Jill Thurber, Ph.D.  






    14800 San Pedro Ave Ste 214
Child/Adolescent  Psychologist 





  San Antonio, TX 78232








                                      Ph: 210/912-3963
CONFIDENTIAL INFORMATION (Please Print)

Date:_________________

Adult Patient Name:_____________________________________________________________

Home Address:_________________________________________________________________

City/State/Zip:__________________________________________________________________

Please circle preferred contact number:

Home Phone:_______________  Cell Phone:________________ Work Phone:_____________
Date of Birth:_______________ Age:___________
Marital Status:________________________

Social Security Number:______________________ Education Level:______________________

Occupation:____________________________________________________________________

Employer:_____________________________________________________________________

Work Addres:__________________________________________________________________

Work City/State/Zip:_____________________________________________________________

Spouse’s Name:_________________________________ Occupation:_____________________

Emergency Contact:_______________ Phone:_____________Email:______________________
Referred by (self, physician, other):_________________________________________________

Reason for Referral / Primary Complaint:____________________________________________

______________________________________________________________________________

______________________________________________________________________________

Previous Mental Health Contacts: Yes / No  With whom?_______________________________

Reason?_______________________________________________________________________

Primary Physician:_____________________________________  Phone:___________________

Date of Last Contact:_________________________ Last Physical Exam:__________________

List any Medical Problems:_______________________________________________________

List Current Medications:_________________________________________________________

List any Allergies:_______________________________________________________________
Financial Policy and Arrangements
Payment of Fees:  Payment is expected at the time of service either by cash, check or credit card. Although Dr. Thurber does not directly accept insurance for treatment, treatment is covered under most insurance plans.  Most insurance companies will pay a percentage of the fee for each session, or for the entire session after you have met a pre-determined deductible for an out-of-network-provider. You will need to contact your insurance company to discuss what your policy covers. The office will provide you with an itemized receipt which you can submit to your insurance or Health Savings Account for reimbursement.

Cancellation Policy:  If you need to cancel an appointment, please notify Dr. Thurber as soon as possible.

NOTE: A missed appointment without a 24-hour notification will be billed as follows: $200.00 for an initial session, $150.00 for an individual session.

To be paid:


Intake Evaluations:

$200.00


Individual/Family Therapy:
$150.00


Group Therapy:

$30.00


Letters:


$25.00


Copy of Records:

$50.00


Psychosocial Evaluation:
$1200.00 – Flat Rate


KBIT:



$150.00


Court Hearings:                      $150.00 per hour


Phone Consults:

prorated $150.00 (50 min)

My signature below indicates that I have read and agree with the Financial Policy and Payment Arrangements as described above.

___________________________________________
_______________________

Signature of Responsible Party



Date

INFORMED CONSENT
Below are listed some important facts regarding your treatment. If you have any questions, please raise them at your first appointment. 
Session Duration: An initial visit lasts 60 minutes.  Follow-up individual child/adolescent session lasts 50 minutes. Psychological testing appointments are typically 120 minutes with additional appointments arranged as needed to complete the assessment. 

Payment of Fees: Payment is expected at each visit. This office will assist in completing health insurance claims. However, the client, not the insurance company is responsible for payment of the bill. If another arrangement is necessary, please consult with Dr. Thurber. All efforts will be made to work out an acceptable method of payment. If the client fails to keep the arrangement he/she has agreed upon, this office will utilize an outside collection agency to collect delinquent accounts.

Cancellation Policy: If you need to cancel an appointment, please notify Dr.Thurber as soon as possible. 


A missed appointment without 24 hour notification will be charged a session.
Confidentiality: All information and records will be kept confidential. These records will be held in accordance with state laws regarding confidentiality of such records and information. However, records and/or information will be released regardless of consent under the following circumstances:

1. According to state and local laws, therapists must report to the appropriate agencies all cases of physical or sexual abuse or neglect of minors or the elderly.

2. According to state and local laws, therapists musts report to the appropriate agencies all cases in which there exists a danger to self or others.

3. When authorized by the recipient of services, in order to process medical insurance claims and authorized payment of benefits.

4. In the event that a patient is in need of emergency services and other medical personnel need to be contacted.

5. If you become involved in specific kinds of legal proceedings, the courts may subpoena information concerning your treatment.

6. Dr. Thurber prefers using email only to arrange or modify appointments. However, if you choose to communicate by email, be aware that all emails are retained in the logs of your and Dr. Thurber’s Internet service providers. Confidentiality can therefore not be guaranteed. 

7. All appointments will be made using a cellphone line reserved for Dr. Thurber’s patients.  As such communication either through texting or calls are private and confidential as protected through internet encryption capacity to meet HIPPA regulations. Please be aware that the confidentiality of internet use cannot be completely controlled or guaranteed.

8. All records are maintained using an electronic health records system that is password protected and encrypted for security purposes to meet HIPPA regulations. However, as with all internet use, confidentiality cannot be completely controlled or absolutely guaranteed.

Treatment of Minors:  Treatment of children under the age of 18 years will be provided only with the consent of the legal guardian or parent. By signing this consent form, the client acknowledges that he or she is the guardian (as established by the state or the divorce decree) or any minor presented for treatment. Copy of the custody agreement in the cases of divorce must be provided.

Emergency/On Call Services:  If you are in need of emergency services, please contact the nearest hospital emergency room. Dr. Thurber is available by cellphone, as well. In the event that she is away from the office for an extended period of time, another therapist will cover Dr. Thurber’s clients and be available for emergencies.

I have read and understand the statement of Informed Consent. I consent to treatment by Jill R. Thurber, Ph.D.,P.A. with the knowledge of the above conditions.

__________________________________________________
Name of Client (please print)

__________________________________________________


__________________

Signature of Client or Guardian





Date
Jill Thurber, Ph.D.  






    14800 San Pedro Ave suite 214

Child and Adolescent  Psychologist




    
San Antonio, TX 78232









                                     PH: 210.912.3963

RELEASE OF INFORMATION AUTHORIZATION FORM
This form when completed and signed by you, authorizes me to release protected information from your clinical record to the person you designate.

Name of Patient: ____________________________________________ Date of Birth: _______________________

I authorize my therapist, _________________________________________________________________________

(  ) To Disclose Information   
(  ) To Receive Information 
(  ) To Speak With

(name and address of person to whom the information is to be released)

_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Regarding the following information:

(  ) Case History


(  ) Current Physical or Medical Information

(  ) Psychiatric Intake

(  ) Academic History/Functioning 
(  ) Psychological Examination


(  ) Social History

(  ) Psychiatric Evaluations/Medication History

(  ) Other _____________________________________________________________________________________

_____________________________________________________________________________________________
I am requesting my psychologist to release this information for the following reasons (“at the request of the individuals” is all that is required if you are my patient and you do not desire to state a specific purpose):

_____________________________________________________________________________________________
This authorization shall remain in effect until ________________________________________________________

You have the right to revoke this authorization, in writing, at any time by sending such written notification to my office address. However, your revocation will not be effective to the extend that I have taken action in reliance on the authorization or if this authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim.

I understand that my psychologist generally may not condition psychological services upon my signing an authorization unless the psychological services are provided to me for the purpose of creating health information for a third party.

I understand that information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient of your information and no longer protected by the HIPAA Privacy Rule.

_____________________________________

____________________

Signature of Patient or Guardian



Date

If the authorization is signed by a personal representative of the patient, a description of such representative’s authority to act for the patient must be provided.

