


Please describe your reason(s) for seeking treatment at this time (Include date or month/year the problem started):

Was there an event which made these issues or problems surface? O Yes O No
If yes, please describe:

What result(s) do you expect from treatment?

Please indicate and rate the severity (1-4) of the following issues or problems you would like to work on in treatment.

NO PROBLEM MILD PROBLEM MODERATE PROBLEM SEVERE PROBLEM
1 2 3 4

___ Depression _ Lack of friends

__ Marriage/Relationship issues ___Anxiety

__ Loneliness __ Sexuality/Sexual issues

___ Controlling stress ____ Problems coping

___ Family conflict __ Loss ofaloved one

___Abuse/victimization ____ Behavioral problems

___ Problems at school ___ Financial problems

___Eliminating a drug/alcohol habit ___ Problems at work

_ Legal matters ___ Eliminating another habit

___ Other (i.e. overspending, overeating, gambling, etc.)

(Please indicate)

PERSONAL MEDICAL HISTORY

Do you have any allergies to food/medications? O Yes O No
If yes, please describe:

Please list any prescription medications you currently use: (Include name, dosage, frequency)

Please list any over-the-counter medications you currently use such as vitamins, sleeping/diet pills, aspirin/pain relievers, etc.
(Include name, dosage, frequency)

Please list hospitalizations from past medical/surgical illnesses (Include name of hospital, dates of confinement, illness/procedure)

When was your last physical examination done? (Include date, doctor's name)
Were there any significant findings?
When was your last blood test? Last EKG?

Are you currently being treated for any medical conditions: [0 Yes [ No
If yes, please list:

LIFESTYLE/HABITS
Amount currently using Most ever used When/how long ago?
Coffee (cups/day)
Caffeinated soft drinks
Cigarettes (packs/day)
Alcohol (drinks/day)
Cigars/pipes (per day)

Type(s) Frequency
Current Exercise

Current Hobbies
Hrs/week spent at work
Patient Name




Do you experience any of the following? (Please check all responses that apply)

O Double or poor vision O Unusual excessive thirst/dry mouth
O Difficulty hearing O Indigestion, gas, heartburn
O Fainting O Stomach pain
O Blackouts O Diarrhea or constipation
O Convulsions O Vomiting/vomiting blood
O Paralysis O Blood in stool
O Dizziness O Change in appetite or eating habits
O Headaches O Trouble sleeping
O Thyroid problem O Sexual problems
O Cough or wheezing O Problems with memory, thinking, concentration or attention
O Chest pain O Weakness or tiredness
O Shortness of breath O Joint pain
O Palpitation or heart fluttering O Lumps anywhere on body -- Please specify location:
O Swelling of hands or feet
O Weight gain or loss (circle gain or loss)
# pounds: Time period:
Have you ever used drugs or alcohol? O Yes O No
If yes, please describe:
Substance Amount Frequency Last Taken
Do you have a history of blackouts, O Yes O No
seizures or withdrawal symptoms?
If yes, please describe:
Have you ever received mental health or O Yes O No
substance abuse treatment before?
If yes, please describe:
If applicable, please list
Type of treatment type of medication and
(inpatient, outpatient) Provider Name First seen Last seen dosage taken for condition

Are there any compulsive/repetitive behaviors or thoughts that are of concern to you and/or the people close to you? (i.e.
gambling, spending, sexual behavior, use of food, exercise, television watching, hoarding, checking, counting, washing, illness-
related, thoughts of harming someone, use or fear of use of obscene language, etc.)

O Yes O No
If yes, please describe:

FAMILY MEDICAL HISTORY

A. Has anyone in your family had a serious medical illness? If so, please explain:

B. Has anyone in your family had a psychiatric (nervous or mental) illness? O Yes O No

If yes, please explain:

If yes, what type of treatment, if any, did they receive?

C. Has anyone in your family had a substance abuse problem?  Please explain [ Yes O No



The following information is provided to you so you have a better understanding of how your care will be coordinated. Please
read each item carefully and sign in the appropriate spaces.
TREATMENT PHILOSOPHY
During the initial evaluation period, you and your provider will clarify together the nature of the problems for which you are
seeking treatment, then define some reasonable treatment goals, and finally develop a treatment plan that will help you achieve
those goals. Your provider can review with you what your health plan will cover. You are expected to be compliant with the
agreed upon treatment plan between sessions, to keep your appointments, and to abstain from all mood altering substances (legal
or illegal) that are not specifically prescribed for your current use. Research has shown that, often times, brief, time limited therapy
focusing on specific goals results in more rapid reduction of symptoms and improvement in patient functioning. The treatment
plan may include attending support groups, reading selected materials, completing specific written or verbal assignments.
CONFIDENTIALITY
All information between provider and patient is held strictly confidential unless:

1. the patient authorizes release of information with his/her signature.

