Cobro:______                               
    Acuerdo de Tratamiento 


Jen Sermoneta Psy.D.       
7040 Carroll Ave, Suite 2, Takoma Park, MD 20912  (202) 415-6414
Sicóloga Licenciada
Fecha: 






  

SS# 







Nombre: 















Dirección:  















Ciudad:




Estado:


Código Postal: 





Tel, si ok:



Cel, si ok:


Email, si quieres:





[]  Hombre      Edad:  

 [] Mujer     Edad:


Fecha de Nacimiento: 



Estado Civil:  [] Soltero/a   [] Casado/a     [ ] En pareja   [] Separado/a    [] Divorciado/a    []Viudo/ a_________

Hijos/as, edades: 













Escuela/trabajo: 





         
Horas semanales:

 



Puesto: 







Años trabajando:





Fecha del último chequeo físico:












Nombre del médico general:




 
Tel.: 
                      

   
     
      

Problemas médicos: 














Medicamentos que toma regularmente: 











Quién te refirió a mi? 





Cual es tu relación con esta persona?




Ingreso anual de la familia, en caso de escala de tarifas ajustable     






Contacto de emergencia:  





 Relación:






Su tel. 



   Su cel. 





.





Otros/as terapistas: 






Tel# 















Tel# 






Medicaciones psicofármacos (pasados y corrientes):  

__________________________  Cantidad: ______________ MD: ______________ Ayudó? 



__________________________  Cantidad: ______________ MD: ______________ Ayudó? 




__________________________  Cantidad: ______________ MD: ______________ Ayudó? 



Hospitalizaciones por razón de salud mental? [ ]  No   [ ] Si – causa, donde, y cuando? 




Tomas alcohol? [  ]  No  [  ] Si: Cantidad semanal: 


Desde cuando?




En promedio, que cantidad tomas: 











Usas cualquier hierba o droga (incluyendo marihuana, cocaína, cafeína, mate, etc.).  [  ] Si    [  ] No

En que cantidad, en promedio semanal?










Has experimentado problemas relacionados al uso de alcohol o droga? 






Alguien en tu familia tiene, o ha tenido, problemas de salud mental?






Algunos intereses o pasatiempos?


















Algo mas que te gustaría comentar?











Nombre: 







Fecha:

En el año  pasado, has experimentado algunos de los siguientes? (Marca todos los que aplican, y circula los que son muy importantes)

[]
Dificultad en dormir




[]
Ansiedad/Nervios

[]
Despiertos por la noche



[]
Dificultad en respirar

[]
Pesadillas





[]
Músculos apretados en el pecho

[]
No sentir descansado a pesar de haber dormido
[]
Miedos o fobias

[]
No tener sueño, a pesar de NO haber dormido
[]
Tachycardia/palpitaciones









[]
Tensión


[]
Bajo/aumento de peso: libras _____ desde _______

[]
Uso de purgantes/vómito
 


[]
Presión alta

[]
Comer en exeso




[]
Síndrome del intestino irritable

[]
Falta de apetito




[]
Dolor de espalda









[]
Dolor de cabeza









[]
Problemas del estomago

[]
Pérdida de esperanza






[]
Sentirte deprimida




[]
Problemas sexuales





[]
Falta de animo





[]
Relaciones dolorosos

[]
Problemas de motivación



[]
Falta de satisfacción sexual

[]
Falta de energía




[]
Problemas en lograr/mantener 
erección



[]
Llorar a menudo




[]
Pérdida de interés sexual

[]
Querer hacerte daño a ti mismo


[]
Masturbación en exceso

[]
Querer huir





[]
Pornografía en exceso








[]
Problemas de concentración






[]
Problemas de memoria


[]
Ver, oír, o oler cosas que los demás no sienten
[]
Paranoia/ sentirte sospechoso









[]
Retrocesos al pasado

[]
Irritarse con facilidad




[]
Hipervigilancia 

[]
Enojarse con facilidad




[]
Duelo (por una pérdida)
[]
Tener conflictos frecuentes con la gente
[]
Hacer algo en exceso (p.e. gastar, tener sexo, arriesgarse)

Problemas de:







[]
Salud física
[]
Aculturación 







[]
Problemas legales

[]
Espiritualidad/religión






[]
Relaciones sociales
[]
Ser madre o padre 








Alguna otra dificultad? _______________________________________________

For Your Information
1) All pertinent laws and regulations regarding confidentiality are followed.  This means information regarding your visits here cannot be released without your specific consent.  However, you should be aware that there are certain exceptions when, in the case of an emergency, information can be released. 




These exceptions include: 


1) Imminent threat of harm to self or others.


2) Situations that indicate possible abuse or criminal neglect of a minor child or a vulnerable adult.


In situations that involve, in my professional judgment, a threat of serious harm to self or others, I am required to take protective action which may include notifying the police, warning the intended victim(s), or seeking the client’s hospitalization. 


For more information regarding privacy protection and the release of Protected Health Information (PHI) 
please see the attached Maryland Notice Form.
2) If you are under eighteen (18) years of age, please be aware that while the specific content of our communications is confidential, your parents have a right to receive general information on the progress of the treatment. Other than in emergency situations this exchange of information will be made in the context 
of a family session with you and your parent(s) or guardians.

3) Regular appointment times are established on a “leased space” basis and billed regardless of absences, scheduled or unscheduled.  Whenever possible I will make be every effort to offer alternative times during my regularly scheduled office hours. You will not be billed for times that I am out of the office for sick or vacation days. With 48 hours notice, you may cancel without charge or attempt to reschedule for the same week. Cancelled or missed appointments will be charged, and cannot be reimbursed by your insurance provider.

4) Except when prearranged for special circumstances, the duration of each session is 50 minutes.

5) Fees, and the payment of fees, are agreed upon on an individual basis. 

6) Monthly statements will be provided at or near to the end of each month. Payment is due upon receipt. 

7) Although I make every effort to be available to patients on weekends, and after hours, I cannot guarantee this availability.  If you are experiencing a true emergency and cannot reach me, please call the Crisis Center, 240-777-4000 or 911, or go to the nearest emergency room and have the on-call physician contact me.  My after hours and emergency number is 202-41-6414.

8) A service fee of $25.00 will be charged for all returned checks.

9) Delinquent accounts are subject to collection by A & S Collections, Inc. or similar vendor  - in this event only pertinent billing records will be released as part of the collection process.  All accounts thirty (30) days past due will be subject to late fees and all costs of collections.


I have read, and I understand, the information contained in this treatment agreement. Any questions I had regarding the above information were answered to my satisfaction.


Client Signature ___________________________________________________  Date:  ______________

Parents/Guardians Only
Note To Parents: Except in cases of imminent threat of harm to self or others, I work to maintain a confidential relationship with the minor patients I see.  While this is sometimes a difficult arrangement for parents,  a confidential relationship is critical for therapeutic effectiveness. Except under special circumstances, discussions regarding progress, prognosis and diagnosis are conducted in the presence of the minor child in the form of a family session. These sessions will be scheduled at the request of any of the involved parties. 

I have read, and I understand, the information contained in this treatment agreement.

Parent or Guardian Signature: ______________________________________ Date: _______________

For divorced/separated parents 

please indicate type of custody: __________________________________________________________

___________________________________________________________________________________

Acknowledgment of Receipt

 I have received a copy of the Maryland Notice Form regarding privacy and confidentiality, patient rights,  and uses and disclosures requiring authorization in accordance with HIPPA privacy rules.  I understand that if I have any questions or concerns regarding this form every effort will be made to address those questions or concerns. I also understand that this is not a release of information.


Patient signature: _____________________________________    Date: ___________


For patients under the age of 18:


Parent or Guardian signature: ________________________________ Date:_________

****THIS IS YOUR COPY: YOU MAY TAKE IT WITH YOU OR LEAVE IT IN YOUR FILE****

MARYLAND NOTICE FORM


THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.
 
