that cannot wait until our next scheduled

appointment, please leave us a voicemail al (972) 966-1079 and we will attempt to return your call within the same day. lf you have a

life-thrcatening emergency, please go to the nearest emergency room or call 91 1.

PTEASE REVIEW THE FOLLOWING FOLICY:

1 . Please cancel your appointment with at least a 24 hours' notice: There is a waiting list to see the clinician's at Real Hope Real

Help and whenever possible, we like to fill cancelled spaces to shorten the waiting period for our patients.

2. lf less than a 24-hour cancellation is given this will be documented as a "No-Show" appointment.

3. lf you do not present to the office for your appointmenf this will be documented as a "No-Show" appointment.

4. After the first "No-ShoVMissed" appointment, you will receive a phone call or letter warning that you have broken our "No-

Show" policy. Real Hope Real Help will assist you to reschedule this appointment if needed.

5. lf you have 2 "No-Show/Missed" appointments within a one-year time period, you will receive a warning letter from our office

and will be assessed a $85.00 no show fee that will be withdrawn from your credit card number on file.

6. lf you have 3 "No-Show/Missed" appointments within a one-year time, you will receive a second $85 no show fee assessment.

Dismissal from the practice will be considered.
*You will be notified by letter if the dismissal was approved.

I have rcad and underctand Real Hope Real Help's No Show/Missed Appointment Policy and understand my responsibility to plan

appointments accordingly and notify Real Hope Real Help appropriately if I have difficulty keeping my scheduled appointments.

Patient Name Date

Patient Signature or Parent/Guardian if minor

Date of Birth

Relationship to Patient



Gonsent for Electronic Communication

Unencrypted email is not a secure form of communication. There is some risk that any individually
ídentifiâble health ínformation and other sensitive or confidential information that may be contained
in such email may be misdirected, disclosed to or intercepted by, unauthorízed third parties.

However, you may consent to receive email from us regarding your treatment. We will use the
minimum ñecessary amount of protected health information in any communication. Our first email to
you will verify the email address you provide.

r* 
I consent and accept the risk in receiving information via email/text message. I understand I can

withdraw my consent at any time. My email address is

f 
I do not consent to receívíng any informatíon via email. I understand that I can change my mind and

provide consent later.

r I consent to receiving information about office announcements via email

f 
I do not consent to receíving any information via email. I understand that I can change my mind

and provide consent later.

r
I prefer to communicate about my therapy via patient portal only, which is a HIPPA compliant.

Prínt Name of Patient Date

Patient Signature:



PATIENT CONSENT FOR SHARED INFORMATION

As a way to províde excellent care to our clients, Real Hope Real Help offers collaborative care between

our clinicians.

I hereby authoríze you to use or disclose the specific information described below, only for the purposes

and partíes also described below.

Description of the specific information to be discussed: Appointment DatelTimes 

-Diagnosis_X-ray Results _Medications _Lab Tests/Results 

- 

Summary of Medical Record 

-Care 
Plan

_ Other (specifu):

lndicate Confidential lnformation: 

-Mental 

Health 

-HlV 
information 

-AlcohoUDrugPatient Name

Date of Birth:

Shared lnformation to be given to:

r Jim Hodges,LPC

o Celina Egemasi, MSN, NP-C

This authorization shall remain in effect from the date signed below until (please check one):

n (specíñ7 expiration date or event)

n NO EXPIRATION DATE

I understand that:

. I may inspect or copy the protected health informatíon to be used or disclosed.

. I may revoke this authorization in writing by contactíng your office, attentíon Administrator-

¡ This authorizat¡on is givíng Real Hope Real Help the right to discuss my medícal information with the

one or more people listed above.

o lnformation used or disclosed pursuant to the author¡zat¡on may be subject to re-disclosure by the

recipíent and no longer be protected by the HIPAA.

. I may refuse to sign thís authorization and you will not condition treatment or payment on my

providing this authorization

Signature:

Date:

Relationship to Patíent (lf signed by personal representatíve of Patient)


