Real Hope Real Help
1001. Cross Tímbers Road, Ste. 1240

Flower Mound, TX 75028
Ph: (972) 966-1079 t: (e72) 767'07ss
Rea lhoperea lhel pd r.d @ outlook.com

Patient lntake Form
Patient Name I

First Middlpì:
Gonrler'

Itatc nf Rirfh'

Fa

Staù rc'

Address:
nr Phone #:

Primarv Phone #:

Method of Contact:

E-MailAddress:

pl€a¡ê flll o{¡t ¡¡ther tho ¡du¡t p¡tlsnt or mtnor patleñt lntormation ract¡on. tfiGn comDlcte ths tddh¡ong! ¡nformat¡ffi
sect¡on.

ADUTT PATIENTJNFORMATION:

Occuoation:
Emolover
CONSENT FOR TREATMENT: I hereby give my authorization and informed consent to receive

psychologícal or therapeutic outpatient dlagnostic and treatment services from REAL HOPE REAL HELP
further cert¡fy that I have the legal authority to author¡ze and consent to this treatment.

TODAY'S DATE

SIGNATURE

PRINT NAME

MINOR PATIENT INFORMATION:
Date of Birth:

Parent/Guardian' c Name:
Gender:

Marital Status:

Reletionshio to Pet¡ênt:

Home Address:

Add rÞss'

Emnlover:

f-lthar 9¡ront/G r rerdian'<
Gpnder:

ñâ
lationchin fn Patipnt:

Rirth'

Datp
I

Stâtus:

2

Addrescr

Fmnlovpr:

CONSENT FOR TREATMENT OF MINOR/DEPENDENT CHILD: I

certify that I am the {father, mother,

manag¡ng conservator, legal guardian (circle one) of the above named child, and I hereby g¡ve my
authorieation and informed consent for the above named child to receive psychological or therapeutíc
outpatient diagnostic and treatment serv¡ces from REAL HOPE REAL HELP. I further certiff that I have
the legal author¡ty to author¡ze and consent to this treatment.

Today's Date

Parent/Legal Guardian Signature

Pr¡nt Name

ADDITIONAL INFORMATION:

lf ínsurance Holder or Financially Responsible Party
fill in the name.

is same as previous contact l¡sted, you only need

to

Þrlmarv -subscriber's Name:

lnsrrrance Carrier:

Nrmher:

Gender:

Date of Birth:

Primarv Subscriber's Add
Fmnlover/s Address:

Emolover:

Financiallv Resnonsible

Gender:

N¡me:
1o Patient:

Date

Rirth:

Ma

Sfâlll(:

Home Address:

Fmnlover:

Fmnlove/s Address:

CONSENT FOR ALTERNATE CAREGIVER/EMERGENCY CONTACT (optional): lf you consent to allow REAL
HOPE REAL HELP to discuss your protected health information with anyone other than yourself or the

parent/legal guard¡an for minor patientt please list them below. Your signature will indicate your
consent to this communication until you withdraw your consent in writing'
#:

Emersencv Contact

Print Name

Signature

Today's Date

3

CONSENT TO COMMUNICATE W¡TH 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 communicatíon untilyou withdraw your consent in
writing.

t.

Phvsician/Professional Na mê:

Print Name:

Sionatrlrc

f)¡le:

IN-NETWORK INSURED: lf you wish for REAL HOPE RËAL HELP to file for d¡rect ¡n-network
reimbursement by your insurance company, please provide the ¡nformation requested below
I hereby assign payment of medical benefits by: (lnsurance Company)

To REAL HOPE REAL HELP. ¡ also authorize the release of any medical information requested by the
above-named insurance or managed health care company. The assignment will remaín in effect until
revoked by me in writing (a photocopy of 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 mlght limit that
financia I responsibility.

