Cindi Christiansen, MFT


Marriage Family Therapist  MFC # 42690

9666 Businesspark Avenue, Ste. 101
San Diego, CA  92131

Ph. 619-884-1549 – Fax 858-536-8204
CLIENT INFORMATION FORM

Please Print

Client Information:

Name: ________________________________________
                 Sex  ___   Age ____  DOB ___________

Address:  ______________________________________
                 SSN _____________________________

______________________________________________
                 Zip Code _________ Marital Status ____

Home Phone ___________________________________
                Work Phone _______________________

Email Address _________________________________
                Cell Phone ________________________

Place of Employment: ____________________________

    Phone ____________________________

Business Address  __________________________________________________________________________

Occupation ________________________________________________________________________________

Nearest Relative or Friend not living with you ____________________________________________________

_________________________________________________________________________________________

Responsible Party (if under the age of 18):

Name _________________________________________
              Relationship to Client ________________

Address  _______________________________________
              Employer __________________________

______________________________________________​_
              Address ___________________________

Home Phone ____________________________________
              Work Phone ________________________

Insurance Information:

PRIMARY Insurance Carrier _______________________

Phone: _____________________________

Address __________________________________________________________________________________

Insured Name ____________________________________
            DOB:  ______________________________

Client’s relationship to Insured:  Self  (  )  Child  (  )  Other  (  )
Effective Date of Coverage:  ____________

Insured ID #  ________________________________________
Group/Plan #_________________________

SECONDARY Insurance Carrier _______________________
Phone: _____________________________

Address __________________________________________________________________________________

Insured Name ____________________________________
            DOB:  ______________________________

Client’s relationship to Insured:  Self  (  )  Child  (  )  Other  (  )
Effective Date of Coverage:  ____________

Insured ID #  ________________________________________
Group/Plan #_________________________

(PLEASE PROVIDE A COPY OF YOUR INSURANCE CARD – FRONT & BACK)

Client______________________________________________
 Date _______________________________

Print Name ________________________________________________________________________________

Parent or Guardian ___________________________________       Date _______________________________

Print Name ________________________________________________________________________________
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Cindi Christiansen, MFT


Marriage Family Therapist  MFC # 42690

9666 Businesspark Avenue, Ste. 101
San Diego, CA  92131

Ph. 619-884-1549 – Fax 858-536-8204
FEE SCHEDULE & POLICIES
All services provided carry established fees.  The following services are proposed to be provided to you at the corresponding fee.  Should additional services be provided, or should fees be changed and fair notice given, this form may be amended with accompanying initials.

CLIENT’S NAME ______________________________________________________DOB:________________

CONFIDENTIALITY:  All communication between us is both privileged and confidential except there are certain situations in which I am mandated to release information.  These include:  If you consent for me to do; if you become a danger to yourself or others; if I am ordered by a court to do so; or if a child or senior adult abuse/neglect is known or suspected.  In some situations, California Law requires me to inform potential victims or legal authorities so that protective measures can be taken.  There are also some situations, e.g., workers’ compensation or other medical-legal evaluations or treatment in which confidentiality does not apply.  If you have any questions and/or concerns regarding confidentiality or any other matter, they can be discussed during your first session.  Please do not hesitate to bring them up.
SERVICE
______  Psychotherapy (45 minute sessions)



______  Evaluation



______  Other (phone consultations, forms, school visitations, etc.)

FEES

Evaluation

$140



Psychotherapy
$110



Phone Calls

$ 35/each 15”



Forms


$15 (first page), $5 (each additional page)



Cancellation

$100 (if not cancelled within 24 hours)



Missed Appt.

$100    

PAYMENT:  It is the policy of this office to request payment at the time services are provided unless other arrangements are made in advance.  I am available to assist in the billing of your insurance carrier; however, your insurance policy is a contract between you and your carrier and possibly, your employer.  The fee for services provided to you, the client, is part of a contract between you and this office.  Therefore, you will be responsible for the fees, including those not paid for any reason by your insurance carrier.



