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Paperwork to Be Completed For & Submitted TO
Stephanie Straeter, Ph.D.
Licensed Clinical Psychologist & Certified Health & Wellness Coach
[bookmark: _GoBack] Prior to First Session Via email (by scanning and emailing to StraeterPHD@Gmail.com) or fax to: 866-545-4568
· Please read the Telemedicine Informed Consent  pages 3 - 5 and sign & date page 5 (These policies will be discussed in more detail at the beginning of our first appointment)
· Please read the Notice of Privacy Practices & the Notice of Privacy Practices Acknowledgement  pages 6 – 8 and sign and date page 8
· Please read and complete information requested in the Client Information (Couples Form), pages 9– 12 and sign and date page 12
· If planning to use insurance to partially cover my services as an out of network provider now or in the future please complete page 13 to the best of your knowledge
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Dr. Stephanie V. Straeter, Licensed Psychologist
StraeterPhd@Gmail.com
Mobile: 619-549-1465

Telemedicine Informed Consent:
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__________________________		___________
Client Signature							Date
__________________________		___________
Client Signature							Date
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__________________________		___________
Client Signature							Date
__________________________		___________
Client Signature							Date
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Dr. Stephanie V. Straeter, Licensed Psychologist
StraeterPhd@Gmail.com
Mobile: 619-549-1465
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Dr. Stephanie V. Straeter, Licensed Psychologist
StraeterPhd@Gmail.com
Mobile: 619-549-1465
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__________________________		_____________
Client Signature				Date
__________________________		_____________
Client Signature				Date
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Client Information (Couples Form)
Welcome! Thank you for selecting the private practice of Dr. Stephanie Straeter, Licensed Psychologist. Please complete this form in ink. All information will be kept strictly confidential.
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We certify that all information on the Client Information (Couples Form) is true and correct to the best of our knowledge. I will notify Stephanie V. Straeter, Ph.D. of any changes to my address, telephone numbers and any other relevant changes.
__________________________		_____________
Client Signature				Date
__________________________		_____________
Client Signature				Date
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1. Information transmitted may not be sufficient (e.g. poor resolution of images) to allow for appropriate
medical decision making by the Treatment Provider and consultant(s):

2. Delays in medical evaluation and treatment could occur due to technical deficiencies or failures;

3. The transmission of patient’s medical information could be interrupted by unauthorized persons; and/or the
electronic storage of my medical information could be accessed by unauthorized persons; and

4. Alack of access to complete medical records may result in adverse drug interactions or allergic reactions or
other judgment errors.

Necessity of In-Person Evaluation:

If it becomes clear that the telemedicine modality is unable to provide all pertinent clinical information during a
particular telemedicine encounter, the Treatment Provider must make it known to the patient prior to the conclusion
of the live telemedicine encounter. The Treatment Provider must also counsel the patient prior to the conclusion of
the live telemedicine encounter regarding the need for the patient to obtain an additional in-person medical
evaluation reasonably able to meet the patient's needs.
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By signing this form, | understand the following:

1. | understand that the laws that protect privacy and the confidentiality of medical information also apply to
telemedicine. | understand that the information disclosed by me during the course of my treatment is
generally confidential. However, there are both mandatory and permissive exceptions to confidentiality,
including but not limited to information demonstrating a probability of imminent physical injury to myself or
others; immediate mental or emotional injury to myself: and where | make my mental or emotional state an
issue in a legal proceeding. | also understand that the dissemination of any personally identifiable images or
information from the telemedicine interaction to researchers or other entities shall not occur without my
consent.

2. | understand that | have the right to withhold or withdraw my consent to the use of telemedicine in the
course of my care at any time, without affecting my right to future care or treatment.

3. | understand that | have the right to inspect all information obtained and recorded in the course of a
telemedicine interaction, and may receive copies of this information for a reasonable fee.

4. | understand that a variety of alternative methods of medical care may be available to me, and that | may

choose one or more of these at any time. | understand that | may ask my Treatment Provider about
alternative methods of care to telemedicine.

5. lunderstand that telemedicine may involve electronic communication of my personal medical information to
other medical practitioners who may be located in other areas, including out of state.

6. lunderstand that it is my duty to inform my Treatment Provider of electronic interactions regarding my care
that | may have with other healthcare providers.
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7. | understand that telemedicine based services and care may not be as complete as face-to-face services. |
also understand that if my Treatment Provider believes | would be better served by another form of service
(e.g. face-to-face services), | will be referred to a Treatment Provider who can provide such services in my
area. Finally, | understand that there are potential risks and benefits associated with any form of treatment.
and that despite my efforts and the efforts of my Treatment Provider, my condition may not improve, and in
some cases may even get worse.