In accordance with the Health Insurance Portability and Accountability Act (HIPPA) privacy rule(45 C.F.R.. parts 160 and 164) I have established specific policies and procedures designed to protect the privacy of your patient records and the confidentiality of our communication.   However, you should be aware that there are certain exceptions provided by the HIPPA privacy rule that I may use or disclose your protected Health Information (PHI) without your consent or authorization. These exceptions include the following:

 Child Abuse – If I have reason to believe that a child has been subjected to abuse or neglect, I must report this belief to the appropriate authorities.

Adult and Domestic Abuse – I may disclose protected health information regarding you if I reasonably believe that you are a victim of abuse, neglect, self-neglect or exploitation.

 Health Oversight Activities – If I receive a subpoena from the Maryland Board of Examiners of Psychologists because they are investigating my practice, I must disclose any PHI requested by the Board.

 Judicial and Administrative Proceedings – If you are involved in a court proceeding and a request is made for information about your diagnosis and treatment or the records thereof, such information is privileged under state law, and I will not release information without your written authorization or a court order.  The privilege does not apply when you are being evaluated or a third party or where the evaluation is court ordered.  You will be informed in advance if this is the case.

Serious Threat to Health or Safety – If you communicate to me a specific threat of imminent harm against another individual or if I believe that there is clear, imminent risk of physical or mental injury being inflicted against another individual, I may make disclosures that I believe are necessary to protect that individual from harm.  If I believe that you present an imminent, serious risk of physical or mental injury or death to yourself, I may make disclosures I consider necessary to protect you from harm.

Patient’s Rights


As a patient you have been provided a specific set of rights that have been put in place for your protection.  These rights include the following:
Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosures of protected health information.  However, I am not required to agree to a restriction you request. 

Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You have the right to request and receive confidential communications of PHI by alternative means and at alternative locations.  (For example, you may not want a family member to know that you are seeing me.  On your request, I will send your bills to another address.)  

Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI in my mental health and billing records used to make decisions about you for as long as the PHI is maintained in the record.  I may deny your access to PHI under certain circumstances, but in some cases you may have this decision reviewed.  You have the right to inspect or obtain a copy (or both) of Psychotherapy Notes unless I believe the disclosure of the record will be injurious to your health.  On your request, I will discuss with you the details of the request and denial process for both PHI and Psychotherapy Notes.   

Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained in the record.  I may deny your request.  On your request, I will discuss with you the details of the amendment process. 

Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI.  On your request, I will discuss with you the details of the accounting process. 

Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me upon request, even if you have agreed to receive the notice electronically.


I reserve the right to change the privacy policies and practices described in this notice.  If I revise my policies and procedures, I will provide you with a summary of those changes and allow you to respond to the changes.   If you have questions about this notice, disagree with a decision I make about access to your records, or have other concerns about your privacy rights, please feel free to communicate these concerns during our meetings or if you prefer, you may send me a written complaint.  You may also send a written complaint to the Secretary of the U.S. Department of Health and Human Services.  You have specific rights under the Privacy Rule.  I will not retaliate against you for exercising your right to file a complaint.

Uses and Disclosures Requiring Authorization 


The HIPAA privacy rule permits me to use or disclose PHI for purposes outside of treatment, payment, or health care operations when your appropriate authorization is obtained.  In those instances when I am asked for information for purposes outside of treatment, payment, or health care operations, I will obtain an authorization from you before releasing this information. 


You may revoke all such authorizations (of PHI or Psychotherapy Notes) at any time, provided each revocation is in writing. You may not revoke an authorization to the extent that (1) I have relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, law provides the insurer the right to contest the claim under the policy.

This notice will go into effect on September, 2012.


 I have read and understand the above statements regarding privacy and confidentiality, patient rights, and uses and disclosures requiring authorization. 


Patient signature: _____________________________________    Date: ___________


For patients under the age of 18:


Parent or Guardian signature: ________________________________ Date:_________

This form pertains to the practice owned and operated by : Jen Sermoneta, PsyD.
Jen Sermoneta, PsyD.
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