BAKER NEUROPSYCHOLOGY & REHABILITATION, PLLC
6232 N. 7th Street, Suite 100






Phone:     602-274-1462
Phoenix, AZ  85014-1850 
           Fax:
     602-274-7402


Consent Form

Client Name:












Date of Birth:



/

/


Age:



Home Telephone:
(

) 

‑



Cellphone or Work:
(

) 

‑



ext



Social Security Number:


 ‑ 

 ‑ 



Address:













The client or the client’s legal representative agrees to the following terms of assessment or treatment:

· Consent to assessment or treatment.

· The psychologist will maintain confidentiality except in the following cases:

1. Third Parties:  records may be released to referring health care providers; to individual or entity responsible for payment; and in some cases to the psychologist’s billing representatives, legal representatives and liability carriers.

2. If in the case of a medical emergency, the psychologist may release information to the treating party.

3. If anyone being treated indicates a serious threat of suicide or homicide, the psychologist can notify the proper authorities.
· I understand that the psychological or neuropsychological report from an evaluation will be sent to the referral source (if applicable).

· I agree to submit payment for services when rendered which are not expected to be covered by the insurance or other payer. I understand that I am responsible for my co-payment (if applicable), deductible (if applicable), and/or the portion not covered by insurance or authorizing third party.  I understand that if my portion is not paid, the uncollected amount due could be sent to a collection agency.

HIPAA Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW HEALTHCARE INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how I may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations and for other purposes that are permitted or required by law.  It also describes your rights to access and control your protected health information.  “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present, or future physical or mental health related to health care services.

Uses and Disclosures of Protected Health Information
Your protected health information may be used and disclosed to others outside of my office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, and any other use required by law.

Treatment:  I will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services.  This includes the coordination or management of your health care with a third party.  For example, I would disclose your protected health information, as necessary to another health agency or health care provider that provides care to you to ensure that they had necessary information to treat you.

Payment:  Your protected health information will be used, as needed, to obtain payment for your health care services.

Healthcare Operations:  I may use or disclose your protected health information in the following situations without your authorization.  These situations include:  as Required By Law:  Child abuse, physical neglect and or sexual abuse; Adult and Domestic abuse of an incapacitated or vulnerable adult.  Health Oversight: Arizona Board of Psychological Examiners conducting an investigation.  Judicial and Administrative Proceedings:  if you are involved in a court proceeding and a request is made for information about professional services I have provided.  Serious Threat to Health or Safety:  if I believe there is an imminent risk of harm to yourself or others.  Worker’s Compensation:  it may be necessary to comply with laws relating to worker’s compensation or other similar programs.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that I have taken an action in reliance on the use or disclosure indicted in the authorization.

Your Rights

Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information.  Under federal law, however, you may not inspect or copy the following records:  information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.

You have the right to request a restriction of your protected health information.  This means you may ask me not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations.  You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices.  Your request must state the specific restriction requested and to whom you want the restriction to apply.

I am not required to agree to a restriction that you may request.  If I believe it is in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted.  You then have the right to choose another Healthcare Professional.

You may have the right to request an amendment of your protected health information.  If I deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.
I reserve the right to change the terms of this notice and will inform you in person of any change.  You then have the right to object or withdraw as provided in this notice.

Complaints
You may complain to me or to the Secretary of Health and Human Services if you believe your privacy rights have been violated.  I will not retaliate against you for filing a complaint.

This notice is effective April 14, 2003.
I am required by law to maintain the privacy of, and provide individuals with, this notice.

I have read and understand the above.

Client Signature








Dated

If applicable, Name and Signature of Parent, guardian, or legal representative


Dated