Print Name:

Datp

!r. C|r¡dü Ð.lb

tõf

C¡o¡¡

tbfrra.ü
Ad

Patient

¡t¡L,

tt.D'

f¡nb¡ rd. ¡lh t¡l

t5ll

ult Prtient lnformation

l{anrc

,

t.

Ple¡¡e descrlbe the problem for whlch you rre rccklng tnlp in tñc rpace províded ôelor.

!.

How would

A l¡ttlè

yol dercribc the severityof tie effects of thc problem

Modcr¡teh

8it

on Vou (drcle onel?

Ouita

ExtremclV

3, ple¡se de¡cribc rny prior counscllrg, thcrapy, or cvalt¿tion services reelved, íncluding d¡tes of servicc'

n¡cdicine
4. pfe¡se llst any rnedicetlons you prce:ntly tale and thË rmounts pcrcribed. Ako, lfst ¡nV nonpr*criptíort

rcgulrrly t¡lcrn.

5. Pþ¿sc ¡dentlq whiclr of thcfollarlng you u:te ând the frequency and quantity'

Freqrtncy

(Circle Onel

Ye¡
elcollol:

On¡r¡;

Yes
Yce
Y¿s

No
No
No
No

6. Pþase describc any medícal conditions

br

which lou arc bsang tr€ated.

Quantlty

Real Hope Real Help
1001 Cross Timbers Road, Ste. 1240
Flower Mound, fX 75028
?h: {972\ 966-1079 F: (9721 767-O7ss
Realhoperealhelpdr.d@outlook.com

Billing & Financial Policies
Reel Hope Real Help provides the following polic¡es with th€ intent to build a clear and trusting relat¡onsh¡p with the patient families. lt is the hope that these policies
will ass¡st in avoiding m¡sunderstandings concerning payment for professional services and provide the highest qualitv of care. Please in¡tiâl next to each policy listed
below:
pRoFESSIONAL FEES: My hourly rate for an in¡tiðl appointment is s183.o0and follow-up appointments afe 5133.00. other services are telephone conversetions
_
last¡ng longea than 10 minutes, attendance at meet¡ngswith othef professionals you have authoÍzed, preparation of records or tfeatmentsummaries, and the t¡me spend
performing other services you may request incur addit¡onal fees. lf you become involved in legal proceedings that require your clinician's partic¡pation, you will be
expected to pay for the clinician's professional time, even if your clinìcìan is called to testiry by ãnother pârty. Bêcause of the difficulty of legal involvement, there is a
$300.00 per hour fue for preparat¡on and attendance at any legal proceed¡n8. lf you are insured through a deductible plan and your deductible has not bcen 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.
lns¡,¡rance
lnsuranceandPr¡vatePay. lnsurancecompâniesonlypayformedicallynecessarytesting.
_pSyCHOLOGICALTESTING:Therearetwooptionsfortesting,
compan¡es will not pay for Educational test¡nt. Some insurance compan¡es will only approve and cover a set number of test¡ng hours. lf you would llke all the test
advised by your clinician, you may opt out of insurance and choose to go Private Pay. Private pay test¡ng is charged according to the type of testing' Additionally, you
will incur a protocol Fee based on the number of tests administered. Any misplaced test which have to be reissued and/or not returned on the day of testin8 or prior to
test¡ng will ¡ncur additional fees. One copy oftesting resuftswill be provided free ofdrar6e, additional copiesw¡ll ¡ncur ä S50 fte
NONCOVERED SERVICIS: lf your insurance company does not pay for services rendered those balances will become your responsibility. lnsurance filing is
processed by software provided by TheraSoft. Before receiving services, you must verifi, that your clinician is a participat¡ng 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 clinic¡an is in-network w¡th your specific pol¡cy' Should it come
back that the sery¡ces are not in-network, you will be financially responsible for the out-of-network services rêndered.