Initial   ______

CANCELLATIONS/MISSED APPOINTMENTS:  Cancellations must be made at least 24 hours before your scheduled appointment.  Late cancellations or missed appointments will be your financial responsibility as the insurance company will not pay for unrendered services.



Initial  ______

CLIENT’S NAME ______________________________________________________DOB:________________

PHONE CALLS:  When a concern arises, please do not hesitate to call me (619-884-1549).  You may leave a message 24/7 and I will return your call in a timely manner.  A phone call lasting 15” or longer will have a charge, which charge the insurance company will not pay and will become the responsibility of the client.



Initial  ______
FORMS:  There will be a $15 charge for a one page form needing to be filled out by me, with a $5 charge for each additional page.  The insurance companies do not pay for these services.



Initial  ______
DELINQUENCIES:  This office reserves the right to institute a monthly interest charge for fees left unpaid for an extended period.  In the event you do have financial difficulties which temporarily prevent you from meeting your obligation under this contract, please bring it to my attention so that we may make appropriate arrangements.  If you do not comply with a mutually agreed upon schedule of payment, your account may be turned over to a collection agency. 



Initial  ______

AUTHORIZATION AGREEMENT AND CONSENT FOR TREATMENT:  I consent to procedures, treatment and services rendered to myself (dependent, if minor) by Cindi Christiansen, MFT.



Initial  ______
AUTHORIZATION TO PAY BENEFITS TO PROVIDER:  I authorize payment direct to Cindi Christiansen, MFT of the Insurance Benefits otherwise payable to me and authorize release of information necessary to process a claim with my insurance company.  I hereby accept responsibility for any charges not covered by my insurance and/or missed appointments or cancellations with less than 24 hours notice.  A copy of this signature is as valid as the original.

I have read and understand this financial agreement and agree to its terms.

SIGNED ______________________________________________    DATE ___________________________
PRINT NAME ______________________________________________

RESPONSIBLE PARTY (if under 18 years old) ________________________________________________

PRINT NAME ______________________________________________

Cindi Christiansen, MFT                                                         
Name: ______________________________

                           Date:  ________________________

What are the problems that bring you to see me for treatment?

Have you had previous or current treatment for these problems?  If yes, when, with whom, and how did (does) it help?

Have you had any other mental health treatment?  If yes, when, why, and with whom?

Have you taken any medications for depression, anxiety or other mental health problems?  If yes, what medication, dose, when, for how long, and for what reason?

Medication allergies:

Operations  (with dates):

Other hospitalizations (when, why):

Have you had (have):

Thyroid Disease
___
Glaucoma

___
HBP 


___

Seizure


___
Diabetes

___
Head Trauma

___

Heart Disease

___
Cancer


___
Orthopedic Disease
___

Migraines

___
Eating Disorder
___
Drug Abuse

___

Alcohol Abuse

___
Other: 
___________________________________________

Have you had (have) recently:

Headache

___
Shortness of Breath
___
Cold Temperature

Palpitations

___
Stomach Problems
___
   Intolerance

___

Skipped Heartbeats
___
Constipation

___
Muscle Problems
___

Dizziness

___
Diarrhea

___
Joint Problems

___

Fainting

___
Menstrual Problems
___
Back Problems

___

Chest Pain

___
Urination Problems
___
Sexual Problems
___





Other:  ___________________________________________

Name: ______________________________

Date:  ________________________
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Current Physician, address, phone number, date last seen and reason:


When was your last physical examination?  What were the results?

Drug/alcohol use:  (for each, what, how much used on average, when last used):

What mental health, thyroid or neurological diseases run in your family (blood relatives)?

Occupation:

Employer:







How long?

Single
____
Married ____
When?  ____
Divorced  _____  When?  ____
Widowed ___  When? ___

Spouse’s Occupation:

Describe your relationship with your spouse (be very specific):

Number of children and their ages:

Who lives with you?   

Hobbies/Interests:

Birthplace:

Father’s Occupation:

Describe your relationship with your father (be very specific):

Mother’s Occupation:

Describe your relationship with your mother (be very specific):

Name: ______________________________

Date:  ________________________
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# of brothers:






# of sister:

Were you the oldest, second, what?