2. the patient presents a physical danger to self.

3. the patient presents a danger to others.

4. child/elder abuse/neglect are suspected.
In the latter two cases, we are required by law to inform potential victims and legal authorities so protective measures can be
taken.
FINANCIAL TERMS
Upon verification of health plan/insurance coverage and policy limits, your insurance carrier will be billed for your treatment and
your Provider will be paid directly by the carrier. You will be responsible for any applicable deductibles and co-payments. Co-
payments must be paid at the time services are rendered. If you are not eligible for benefits at the time services are rendered, you
are responsible for full payment. Your co-payment for services is $ . Patient Initials
CANCELED/MISSED APPOINTMENTS
A scheduled appointment means that time is reserved only for you. If an appointment is missed or canceled with less than 24
hours notice, you will be billed directly according to the scheduled fee or according to the rules of your health plan. Your
health plan does not cover payment for missed appointments; therefore, you are responsible for payment in full.
Patient Initials
APPEALS AND GRIEVANCES
I acknowledge my right to request an appeal in case that outpatient care is not certified. I understand that I would request an
Appeal directly through . T also understand that I may submit a grievance to my practitioner at any time to
register a complaint about my care. I also understand the California Department of Managed Care (DMC) regulates health services.
Their number is 800-400-0815, and I may contact them to register a complaint against my health care plan.
EMERGENCY PROCEDURES
If you need to contact your provider, leave a message according to the instructions on the phone service and your call will be
returned. If you experience a true emergency, you should contact your provider directly according to his/her emergency procedures.
If for some reason you are unable to make contact, you should call 911 or go to the nearest hospital emergency room.
RELEASE OF INFORMATION TO HEALTH PLAN
I authorize the release of information regarding my care to my health plan for the payment of claims, certification/case management

decisions and other purposes related to the administration of benefits for my Health Plan. Patient Initials

RELEASE OF INFORMATION TO PRIMARY CARE PHYSICIAN

I authorize the release of information to my Primary Care Physician (name) for purposes related to my
health care. Patient Initials

CONSENT FOR TREATMENT

I further authorize and request that my treating provider carry out psychological examinations, treatments, and/or diagnostic
procedures which now or during the course of my care as a patient are advisable. I understand that the purpose of these procedures
will be explained to me upon my request and subject to my agreement. I also understand that, while the course of therapy is
designed to be helpful, it may at times be difficult and uncomfortable.

INDEPENDENT CONTRACTORS

Gelbart and Associates is a corporation which provides administrative and management services to mental health professionals.
As an independent practitioner, your provider is solely responsible for all matters concerning your clinical care and all questions
about that care should be addressed to him/her.

ASSIGNMENT OF BENEFITS

I authorize payment of medical benefits to the undersigned physician or supplier for services described on Form HCFA-1500.

SIGNED DATE

I understand and agree to all of the above information.

Patient (or Parent/Guardian) Name -- Prinfed Date

Patient (or Parent/Guardian) Name -- Signature Date







gﬂ;ft
477/

wosociales

ijﬂﬁmm ,/ﬁm[m the, Qﬁﬂﬂm

Morris Gelbart, Ph. D.

Torrance Office

Daniel D. Anderson, M.D.
Marina Bhumitra, M.D.
(hristina Calzadilla, MFT
Steven B. Friedman, Ph.D.
Nancy Gilbert, Ph.D.
Cheryl Maddern, MFT
Stephen Makuch, MFT
Merrilee O'Brien, MFT
Isabel Puri, M.D.
Shireen Rafat, Ph.D.
(ara Reinders, MFT
Robert Winston, M.D.
Mitsue Yamagquchi, Ph.D.

Redondo Beach Office

Robert Cutrow, Ph.D.
Phyllis Dworsky, Ph.D.
Charles Eckstein, MFT

Alan Lert, Ph.D.

Angela Kappner, LCSW
Michael Rogachevsky, M.D.