_

INSURANCE CHANGES: lt is your respons¡bil¡ty to provide the office w¡th any and all changes to insurance, billing. address, and contact information. lf new
insurance ¡nformation or any changês are not received within 3 business days of your v¡sit, you will be financially respons¡ble for servìces rendered.

_
_

pAyMENT/CHtLDREN OF DIVORCED PARENTS: Co-payments, co-¡nsurance, deductibles, and self-pay balances are due at the time serv¡ces ãre rendered' Cle¡ms

will be files to your primary insurance.
|NSUFF|C|ENT FUNDS: An account paid by check which is returned by the bank unpaíd for eny reãson will be charged S40 ¡n addition to the ori8inal balance.
The office may also seek additional legal remedies under Texas law.

_
_

PRIMARY INSURANCE: We will file claims with your primary ¡nsurance companies whlch we are contracted, We do not file claims to secondary polìcies.

STATEMENTS: We will send a statement {to the billing address you provide). Payment is due upon receipt of the statement. lfyou have any questions or dispute
the validity of the balance, ìt is your responsibil¡ty to contact the Billing Department. Accounts not paid within 30 days of the stetement date are considered past due.
lf you have difficulty paying your bill, payment ãrrangements may be made; however, ¡t ¡s your responsibilitv to contact the B¡llin8 Department and discuss a payment
plan within 30 days to keep your account from being past due. lfyour account ¡s over 60 days past due and you have not made payment arranSements, your outstanding
balance will be sent to a collection agency.

_

MlssgD APPo|NTMENTS/LATE CANCELATTONS WORK-|N APPOINTMENTS: ln order to meet treatment goals, ¡t is essential that the patient ardve 10 m¡nutes
pr¡or to every scheduled appoíntment. AdditionallV, there ate patients wait¡ng 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 patient needing services. M¡ssed appo¡ntments, without 24-hour prior cancellation not¡c€,
will be assess a "no shoølate cancellation" fee of 585. Pat¡ents arr¡v¡ng more than 20 minutes late to their ðppointment will be required to reschedule and will also
incur a "no show/late cancellation" fee. lf there are 3 or more no shows or late cancellat¡ons, you must call the Office Manager to discuss the mãtter before another
appointm€nt cân be scheduled, Work-ln appointments for emergencies or other special circumstances will be available but must be discussed pr¡or to the appo¡ntment.
The same "no shoølate cancellation" rules will apply to these appoíntments'

_

MEDTCAL RËCORDS/ FORMS & LETÏERS: You must complete ãnd s¡gn an Authorization to Release lnformation/Records. There will be a S25 fee for records
requesttunlessanotherprofessional requesttherecords. All FormsandLetterswill¡ncuräSSOfee.Pleaseallow2-3businessdaysforallformsandletterstobeprocessed.

_

Your signature below ¡ndicates you have read and agree to abide by the Bllllng and Flnanclal pollcy durinB thê cours€ of our professional relationship'

Pat¡enf s Name

PåtientlParent or Guardian Signature

Today's Dãte

Rlal Hop€ Re¡l llelp
1001 Cross llmbers load Suitê 1240
Flower

Mond, lX

75028

HIPAA Policies & Agreement for Psychological Services and Applied Behavior Analysis
Last updated ao

o?lL4l2ol9

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 Accountab¡lity Act (HIPAA), a federal law that provides privacy
protections and petient rights with regard to the use and disclosure of your Protected Health lnformation {PHl} used for the purpose of treatrnent,
payment, and health care operations, Hlp¡¡ requires that we provide you with a Not¡ce of Privacy Practices (the Notice) for use and disclosure of
pH¡ for treatment, payment and health care operations. The law requ¡res that I obtain your signature acknowledging that I have provided you with

thís information, please read it carefully. When you sign this document, ¡t w¡ll representan agreementbetween us. You may revoke this Agreement
in writing at any time. That revocation will be binding on us unless I have taken action in reliance on it; if there are obligat¡ons imposed on us by
your health insurer in order to process or substantiate claims made under your policy; or if you have not satisfied any financial obligations you have
incurred.
Confident¡aliw end Consent
The law protects the privacy of all commun¡cat¡ons between a patlent and a psychologist. ln most situat¡ons, I can only release information about
your treatment to others if you s¡gn a written Authorization form that meets certain legal requirements imposed by HIPAA. There are other
s¡tuations that require only that you provide written, advance consent. Your signature on this Agreement provides consent for those act¡v¡t¡es, as

follows:

¡

e
r

¡

a case. During a consultation, lwill obtain
confidential'
lf you don't object, I will not tell
information
a wr¡tten consent. The other professionals are also legally bound to keep the
in your Clinical Record
I
will
note
all
consultations
work
together.
to
our
you about these consultations unless I feel that it is important
{which is referred to as "PHl" in this document}.
Ðisclosures required by health insurers or to collect overdue fees are discussed elsewhere in th¡s Agreement.
tf a patient seriously threatens to harm himself/herself, I may be obligated to seek hospitali¿ation for hÍm/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¡tuetions where I am permitted or required to disclose information without either your consent or Authorizat¡on:
lf you are involved ¡n a court proceeding and a request is made for information concerning your diagnosis and treatment, such
information is protected by the psycholog¡st-pat¡ent privilege law. I cannot provide any information w¡thout your {or your legal

I may occasionally find it helpful

representat¡ve's)

r
¡
r

to consult other health and mental health professionals about

writtenauthor¡zation,oracourtorder. lfyouareinvolvedinorcontemplatinglitigâtion,youshouldconsultwithyour

attorney to determine whether a court would be likely to order me to disclose information,
lf a government agency is requesting the information for health oversight act¡vitles, I may be required to provide it for them.
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'
lf a patient f¡les a worke/s compensat¡on claim, I musç upon appropriate reques! provide records relating to treatment or
hospitalization for which compensation is being sought'

There are some situations in which I am legally oblìgated to take act¡ons, which ¡ believe are necessery to aüempt to protect others from harm and
I may have to revealsome information about a patienf s treatment. These s¡tuations are unusual in my practice.

r

r

tf I have cause to believe that a child under 18 has been or may be abused or neglected (including physical injury, substantial threat of
harm, mentel or emotional injury, or any kind of sexual contact or conductl, or that a child is a vict¡m of e sexual offense, or that an
elderly or disabled person is in a state of abuse, neglect or explo¡tation, the law requires that I make a report to the appropriate
governmental agency, usually the Department of Protect¡ve and Regulatory Serv¡ces. Once such report is filed, I may be required to
provide additional i nformation.
lf I determine that there is a probability that the patient will inflict imminent physlcal injury on another, or that the patient will inflict
¡mminent physlcal, mental or emotional harm upon him/herself, or others, I may be required to take protective action by disclosing
information to medical or law enforcement personnel or by securing hospital¡zat¡on of the patient. lf such a situation arises, I wil{ make
every effort to fully discuss it with you before taking any action and I will limit my disclosure to what is necessary'

While this written summary of exceptions to confidentiality should prove helpful in informing you about potentiãl problems, it ís important that we
discuss any questions or concerns that you may have now or in the future. The laws governing confidentiality can be qu¡te complex, and I am not
an attorney. ln s¡tuations where specific advice is requ¡red, formal legal advice may be needed.
Professional Records
you should be awarethat, pursuantto HIPAA, I keep Protected Health lnformation aboutyou in a professional record. I havetransitionedto
electronic records and administration processes using the professional tool, www.Therapyappointment.com. This includes information
about your reâsons for seeking therapy, a description of the ways in which your problem ¡mpacts on your life, your diagnosis, the Soals that
we set for treatment, your progress towards those goals, your medical and social history, yourtreatment history, any past treatment

that have been
records that I receive from other providers, reports of any professional consultations, your billing records, and any reports
you
sent to anyone, including reports to your ¡nsurance carr¡er, Except in unusual circumstances that involve danger to yourself and others,
it
with
to
discuss
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
Records
records.
professional
the
requests
you or provide a treatment summary, There will be a charge for records requests, unless another
youl your child
can take up to 15 business days to be processed and require yoü to complete a written Authorization to Release Records' lf
pursuant to
are psychologically evaluated (tested), you will receive one copy of the evaluation without charge. You should be aware that
can
be
mis¡nterpreted
they
Texas law, psychological test data are not part ofa pat¡ent's record. Because these are professional records,
and/or upsetting to untrained readers. Requests for raw data will only be released to another mental health professional.
need a wr¡tten Authorization
I work with many physicians in this area and am happy to d¡scuss treatment plans and updates; however lwìll

to Release Records priorto consultation.
Pat¡ent Eiphts
information. These
HIpAA provides you with several new or expanded ríghts with regard to your Cl¡nical Record and disclosures of protected health
to others;
your
Record
is
disclosed
clÌnical
from
information
restrict¡ons
on
what
your
request¡ng
record;
rights include requesting that I amend
the
determin¡ng
nor
authorized;
to
you
consentèd
neither
have
that
protected
heatth
information
of
requesting an account¡ng of most disclosures
procedures recorded in your
policies
my
and
you
make
about
any
complaints
having
sent;
are
protected
disclosures
¡nformation
which
location to
records; and the right to a paper copy of th¡s Agreement, the attached Notice form, and my privacy policies and procedures.

Minors & Parents
patients under 1g years of age who âre not emancipated, and their parents, should be aware that the law may allow parents to examine their
physícal or emotional
child,s treatment records. However, ¡f the treatment is for su¡c¡de prevention, chemical addiction or dependency, or sexual,
psychotherapy is
privacy
in
18,
16
and
because
between
For
children
records.
child's
their
abuse, the law provides that parents may not access
parents that the parents
patient
his/her
and
from
the
agreement
request
an
I
may
with
teenagers,
particularly
progress,
often crucial to successful
general information about the
consent to give up their access to their child's records. lf they egree, during treatment, I will provide them onfy with
progress of the child,s treatmen! and hislher attendance at scheduled sessions. Any other commun¡cation will require the child's Authorization,
giving parents
unless I feel that the child is in danger or is e danger to someone else, in which case, I will notify the parents of my concern. Before
any information, I will discuss the matter with the child, if possible, and do my best to handle any objections he/she may have.
Psvcholonice I Services
psychological & neuropsycho¡ogical testing
I provide a var¡ety of psychological servÍces including individual, family and group psychotherapy,
problems.
lt intends to reduce oreliminate
psychotherapy
interpersonal
and
variety
of
emotional
a
helps
behavior
analysis.
and also applied
certa¡n psychological symptoms, and to improve social, academic or interpersonal functioning. Applied behavior analys¡s ã¡ms 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
you will
relationships, solutions to specific problems and significant reductions in feelings of distress' There ere no guarantees of what
experience,
ln the first session or two, I will evaluate your/ your child's needs, 3y the end of that time, I will offer Vou 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,
Meetlnes

plan. When follow up sessions beB¡n, sessions last 45-50 minutes in
rate. Sessions may be held weekly or less often, depending
lesser
at
a
will
be
billed
held,
and
sessions
are
shorter
Occasionally,
duration.
upon your child's needs.

Afterthe initial assessmen! we will discuss your/ your ch¡ld's treatment

CÕntactlhq Me
pet¡ent. When I am unavailable, you
I am in the office daily during the week, but I am not available to answerthe phone when I am with a
you make
may leave a vo¡cema¡l for non-emergency situations at {972) 966-1079. I will make every effort to return your call on the same day
it. lf an urgent s¡tuation arises after office hours, I am available by calling, and possibly leaving a message at, (469) 993-9157. However; if an
I will
emergency exists and you can,t wa¡t for ð return call, go to the nearest emergency room, lf I will be unavailable for an extended time,
only
within
conversations
clinical
to
conduct
I
strive
aware
that
be
Please
if
necessary.
provide you with the name of a colleague to contact,
sessíons, not over the telephone or email.

YOUR SIGNATURE BELOW INDICATËS THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO ITS TERMS AND ALSO
SÈNVEi AS ÀN ACKNOWLÊôEIUENTTHAT YOU HAVE RECE¡VED THE HIPAA NOTICE FORM DESCRIBED ABOVE.

Patient's Name

Pat¡ent/Parent or Guardian Signature

Date

Christina Della Nebbia, PhD,Inc.
l-OOl Cross Timbers Road, Ste. 124O
TX 75028
Ph: (9721 966-3:079 t: (9721767'o7s5

Flower Mound,

Rea I hope rea lhe lpdr.d @ outlook.com

APPOINTMET'|TS

ln order for

us

Ar{D CAI\|€ELI. nO$ FOIICY

basis' We schedule our own
to be available to you in a predictable manner, our seruices are provided on an appointment
time with us need to be changed' lf you
necessary, will give you personal notice should your scheduled

appointments, and if and when

find that you will be unable to

keep an appointrnen! we request that you give r¡s

rt h¡st 2{

ho*¡Ë

noticl'

wíll be waived only if you have a life?4 hoünr not¡e wilt ba 185. This charge
or work'
school
miss
to
threatening emergency requiring hospitalization and/or have an illness requiring

Thc chanrc for appintncnts c¡nc.lled rriÉror¡t

NO SITOWÄíTSSED APFOIi{THEI{T POTIW

your appointment and that there are
We, at Real Hope Real Help understand that sometimes you need to cancel or reschedule
(with at least a 24-hour notice)' You can
possible
as
emergjencies. lf you are unable to keep your appointm"nt, pl"ut" call us as soon
cancel appointments by calling the following numben 972-966-1079'
and to provide the highest quality care, it is very
ensure that each patient is given the proper amount of time allotted for their visit
reminder call to you is
important for each scheduled fatient to attend their visit on time. As a courtesy, an appointment
¡t is the responsibility of the patient to arrive for
made/attempted one (1) business day prior to your scheduled appointmenl Howevet
their appointment on time.

ïo

EiTIERGENCIES

cannot wait until our ncxt sdæduled
Since we provide seruices on an appointment basis, should you have an issue that
witjrin the same day' lf you have a
appointnrcni please leave us a voicemail at (972) 966-1079 and we will attempt to return your call
life-thrcatening cmcrgency, please go to the nearest emergency room or call 91 1'
PIEASE REVIEWTHE

FOtLOffiNG

FOTICY:

1.

Hope Real
please cancel your appointment with at least a 24 hourJ notice: There ís a waiting list to see the clinician's at Real
patients'
our
period
for
the
waiting
shorten
to
spaces
Help and whenever þossible, we like to fill cancelled

2.

lf

3.

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

4.

After the first

5-

lf you

6-

wilf receive
lf you have 3 'No-shoùMissed,, appointments within a one-year time, you
Dismissal from the practice will be considered'
approvcd'
'You will be notified by Ictter if the dismissal was

less

than aZ4-haur cancellation is given this will be documented as a "No-Show" appointment'

,,No-Show/Missed,, appointmenl you will receive a phone call or letter warning that you have broken our "Noif needed'
Show,,poliry. Real Hope Real Help will assist you to reschedule this appointment
,,No-Show/Míssed" appointments withín a one-year time period, you will receive a warning letter from our office
your credit card number on file'
and will be assessed a g85.00 no show fee that wîll be withdrawn from
have 2

a second $85

no showfee assessment'

and understand my responsibility to plan
t have rcad and urderstand Real Hope Real Help's No ShoúMissed Appointment Policy
keeping my scheduled appointments'
appointments accordingly and notiñ7 ieal Hope åeal Help appropriately if I have difficulÇ

Patient Name
Patient Signature or ParenVGuardian if minor

Date of Birth

Date

RelationshiP to Patient

Christina Della Nebbia, PhD,Inc.
L0OL Cross Timbers Road, Ste. L240
Flower Mound, TX 75028

Ph: (972) 966-Lo79 F: (972l'767-a755
Rea lhope realhelpd r.d @ outlook.com

Credit Card Guarantee of PaYment
I understand that Real Hope Real Help will be billing me fortherapy, evaluation or.
psychological testing ,"*i""r. With tÀis form, I give Real Help Real Hope permission to charge
rny cr.dii"ard for aly services th¿t have not been paid by me,within 24 hours of a missed
thãrapy appointment or lat" cancellation, or within 60 days of billing. If services have not been
payment.
palO wittrin 30 days, Real Hope Real Help will notify me in writing ofthe outstanding
card processing company
OfiñceAllyÆmdeon. 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 that Real Hope Real Help uses the credit

I understand tbis form

is valid unless

I

cancel the authorization in writins.

Patient Name:
Cardholder Name
Cardholder

(if different from the patient):

Billing Address (including zip):

Type of Credit Card:

Credit Card

Number:

-

Security

Expiration Date:

Signature:

Date:

Cod"'-

PATIENT CONSENT FOR SHARED INFORMATION
As a way

to provide excellent care to our clients,

Real Hope Real Help offers collaborative care between

our clinicians.
I hereby authorize you to use or disclose the specific information described below, only for the purposes
and parties also described below.
Descríption of the specific information to be discussed (check all that apply):

Appointment Date/Times Diagnosis_
Summary of Medical Record Care Plan_

Medications, Lab Tests/Results_

Other (specify):

lndicate Confidential

lnformation:

Mental

Health

HIV

information

Alcohol/Drug

Patient Name:
Date of Birth:

Shared lnformation to be given to:

o
o
o
o
o

Virginia Neal, Ph.D.
Brittany Mulkey, Ph.D.
Jessica Miner, M.S., CCC-SLP

Karin Mayberry, M.4., Psychological lntern, under supervision of Dr. Della Nebbia
Chris Carter, SSP, Psychological lntern, under supervision of Dr. Della Nebbia

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

a (specify expiration date or event)
a NO EXPIRATION DATE
I understand

o
o
¡
o
o

that:

information to be used or disclosed.
I may revoke this authorization in writing by contacting our office, attention Administrator.
This authorization is giving Real Hope Real Help the right to discuss my medical information with
one or more people listed above.
lnformation used or disclosed pursuant to the authorization may be subject to re-disclosure by
the recipient and no longer be protected by HIPAA.
I mav refuse to sign this authorization and you will not condition my treatment or payment on
not providing this authorization
I maV inspect or copy protected health

Signature:

Relationship to Patient (lf signed by personal representative of Patient):

Date

Gonsent for Electronic Communication
Unencrypted email is not a secure form of communication. There is some risk that any individually
identifiable health information and other sensitive or confidential information that may be contained
in such emailmay be misdirected, disclosed to or intercepted by, unauthorized third parties.
However, you máy consent to receive emait from us regarding your treatment. We will use the
mínimum ñecessáry amount of protected health information in any communication. our first email to
you will veriff the email address you provide.

|-

I consent and accept the risk in receíving information via email/text message. I understand I can
withdraw my consent at any time. My email address is

f

do not consentto receiving any information via email. I understand that I can change my mind and
provide consent tater.

f

I

I consent

f

to receiving information about oftice announcements via email

do not consent to receiving any information via email. I understand that I can change my mind
and provide consent later.

r

I

I

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

Print Name of Patient:

Patíent Signature:

Dâte:_