Parents divorced?




If yes, how old were you?

Highest education completed, when and where?

Military Service:



When?

What branch, duty, highest and last rank?

Describe your personality growing up (be very specific):

Describe your personality now (be very specific):

Cindi Christiansen, MFT


Marriage Family Therapist  MFC # 42690

9666 Businesspark Avenue, Ste. 101
San Diego, CA  92131

Ph. 619-884-1549 – Fax 858-536-8204
Self-Description

1. I am a person who ________________________________________________________ 

2. All my life_______________________________________________________________

3. Ever since I was a child ____________________________________________________ 

4. One of the things I feel proud of is ___________________________________________

5. It’s hard for me to admit ___________________________________________________

6. One of the things I can’t forgive is ___________________________________________

7. If I didn’t have to worry about my image ______________________________________

8. One of the ways people hurt me is ____________________________________________

9. Mother was always _______________________________________________________

10. What I needed from mother and didn’t get was __________________________________

11. Father was always ________________________________________________________

12. What I wanted from my father and didn’t get was _______________________________

13. If I weren’t afraid to be myself, I might ________________________________________

14. One of the things I’m angry about is __________________________________________

15. What I need and have never received from a woman (man) is ______________________

___________________________________________________________________________

Cindi Christiansen, MFT


Marriage Family Therapist  MFC # 42690

9666 Businesspark Avenue, Ste. 101
San Diego, CA  92131

Ph. 619-884-1549 – Fax 858-536-8204
Patient Name:  _____________________________________  Birth Date:  _________________

Maiden or other name (if applicable):  _______________________________________________

I acknowledge that I have received a copy of the Notice of Privacy Practices of Cindi Christiansen, MFT effective April 14, 2003.

Signature (patient or authorized representative):  _________________________________________

Date:  _________________________________

Relationship/authority (if signed by authorized representative):  _____________________________

Cindi Christiansen, MFT


Marriage Family Therapist  MFC # 42690

9666 Businesspark Avenue, Ste. 101
San Diego, CA  92131

Ph. 619-884-1549 – Fax 858-536-8204
NOTICE  OF PRIVACY PRACTICES

I.            Who is Subject to This Notice

Cindi Christiansen, MA, MFT

II.
         My Responsibility


The confidentiality of your personal health information is very important to me.  Your health information includes records that I create and obtain when I provide you care, such as a record of your symptoms, examination and test results, diagnoses, treatments and referrals for further care.  It also includes bills, insurance claims, or other payment information that I maintain related to your care.

This notice describes how I handle your health information and your rights regarding this information.  Generally speaking, I am required to:

· Maintain the privacy of your health information as required by law;

· Provide you with this Notice of my duties and privacy practices regarding the health information about you that I collect and maintain;

· Follow the terms of my Notice currently in effect.

III.   Contact Information

After reviewing this Notice, if you need further information or want to contact me for any reason regarding the handling of your health information, please direct to me:  

Cindi Christiansen, MA, MFT

9666 Businesspark Avenue, Ste. 101

San Diego, CA  92131

619-884-1549

       IV.       Uses and Disclosures of Information

Under federal law, I am permitted to use and disclose personal health information without authorization
for treatment, payment, and health care operations.  However, the American Psychiatric Association’s Principles of Medical Ethics or state law may require us to obtain your express consent before we make certain disclosures of your personal health information.  

Example of using or disclosing health information for treatment:

· A nurse takes your pulse and blood pressure, records it in the medical record, and informs your doctor of the results.

Example of using or disclosing health information for payment:
· I will submit a bill to your health insurer to receive payment for your care; the insurer asks for health information (for example, your diagnosis and what care I provided) in order to pay me.  In such situations, I will disclose only the minimum amount of information necessary for this purpose.

Example of using or disclosing health information for health care operations:
· In the course of providing treatment to patients, I perform certain important functions such as quality assessment, training programs, credentialing, medical review, etc.  In performing such functions, I may rely on certain business associates to assist me.  I will share with my business associates only the minimum amount of personal health information necessary for them to assist me.

V.       Other Uses and Disclosures

In addition to uses and disclosures related to treatment, payment, and health care operations, I may also use and disclose your personal information without authorization for the following additional purposes:

Abuse, Neglect, or Domestic Violence

· As required by law, I may disclose health information about you to a state or federal agency to report suspected abuse, neglect, or domestic violence.  

Appointment Reminders and Other Health Services

· I may use or disclose your health information to remind you about appointments or to inform you about treatment alternatives or other health-related benefits and services that may be of interest to you, such as case management or care coordination.

Business Associates

· I may share health information about you with business associates who are performing services on my behalf.  For example, I may contract with a company to service and maintain my computer systems, or to do my billing.  My business associates are obligated to safeguard your health information.  I will share with my business associates only the minimum amount of personal health information necessary for them to assist me.
Communicable Diseases

· To the extent authorized by law, I may disclose information to a person who may have been exposed to a communicable disease or who is otherwise at risk of spreading a disease or condition.
· If you are available, I will provide you an opportunity to object before disclosing any such information.  If you are unavailable because, for example, you are incapacitated or because of some other emergency circumstance, I will use my professional judgment to determine what is in your best interest regarding any such disclosure.
Communications with Family and Friends

· I may disclose information about you to persons who are involved in your care or payment for your care, such as family members, relatives, or close personal friends.  Any such disclosure will be limited to information directly related to the person’s involvement in your care.

· If you are available, I will provide you an opportunity to object before disclosing any such information.  If you are unavailable because, for example, you are incapacitated or because of some other emergency circumstance, I will use my professional judgment to determine what is in your best interest regarding any such disclosure.

Coroners, Medical Examiners, and Funeral Directors

· I may disclose health information about you to a coroner or medical examiner, for example, to assist in the identification of a decedent or determining cause of death.  I may also disclose health information to funeral directors to enable them to carry out their duties.

Disaster Relief

· I may disclose health information about you to government entities or private organizations (such as the Red Cross) to assist in disaster relief efforts.

· If you are available, I will provide you an opportunity to object before disclosing any such information.  If you are unavailable, for example, you are incapacitated, I will use my professional judgment to determine what is in your best interest and whether a disclosure may be necessary to ensure an adequate response to the emergency circumstances.

Facility Directories

· If you are receiving inpatient care, I may include in the facility directory certain information about you, including your name, your location in the facility, your condition in general terms (for example, “critical” or “fair”), and your religious affiliation.  Directory information about you is available to members of the clergy, and (excluding information about your religious affiliation) to visitors who ask for you by name.
· If you object to having some or all of this information about you included in the facility directory, le me know, and I will refrain from doing so.  If emergency circumstances prevent me from asking you about the directory, I will use my professional judgment to determine what is in your best interest until there is a reasonable opportunity for you to object.
Food and Drug Administration (FDA)

· I may disclose health information about you to the FDA, or to an entity regulated by the FDA, in order, for example, to report an adverse event or a defect related to a drug or medical device.
Fundraising

· As part of my fundraising efforts, I may use, or disclose to a business associate or institutionally-related foundation, demographic information about you and information regarding your dates of care.  Any fundraising materials that you may receive will tell you how you can opt out of receiving any further fundraising communications from me.
Health Oversight

· I may disclose health information about you for oversight activities authorized by law or to an authorized health oversight agency to facilitate auditing, inspection , or investigation related to our provision of health care, or to the health care system.
Judicial or Administrative Proceedings

· I may disclose health information about you in the course of a judicial or administrative proceeding, in accordance with my legal obligations.

Law Enforcement

· I may disclose health information about you to a law enforcement official for certain law enforcement purposes.  For example, I may report certain types of injuries as required by law, assist law enforcement to locate someone such as a fugitive or material witness, or make a report concerning a crime or suspected criminal conduct.
Minors

· If you are an unemancipated minor under California law, there may be circumstances in which we disclose health information about you to a parent, guardian, or other person acting in loco parentis, in accordance with our legal and ethical responsibilities.
Notification

· I may notify a family member, your personal representative, or other person responsible for your care, of your location, general condition or death.