Comprehensive Psychological
and Psychiatric Services for

individuals, families, couples,

and groups, treating:

anxiety

depression

relationship conflicts
medical evaluation
medication management

Addiction Disorders

drug & alcohol dependency
sexual/internet addiction
compulsive gambling
eating disorders

relapse prevention
impaired professionals
adults & adolescents

Behavioral Medicine

pain management
stress management
relaxation training
self hypnosis
chronic illness

Threat Assessment

workplace violence evaluation
violence prevention consultation
fitness for duty evaluation
critical incident debriefing
anger management

Performance Enhancement

sports psychology
executive coaching
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GELBART & ASSOCIATES

This notice describes how our office protects the privacy of your psychological and
psychiatric records. Although there are new regulations which went into effect April 14,
2003, please be assured that we have always maintained the highest level of
confidentiality of your records, and that we will continue to do so.

Notice of Policies and Practices to Protect the Privacy of Your Health Information
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

L._Disclosures for Treatment, Pavyment. and Health Care Operations

Your provider may use or disclose your protected health information (PHI), for certain
treatment, payment, and health care operations purposes without your authorization. In
certain circumstances your provider can only do so when the person or business
requesting your PHI gives s/he a written request that includes certain promises regarding
protecting the confidentiality of your PHI. To help clarify these terms, here are some
definitions:

“PHI” refers to information in your health record that could identify you.

“Treatment and Payment Operations”

— Treatment 1s when your provider provides treatment or another healthcare provider
diagnoses or treats you. An example of treatment would be when your provider consults
with another health care provider, such as your family physician or another psychologist,
regarding your treatment.

- Payment 1s when your provider obtains reimbursement for your healthcare. Examples of
payment are when your provider discloses your PHI to your health insurer to obtain
reimbursement for your health care or to determine eligibility or coverage.

- Health Care Operations is when your provider discloses your PHI to your health care
service plan (for example your health insurer), or to your other health care providers
contracting with your plan, for administering the plan, such as case management and care
coordination.

“Use” applies only to activities within your provider’s practice group such as sharing,
employing, applying, utilizing, examining, and analyzing information that identifies you.
“Disclosure” applies to activities outside of your provider’s practice group, such as
releasing, transferring, or providing access to information about you to other parties.
“Authorization” means written permission for specific uses or disclosures.

3333 Skypark Drive, Suite 220 Torrance, CA 90505 Tel 310.257.5750 Fax 310.257.5753
473 South Pacific Coast Highway, Suite 102 Redondo Beach, (A 90277 Tel 310.792.1823 Fax 310.540.8904

www.gelbartandassociates.com



II. Uses and Disclosures Requiring Authorization

Your provider may use or disclose PHI for purposes outside of treatment, payment, and health care
operations when your appropriate authorization is obtained. In those instances when your provider is asked
for information for purposes outside of treatment and payment operations, your provider will obtain an
authorization from you before releasing this information. Your provider will also need to obtain an
authorization before releasing your psychotherapy notes. “Psychotherapy notes” are notes your provider has
made about your conversation during a private, group, joint, or family counseling session, which your
provider has kept separate from the rest of your medical record. These notes are given a greater degree of
protection than PHI.

You may revoke or modify all such authorizations (of PHI or psychotherapy notes) at any time; however, the
revocation or modification is not effective until your provider receives it.

III. Uses and Disclosures with Neither Consent nor Authorization
Your provider may use or disclose PHI without your consent or authorization in the following circumstances:

* Child Abuse: Whenever your provider, in his/her professional capacity, has knowledge of or observes a
child whom he/she knows or reasonably suspects has been the victim of child abuse or neglect, your
provider must immediately report such to a police department , sheriff’s department, county probation
department, or county welfare department. Also, if your provider has knowledge of or reasonably
suspects that mental suffering has been inflicted upon a child or that his or her emotional well-being is
endangered in any other way, your provider may report such to the above agencies.

* Adult and Domestic Abuse: If your provider, in his/her professional capacity, has observed or has
knowledge of an incident that reasonably appears to be physical abuse, abandonment, abduction,
isolation, financial abuse or neglect of an elder or dependent adult, or if your provider is told by an
elder or dependent adult that he or she has experienced these, or if your provider reasonably suspects
such, your provider must report the known or suspected abuse immediately to the local ombudsman
or the local law enforcement agency.

Your provider does not have to report such an incident if:

. 1) Your provider has been told by an elder, or dependent adult that he or she has experienced behavior
constituting physical abuse, abandonment, abduction, isolation, financial abuse or neglect;

2) Your provider is not aware of any independent evidence that corroborates the statement that the
abuse has’occurred;

3) the elder or dependent adult has been diagnosed with a mental illness or dementia, or is the subject
of a court-ordered conservatorship because of a mental illness or dementia; and

4) in the exercise of clinical judgment, your provider reasonably believe that the abuse did not occur.
* Health Oversight: If a complaint is filed against your provider with the appropriate California

licensing Board, the Board has the authority to subpoena confidential mental health information from
your provider relevant to that complaint.

* Judicial or Administrative Proceedings: If you are involved in a court proceeding and a request is
made about the professional services that your provider has provided you, your provider may not
release your information without 1) your written authorization or the authorization of your attorney or

HIPPA OFFICE FORM



personal representative; 2) a court order; or 3) a subpoena duces tecum (a subpoena to produce
records) where the party seeking your records provides your provider with a showing that you or your
attorney have been served with a copy of the subpoena, affidavit and the appropriate notice, and you
have not notified me that you are bringing a motion in the court to quash (block) or modify the
subpoena. The privilege does not apply when you are being evaluated for a third party or where the
evaluation is court-ordered. Your provider will inform you in advance if this is the case.

* Serious Threat to Health or Safety: If you communicate to your provider a serious threat of
physical violence against an identifiable victim, yourprovider must make reasonable efforts to
communicate that information to the potential victim and the police. If your provider has reasonable
cause to believe that you are in such a condition, as to be dangerous to yourself or others, your
provider may release relevant information as necessary to prevent the threatened danger.

*  Worker’s Compensation: If you file a worker's compensation claim, your provider must furnish a
report to your employer, incorporating his/her findings about your injury and treatment, within five
working days from the date of the your initial examination, and at subsequent intervals as may be
required by the administrative director of the Worker’s Compensation Commission in order to
determine your eligibility for worker’s compensation.

IV. Patient's Rights and Provider’s Duties

Patient’s Rights:

* Right to Request Restrictions —Y ou have the right to request restrictions on certain uses and
disclosures of protected health information about you. However, your provider is 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 your provider. Upon your request, your provider 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 your
provider’s mental health and billing records used to make decisions about you for as long as the PHI
is maintained in the record. Your provider may deny your access to PHI under certain circumstances,
but in some cases you may have this decision reviewed. On your request, your provider will discuss
with you the details of the request and denial process.

* Right to Amend — Y ou have the right to request an amendment of PHI for as long as the PHI is
maintained in the record. Your provider may deny your request. On your request, your provider 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

for which you have neither provided consent nor authorization (as described in Section III of this
Notice). On your request, your provider will discuss with you the details of the accounting process.

HIPPA OFFICE FORM



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

Provider’s Duties:

*  Your provider is required by law to maintain the privacy of PHI and to provide you with a notice of
his/her legal duties and privacy practices with respect to PHI.

*  Your provider reserves the right to change the privacy policies and practices described in this notice.
Unless your provider notifies you of such changes, however, your provider is required to abide by the
terms currently in effect.

e If your provider revises his/her policies and procedures, he/she will provide you with a revised copy.

V. Ouestions andComplaints

If you have questions about this notice, disagree with a decision your provider makes about access to your
records, or have other concerns about your privacy rights, you may contact Morris Gelbart, Ph.D. at 310 540-
5864 x101. If you believe that your privacy rights have been violated and wish to file a complaint with your
provider’s office, you may send your written complaint to Morris Gelbart, PhD at 423 So. Pacific Coast
Hwy, Suite 102, Redondo Beach, CA 90277.

You may also send a written complaint to the Secretary of the U.S. Department of Health and Human
Services. The person listed above can provide you with the appropriate address upon request.

V1. Effective Date, Restrictions, and Changes to Privacy Policy

This notice will go into effect on April 14, 2003.
Your provider reserves the right to change the terms of this notice and to make the new notice provisions

effective for all PHI that he/she maintains. Your provider will provide you with a revised notice and post a
copy of it in his/her office. You may also request a copy of this revised notice from your provider.
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GELBART & ASSOCIATES

I have read the Notice of Policies and Practices to Protect the Privacy of Your Health Information

1 understand and agree to all of the above information.

Patient (or Guardian) Name — Printed Date

Patient (or Guardian) Name — Signature Date
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