8. lunderstand that | may expect the anticipated benefits from the use of telemedicine in my care, but that no
results can be guaranteed or assured.

9. | understand that in the event of an adverse reaction to the treatment, or in the event of an inability to
communicate as a result of a technological or equipment failure, | shall seek follow-up care or assistance at
the recommendation of my Treatment Provider.

In cases of emergency, do not use Stephanie V. Straeter. Instead call 911 immediately.
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I have read and understand the information provided above regarding telemedicine and understand | have the
opportunity to discuss it with my Treatment Provider or such assistants as may be designated. | hereby give my
informed consent for the use of telemedicine in my medical care.

Furthermore, | agree that the Released Parties have no liability or responsibility for the accuracy or completeness of
the medical information submitted to them or for any errors in its electronic transmission.

I hereby authorize Stephanie V. Straeter to use telemedicine in the course of my diagnosis and
treatment.
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Payment of Fees for Service:

1. Payment is due the day the services are rendered.

2. | accept cash, check or credit card via PayPal.

3. If a check is returned for insufficient funds, you will be required to pay any bank service charges in
addition to the check amount.
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NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that
requires that all medical records and other individually identifiable health information used or disclosed by
us in any form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives
you, the client, significant new rights to understand and control how your health information is used.
“HIPAA” provides penalties for covered entities that misuse personal health information.

As required by “HIPAA”, we have prepared this explanation of how we are required to maintain the
privacy of your health information and how we may use and disclose your health information.
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I may use and disclose your medical records only for each of the following purposes: treatment, payment,
court-order, disclosure of child, persons with disabilities or elderly abuse or neglect, any matters required
by law, in self-defense in a malpractice suit, in the case where you are HIV positive and disclose you are
engaging in sex with a partner who is uniformed of your health status, if you intend to harm yourself or
another, and health care operations. Of course, I would be willing to share information with any other
professional, agency, or insurance company that you wish, provided that you sign a Release-of-

Information form.

e Treatment means providing, coordinating, or managing health care related services by one or more
health care providers provided you sign a release of information.

e Payment means such activities as obtaining reimbursement for services, confirming coverage,
billing or collection activities, and utilization review provided you sign a release of information.
An example of this would be sending a bill for your visit to your insurance company for payment.

e Health care operations include the business aspects of running a practice, such as conducting
quality assessment and improvement activities, auditing functions, cost-management analysis, and
customer service. An example would be an internal quality assessment review.

I may contact you to provide appointment reminders or information about treatment alternatives or other
health-related benefits and services that may be of interest to you, if you choose not to receive a reminder
please notify me, however, you will be billed $50 for the missed session if you do not call to cancel 24
hours in advance.
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Any other uses and disclosures will be made only with your written authorization. You may revoke such
authorization in writing and I am required to honor and abide by that written request, except to the extent
that I have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by
presenting a written request to the Privacy Officer:

o The right to request restrictions on certain uses and disclosures of protected health information.
Including those related to disclosures to family members, other relatives, close personal friends or
any other person identified by you. I am, however, not required to agree to a requested restriction.
If I do agree to a restriction, I must abide by it unless you agree in writing to remove it.

e The right to reasonable requests to receive confidential communications of protected health

information from me by alternative means or at alternative locations.

The right to inspect and copy your protected health information.

The right to amend your protected information

The right to receive an accounting of disclosures of protected health information.

The right to obtain a paper copy of this notice from me upon request.
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that under the Health Insurance Portability & Accountability Act of 1996
(“HIPAA”). I have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and
indirectly.

e Obtain payment from third-party payers.

I have received, read and understand your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information. I understand
that this company has the right to change its Notice of Privacy Practices from time to
time and that I may contact this company at any time at the address above to obtain a
current copy of the Notice of Privacy Practices.
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I understand that I may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment of health care operations. I also
understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.
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OFFICE USE ONLY

I attempted to obtain the client’s signature in acknowledgement on thus Notice of Privacy
Practices Acknowledgement, but was unable to do so as documented below:

Date Signature
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(1) Name Date of Birth

First Middle Last
Address City State Zip
(2) Name Date of Birth

First Middle Last
Address City State Zip
Day Phone: (1) 2) Okay to Contact? Yes No
Cellular Phone: (1) 2) Okay to Contact? Yes No
E-Mail: (1) 2) Okay to Contact? Yes No
(1) May I leave a message on your answering machine/voicemail? Yes No
(2) May I leave a message on your answering machine/voicemail? Yes No

Gender Ethnicity (optional)

Sexual Orientation (optional)

Religious/Spiritual Affiliation (optional)
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Do you currently have a job? Yes No Yes No

Employer 1 Employer 2

Occupation 1 Occupation 2

Level of Education 1 Level of Education 2

‘What is your marital/relationship status? Number of dependents?