· If you are available, I will provide you an opportunity to object before disclosing any such information.  If you are unavailable because, for example, you are incapacitated or because of some other emergency circumstance, I will use our professional judgment to determine what is in your best interest regarding any such disclosure.

Organ and Tissue Donation

· I may disclose health information about you to organ procurement organizations or similar entitles to facilitate organ, eye, or tissue donation and transplantation.

Parents

· If you are a parent of an unemancipated minor, and are acting as the minor’s personal representative, I may disclose health information about your child to you under certain circumstances.  For example, if I am legally required to obtain your consent as your child’s personal representative in order for your child to receive care from me, I may disclose health information about your child to you.

· In some circumstances, I may not disclose health information about an unemancipated minor to you.  For example, if your child is legally authorized to consent to treatment (without separate consent from you), consents to such treatment, and does not request that you be treated as his or her personal representative, I may not disclose health information about your child to you without your child’s written authorization.

Personal Representative

· If you are an adult or emancipated minor, I may disclose health information about you to a personal representative authorized to act on your behalf in making decisions about your health care.

Public Health Activities

· As required or permitted by law, I may disclose health information about you to a public health authority, for example, to report disease, injury, or vital events such as death.

Public Safety

· Consistent with my legal and ethical obligations, I may disclose health information about you based on a good faith determination that such disclosure is necessary to prevent a serious and imminent threat to the public or to identify or apprehend an individual sought by law enforcement.

Required By Law

· I may disclose health information about you as required by federal, state, or other applicable law.

Research

· I may disclose health information about you for research purposes in accordance with our legal obligations.  For example, we may disclose health information without a written authorization if an Institutional Review Board (IRB) or authorized privacy board has reviewed the research project and determined that the information is necessary for the research and will be adequately safeguarded.

Specialized Government Functions

· I may disclose health information about you for certain specialized government functions, as authorized by law.  Among these functions are the following:  military command; determination of veterans benefits; national security and intelligence activities; protection of the President and other officials; and the health, safety, and security of correctional institutions.

Workers’ Compensation

· I may disclose health information about you for purposes related to workers’ compensation, as required and authorized by law.

  VI.  Psychotherapy Notes

In the course of your care with me, you may receive treatment from a mental health professional, who keeps separate notes during the course of your therapy sessions about your conversations.  These notes, known as “psychotherapy notes”, are kept apart from the rest of your medical record, and do not include basic information such as your medication treatment record, counseling session start and stop times, the types of frequencies of treatment you receive, or your test results.  They also do not include any summary of your diagnosis, condition, treatment plan, symptoms, prognosis, or treatment progress.

Psychotherapy notes may be disclosed by a therapist only after you have given written authorization to do so.  (Limited exceptions exist, e.g. in order for your therapist to prevent harm to yourself or others, and to report child abuse/neglect).  You cannot be required to authorize the release of your psychotherapy notes in order to obtain health-insurance benefits for your treatment, or enroll in a health plan.  Psychotherapy notes are also not among the records that you may request to review or copy (see discussion of your rights in section VII below).  If you have any questions, feel free to discuss this subject with your therapist.

VII. Your Health Information Rights

Under the law, you have certain rights regarding the health information that we collect and maintain about you.  This includes the right to:

· Request that I restrict certain uses and disclosures of your health information; I am not, however, required to agree to a requested restriction.

· Request that I communicate with you by alternative means, such as making records available for pick-up, or mailing them to you at an alternative address, such as a P.O. box.  I will accommodate reasonable requests for such confidential communications.

· Request to review, or to receive a copy of, the health information about you that is maintained in my files.  If I am unable to satisfy your request, I will tell you in writing the reason for the denial and your right, if any, to request a review of the decision.

· Request that I amend the health information about you that is maintained in my files.  Your request must explain why you believe my records about you are incorrect, or otherwise require amendment.  If I tell you how you may contest the decision, including your right to submit a statement (of reasonable length) disagreeing with the decision.  This statement will be added to your records.

· Request a list of my disclosures of your health information.  This list, known as an “accounting” of disclosures, will not include certain disclosures, such as those made for treatment, payment, or health care operations.  I will provide you the accounting free of charge, however if you request more than one accounting in any 12-month period, we may impose a reasonable, cost-based fee for any subsequent request.  Your request should indicate the period of time in which you are interested (for             example, “from May 1, 2003 to June 1, 2003”).  I will be unable to provide you an accounting for any  

            disclosures made before April 14, 2003 or for a period of longer than six years.

· Request a paper copy of this notice.

In order to exercise any of your rights described above, you must submit your request in writing to me.  If you have questions about your rights, please speak with me during normal office hours.

VIII. To Request Information or File a Complaint

If you believe your privacy rights have been violated, you may file a written complaint by mailing it or delivering it to me.  You may complain to the Secretary of Health and Human Services (HHS) by writing to Office for Civil Rights, U.S. Department of Health and Human Services, 200 Independence Avenue, S.W., Room 509F, HHH Building, Washington, D.C. 20201; by calling 1-800-368-1019; or by sending an email to OCRprivacy@hhs.gov.  I cannot, and will not, make you waive your right to file a complaint with HHS as a condition of receiving care from me, or penalize you for filing a complaint with HHS.

IX. Revisions to this Notice

I reserve the right to amend the terms of this Notice.  If this Notice is revised, the amended terms shall apply to all health information that we maintain, including information about you collected or obtained before the effective date of the revised Notice.  If the revisions reflect a material change to the use and disclosure of your information, your rights regarding such information, my legal duties, or other privacy practices described in the Notice, I will promptly distribute the revised Notice, post it in the waiting area of my office and make copies available to my patients and others.

  X.       Effective Date:
April 14, 2003

Cindi Christiansen, MFT


Marriage Family Therapist  MFC # 42690

9666 Businesspark Avenue, Ste. 101
San Diego, CA  92131

Ph. 619-884-1549 – Fax 858-566-7446
Use/Disclose Health Care Information

Patient Name: _________________________________________Birth Date: _______________

Maiden or other name (if applicable): _______________________________________________

I request and authorize ______________________________________ to release the health care information described below to:


Name: ___________________________________________ at ____________________


Address: ________________________________________________________________


City, State: ________________________________________ Zip Code: _____________

Please initial to specifically authorize the use and/or disclosure of:

___
Emergency Room/Urgent Care Records

___  Admission Note

___
Hospital Records (nursing & progress notes)

___  Discharge Summary

___
Initial Psychiatric Evaluation



___  Clinical Summary

___
Medication History

___
Outpatient Progress Notes



___  Psychological Test Report

___
Consultation Report (specify):  ________________

___
Laboratory Reports (specify):  ________________
___  X-ray Reports (specify): _____

___
Billing Statements




___  Verbal Discussion of Case

___
Other (specify): ____________________________

The requested records or information is about health care provided during the following approximate time frame: ________________________________________________________

Purpose(s) of this use/disclosure:  __________________________________________________

______________________________________________________________________________

Authorization expires: ___________________________________________________________

   I understand that, unless action already has been taken in reliance on this authorization, I may revoke this authorization at any time by making a written request to Cindi Christiansen, MFT.  I understand that Cindi Christiansen, MFT may not condition treatment, payment, enrollment or eligibility for benefits on my signing this authorization, unless my treatment is related to research and the purpose of this authorization is to enable the protected health information described above to be used for such research.

   I understand that information disclosed based on this authorization may be subject to redisclosure by the recipient, and no longer protected by federal privacy regulations.  The use or disclosure requested under this authorization will result in direct or indirect remuneration to Cindi Christiansen, MFT from a third party.

   I understand that my express consent is required to release any health care information relating to testing, diagnosis and/or treatment for HIV (AIDS virus), sexually transmitted diseases, psychiatric disorders/mental health or drug/alcohol treatment or use.

Signature (patient or authorized representative): _______________________________________

Date: ___________________

Relationship/authority (if signed by authorized representative): ___________________________