Are you currently involved in any legal matters that could require me to provide records or testimony to a judicial
authority? Yes No Ifyes, please explain:

In case of emergency, whom may I contact?
Name:

Phone:

Relationship:

‘What is the current state of your health 1: Excellent Good Fair Poor
‘What is the current state of your health 2: Excellent Good Fair Poor
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(1) Do you have any current medical problems? Yes No If yes, please describe:
(2) Do you have any current medical problems? Yes No If yes, please describe:

(1) Client’s Primary Doctor Phone#

If applicable, Psychiatrist Phone #

Are you currently taking, or within the past 6mos have you taken any medications? Yes No
If yes, please list names, dosages:
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(2) Client’s Primary Doctor Phone#

If applicable, Psychiatrist Phone #

Are you currently taking, or within the past 6mos have you taken any medications? Yes No
If yes, please list names, dosages:

(1) Do you have a disability (optional)? Yes No Ifyes, type:
(2) Do you have a disability (optional)? Yes No Ifyes, type:

(1) Have you previously received therapy? Yes No

If yes, with whom did you work with and when was your last visit?

Briefly describe your reason(s) for seeking therapy at this time
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(2) Have you previously received therapy? Yes No

If yes, with whom did you work with and when was your last vis

Briefly describe your reason(s) for seeking therapy at this time

How did you hear about my services?
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Please check any of the following that apply to you as a couple:

Anxiety

Chronic Stress
Communication Issues
Frequent Arguments
Religious/Spiritual Issues
Family of Origin Issues
Financial Issues
‘Work/Family Balance
Parenting Issues

Difficulty Relaxing

Sexual Issues

Pre-Marital Concerns

Issues with Friends
Difficulty with Assertiveness
Depressed Mood

Crying Often

Cultural Identity Issues

Poor Time Management
Legal Issues

Other addictions (sexual, internet)

s e e o o e o e o s o s s

Health Related Issues
Gastrointestinal Issues

Coping with Recent Medical Diagnosis
Trauma (emotional, physical, sexual)
Grief/Loss

Difficulty Maintaining Employment
Indecision

Anger Issues

New Parent Transitional Issues
Coping with the Loss of a Child
Sexual Identity Issues

Low Energy/Motivation

Mood Swings

Perfectionism

Feelings of Inferiority

Coming Out Issues

Social Isolation

Suicidal Thoughts
Alcohol/Substance Abuse

Other, please listin the space below

o o o e o e e e e e s o o o o o s
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Do you have out-of-network benefits to see a Licensed Psychologist? Yes No Not sure

1f so, what percentage do they cover?

What is the deductible, and how much of the deductible have you met?

What is your co-pay for a session if you see an out-of-network provider?
s

How many sessions are covered, and in what time period?

Do you need to obtain pre-authorization for sessions? Yes No It Depends, please

explain:
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Introduction:
Please read this document thoroughly and completely.

To better serve the needs of the community, health care services are now available by interactive video
communications and/or by the electronic transmission of information. This process is referred to as “telemedicine.”
Telemedicine involves the use of electronic communications to enable physicians and other healthcare professionals
(“Treatment Providers”) at different locations to share individual patient medical information for the purpose of
improving patient care. Treatment Providers may include, but are not limited to, psychiatrists, psychologists, nurses,
counselors, clinical social workers, and marriage and family therapists. The information may be used for healthcare
delivery, diagnosis, treatment, transfer of medical data, therapy, consultation, follow-up and/or education, and may
include any of the following:

- Patient medical records

- Medical images

- Live two-way audio and video

- Output data from medical devices and sound and video files

Electronic systems used will incorporate network and software security protocols to protect the confidentiality of
patient identification and imaging data and will include measures to safeguard the data and to ensure its integrity
against intentional or unintentional corruption. Since this may be different than the type of consultation with which
you are familiar, it is important that you understand and agree to the following statements.
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Expected Benefits:

1. Improved access to medical care by enabling a patient to remain at a remote site while the Treatment
Provider obtains test results and consults from healthcare practitioners at distant/other sites.

2. More efficient medical evaluation and management.
3. Obtaining the expertise of a distant specialist.

Possible Risks:

Although rare, there are potential risks associated with the use of telemedicine. These risks include, but may not be
limited to:




