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PATIENT REGISTRATION

Today’s Date___________________
Patient’s Information

Patient’s Full Name_________________________________     SS#_______________________________
Home Address________________________________  City_____________ State______ Zip___________
Home Phone (    )_______________ Work Phone (    )_______________ Cell (   ) ____________________
DOB ___________ Age____ Patient’s Employer ______________Employer Address_________________
City__________  State _____ Zip _____________

Family Physician __________________________ Referred By ___________________________________
Emergency Contact _____________________ Phone (    ) ________________________
Insured / Policy Holder Information
Full Name of Insured _______________________________ Relationship __________________________

Home Address _________________________ City ________________ State ____ Zip __________

Home Phone (    ) __________Employer____________Employer Address_________________________

City __________________ State ___ Zip _________ Work Phone (    ) ___________________

Insured’s SS# _____________________ DOB ___________________ 

Driver’s License # ___________________ 

Insurance Information
Primary Insurance Company ______________________________________________________________

ID# ______________________ Group# __________________ Phone# (    ) ________________________

Address _____________________________________________________________________________

Secondary Insurance Company ____________________________________________________________

ID# ______________________ Group# _________________  Phone# (    ) _________________________
Address _______________________________________________________________________________

OFFICE BILLING AND INSURANCE POLICY
1. I authorize use of this form on all of my insurance submissions.

2. I authorize the release of information to my insurance company. 

3. I understand that I am responsible for the full amount of my bill for services provided. 

4. I authorize direct payment to my service provider. 

5. I hereby permit a copy of this to be used in place of an original.

Name _______________________________ Date _________ Signature ___________________________

It is your responsibility to pay any deductible amount, co pay, co insurance amount or any other balance not paid by your insurance the day and time services are provided. 

There will be a $25.00 service charge on all returned checks. 

In the event that you account goes to collections, there will be a 33% collection fee added to you balance. 

There is a 24 hour cancellation policy which requires that you cancel your appointment 24 hours in advance between the hours of 8 am and 4pm Monday through Friday to avoid being charged. 

Signature ________________________________ Date ____________________________________

CHILD/ADOLESCENT INTAKE FORM
Date:_________________________________________________________________
Child’s Name: _________________________________________________________
Person filling out form:  FORMCHECKBOX 
Mother   FORMCHECKBOX 
Father   FORMCHECKBOX 
Both   FORMCHECKBOX 
Other 
Family History

Biological Dad:___________________ DOB:_____ 
Biological Mom:__________________ DOB:_____

__/__/__ Married; __/__/__ Separated; __/__/__ Divorced

Siblings (1st to last): 
Name: _____________________________ Age:____

Name: _____________________________ Age:____ 
Name: _____________________________Age: ____

Name: _____________________________Age:____ 
Name: _____________________________Age: ____
Custodial Adults (If not biological parents): 
Dad: __________________________________ DOB:_______

Mom: __________________________________ DOB: ________
Date became caretaker: ____________

People in household, if different from above: ______________________________________________________________________
____________________________________________________________________________________________________________________________________________
Does father work outside of the home? __Y, __N; 
Occupation: _____________________ Hours:_______

Father’s highest level of education: _________________________________________________________

Does mother work outside of the home? __Y, __N; 
Occupation: ____________________ Hours:______

Mother’s highest level of education: ________________________________________________________

If separated or divorced, visitation schedule: ________________________________________________

Does either parent have legal issues? ______________________________________________________
Main reasons you are seeking counseling:
1. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did you first notice this problem?  ________________________________
2. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did you first notice this problem?  ________________________________
3. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did you first notice this problem?  ________________________________
Please describe any other concerns about your child below: 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list/describe any other stressors in your family at this time: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child been seen by a mental health professional before, or received psychiatric services before?  FORMCHECKBOX 
No    FORMCHECKBOX 
Yes   (If yes, please complete grid below.)
	Age
	By Whom
	Findings/Diagnoses
	Treatments/Medications

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Has your child ever threatened/attempted to hurt or kill him/herself?  FORMCHECKBOX 
No     FORMCHECKBOX 
Yes  (If yes, please explain): ______________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________

Has your child ever threatened to or attempted to hurt others?  FORMCHECKBOX 
No     FORMCHECKBOX 
Yes  

(If yes, please explain): ______________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________

Family Psychiatric History:  Please check any of the following that exist in either side of the child’s biological family, and specify which family member.
 FORMCHECKBOX 
 Alcohol abuse; family member(s): _________________________________________

 FORMCHECKBOX 
 Anxiety; family member(s): _______________________________________________

 FORMCHECKBOX 
 Attention Deficit Disorder/Attention Deficit Hyperactivity Disorder; family member(s): _____________________________________________________________
 FORMCHECKBOX 
 Bipolar Disorder; family member(s): _______________________________________

 FORMCHECKBOX 
 Depression; family member(s): ___________________________________________

 FORMCHECKBOX 
 Drug abuse; family member(s): ___________________________________________

 FORMCHECKBOX 
 Learning Disorder; family member(s): ______________________________________

 FORMCHECKBOX 
 Schizophrenia; family member(s): _________________________________________

 FORMCHECKBOX 
 Other; name of problem and family member(s): ______________________________________________________________________

________________________________________________________________________

Have you or anyone in the child’s family participated in OUTpatient mental health services? 

 FORMCHECKBOX 
No  FORMCHECKBOX 
Yes (If yes, please explain): ________________________________________________________________________
________________________________________________________________________________________________________________________________________________

Have you or anyone in the child’s family participated in INpatient mental health services? 

 FORMCHECKBOX 
No  FORMCHECKBOX 
Yes (If yes, please explain): ______________________________________________________________________

____________________________________________________________________________________________________________________________________________
Does your child use any of the following:
Caffeine  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes (If yes, please describe frequency and amount, to your knowledge): _____________________________________________________________
Tobacco  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes (If yes, please describe frequency and amount, to your knowledge): _______________________________________________________________________

Alcohol  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes (If yes, please describe frequency and amount, to your knowledge): _____________________________________________________________

 Drugs  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes (If yes, please describe type, frequency and amount, to your knowledge): _____________________________________________________________
Please check if your child has had any of the following medical problems:

 FORMCHECKBOX 
Trouble sleeping   FORMCHECKBOX 
Poor appetite   FORMCHECKBOX 
Vision problems   FORMCHECKBOX 
Hearing problems

 FORMCHECKBOX 
Frequent headaches   FORMCHECKBOX 
Seizures   FORMCHECKBOX 
Unusual movements/motions   FORMCHECKBOX 
Cancer

 FORMCHECKBOX 
Fainting spells  FORMCHECKBOX 
Frequent ear infections   FORMCHECKBOX 
High blood pressure  FORMCHECKBOX 
Allergies

 FORMCHECKBOX 
Frequent stomach aches   FORMCHECKBOX 
Urine or kidney infection  FORMCHECKBOX 
Tics or other habits   FORMCHECKBOX 
Asthma  
 FORMCHECKBOX 
Serious head injury (if yes, please describe): ________________________________________________________________________
 FORMCHECKBOX 
Loss of consciousness (if yes, please describe): ________________________________________________________________________
 FORMCHECKBOX 
Surgery (if yes, please describe): ________________________________________________________________________
 FORMCHECKBOX 
Hospitalization (if yes, please describe): ________________________________________________________________________
Please list any medications your child is currently taking, including the dose and prescribing physician:
________________________________________________________________________________________________________________________________________________
Is your child allergic to anything?  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes  (If yes, please describe):

________________________________________________________________________________________________________________________________________________________________________________________________________________________
What was your family structure/size at the time of your child’s birth? ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Did you use any of the following substances while pregnant with your child?
 FORMCHECKBOX 
Tobacco   FORMCHECKBOX 
Alcohol   FORMCHECKBOX 
Medication (If yes, what?): __________________________

 FORMCHECKBOX 
Drugs (if yes, which ones?) _____________________________________________

Please check if you had any of the following pregnancy complications:

 FORMCHECKBOX 
Hospitalization   FORMCHECKBOX 
High/low blood pressure   FORMCHECKBOX 
Bleeding   FORMCHECKBOX 
Fever  

 FORMCHECKBOX 
Kidney problems   FORMCHECKBOX 
Operations   FORMCHECKBOX 
Rashes   FORMCHECKBOX 
X-rays   FORMCHECKBOX 
Early labor

Please check if you or your child had any of the following delivery complications:
 FORMCHECKBOX 
Premature   FORMCHECKBOX 
Low/high birth weight   FORMCHECKBOX 
Long labor   FORMCHECKBOX 
Caesarian Section  

 FORMCHECKBOX 
Blue/breathing problems   FORMCHECKBOX 
Damage/injury   FORMCHECKBOX 
Fetal distress  

 FORMCHECKBOX 
Meconium   FORMCHECKBOX 
Low Apgar scores   FORMCHECKBOX 
Cord around neck

Please check if your child had any of the following neonatal complications:
 FORMCHECKBOX 
Abnormalities or deformities   FORMCHECKBOX 
Required hospital stay for complications

 FORMCHECKBOX 
Jaundice   FORMCHECKBOX 
Other ______________________________________________________
How do you describe your bonding experience with your child?
 FORMCHECKBOX 
Negative   FORMCHECKBOX 
Average  FORMCHECKBOX 
Positive 

Did you breastfeed your child?   FORMCHECKBOX 
No   FORMCHECKBOX 
Yes (If yes, for how long?) ________________
How would you describe the child’s temperament as a baby?
 FORMCHECKBOX 
Good   FORMCHECKBOX 
Easy   FORMCHECKBOX 
Fussy   FORMCHECKBOX 
Inconsolable
How would you describe the child’s temperament as a toddler?
 FORMCHECKBOX 
Good  FORMCHECKBOX 
Difficult   FORMCHECKBOX 
Easy   FORMCHECKBOX 
Shy   FORMCHECKBOX 
Anxious
How would you describe the child’s activity level as a toddler?
 FORMCHECKBOX 
Low   FORMCHECKBOX 
Average   FORMCHECKBOX 
High

When did your child meet the following milestones?
Walking:   FORMCHECKBOX 
Early   FORMCHECKBOX 
On time   FORMCHECKBOX 
Late
Talking:   FORMCHECKBOX 
Early   FORMCHECKBOX 
On time   FORMCHECKBOX 
Late
Toilet Training:   FORMCHECKBOX 
Early   FORMCHECKBOX 
On time   FORMCHECKBOX 
Late
Has your child sustained or witnessed any traumas?  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes  (If yes, please describe):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has your child suffered any type of abuse?  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes  (If yes, please describe):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has your child had any lengthy separations from caregivers?  FORMCHECKBOX 
No   FORMCHECKBOX 
Yes (If yes, please describe): ________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please check if your child has had any of the following educational problems:

 FORMCHECKBOX 
Poor grades   FORMCHECKBOX 
Speech problems   FORMCHECKBOX 
Doesn’t bring homework home

 FORMCHECKBOX 
Forgets to hand in homework   FORMCHECKBOX 
Messy   FORMCHECKBOX 
Disorganized   FORMCHECKBOX 
Spelling problems

 FORMCHECKBOX 
Reading problems   FORMCHECKBOX 
Math problems   FORMCHECKBOX 
Poor handwriting  

Does your child have an active IEP?   FORMCHECKBOX 
No   FORMCHECKBOX 
Yes
Please describe any other educational/school problems your child has:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does your child have behavior problems in school? If yes, please describe: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How would you describe your child’s social skills?
 FORMCHECKBOX 
Excellent   FORMCHECKBOX 
Good   FORMCHECKBOX 
Average   FORMCHECKBOX 
Poor  FORMCHECKBOX 
Problems making and keeping friends
 FORMCHECKBOX 
Makes friends but has difficulty keeping them  

Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your child’s strengths? ______________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Problem Checklists:  Please circle any of the following problems your child has had, past or present:

	Doesn’t pay attention

Doesn’t listen

Doesn’t finish things

Distractible

Disorganized

Forgetful

Hyperactive

Fidgety

Doesn’t stay in seat

Noisy

Can’t sit still

Talks excessively

Impulsive 

Interrupts

Loses temper easily

Avoids homework
	Refuses to obey

Deliberately annoys

Blames others

Irritable

Angry

Spiteful

Uses drugs

Uses alcohol

Uses tobacco

Sexually active

Other high-risk behaviors
	Is a bully

Fights

Uses weapons

Cruel to people

Cruel to animals

Forces sexual activity

Sets fires

Property destruction

Lying

Running away

Stealing

Breaking curfew

Truancy

School suspension

Gang involvement

Police called due to behavior

Probation program

Juvenile hall detention

	Consequences don’t work

Poor conscience

Inconsistent appetite

Hoards food

Hides things

Fascinated by destruction

Demanding

Clingy

Tries to be cute

Splits parents

Too shy

Too worried

Indecisive

Aloof


	Superficial

Manipulative

Inconsistent eye contact

Indiscriminately affectionate

Hugs strangers

Not cuddly

Sneaky

Wants own way or no way

Controlling

Leaves trail of destruction

Distorts truth
	Depressed

Not interested in doing fun things

Weight change:  FORMCHECKBOX 
 more  FORMCHECKBOX 
less

Appetite change:  FORMCHECKBOX 
 more  FORMCHECKBOX 
less

Sleep change:  FORMCHECKBOX 
 more  FORMCHECKBOX 
less

Agitation

Fatigue

Feels worthless

Feels guilty

Poor concentration

Indecision
Crying spells
Thoughts of death

Thoughts of suicide

Suicide plan

Suicide attempt

	Wets self:  FORMCHECKBOX 
day  FORMCHECKBOX 
night

Soils self:  FORMCHECKBOX 
day  FORMCHECKBOX 
night

Smears bowel movements

Picks at self

Pulls hair out
	Physical abuse

Sexual abuse

Mental abuse

Neglect

CPS involvement
	Doesn’t want to eat

Binges

Throws up

Uses laxatives for weight loss

Feels fat

Feels ugly


	Problem Checklists:  Please circle any of the following problems your child has had, past or present:

	Anxious

Heart palpitations

Sweating 

Trembling

Shortness of breath

Choking 

Chest pain

Nausea

Diarrhea

Dizziness

Faintness

Feels unreal

Feels detached from self

Fear of losing control

Fear of dying

Numbness

Tingling

Chills

Hot flashes

Other fears

Nightmares

Night terrors

Won’t go to school

Bites nails

Doesn’t like to leave home
	Seems crazy

Doesn’t make sense

Sees things that aren’t there

Convinced of untrue things

Confused speech

Uses strange words

Weird behavior

Shows no emotion

Hardly moves

Suspicious

Wild ideas

Big plans

Personality has changed

Not sleeping

Grooming has changed


	Strange gaze

Poor eye contact

Odd facial expressions

Odd body movements 

Doesn’t relate well to others

Language skills delayed

Unusual language

Can’t sustain conversation

Doesn’t pretend in play

Odd preoccupations

Inflexible

Demands routines

Has peculiar rituals

Toe walking

Hand flapping

Spinning

Repetitive activities

Lines up objects

Sniffs things

Tastes things

Overacts to sounds

Sees things in “black and white”

Overly concerned with rules

One-sided conversations

Tends to “talk down to” other kids


Thank you so much for taking the time to fill out these forms.  I know it takes a lot of time!  Along with the initial interview, it will really help in my assessment of your child, which will allow me to create the best treatment plan.  
Effective date: April 1, 2004+
Christian Care Connection, LLC

Notice Of Privacy Practices

As required by the privacy regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

	This notice describes how health information about you (as a client of this practice) may be used and disclosed and how you can get access to your individually identifiable health information. 

Please review this notice carefully.


A. Our commitment to your privacy:

Our practice is dedicated to maintaining the privacy of your individually identifiable health information (also called protected health information, or PHI). In conducting our business, we will create records regarding you and the treatment and services we provide to you. We are required by law to maintain the confidentiality of health information that identifies you. We also are required by law to provide you with this notice of our legal duties and the privacy practices that we maintain in our practice concerning your PHI. By federal and state law, we must follow the terms of the Notice of Privacy Practices that we have in effect at the time.

We realize that these laws are complicated, but we must provide you with the following important information:

•
How we may use and disclose your PHI,

•
Your privacy rights in your PHI, 

•
Our obligations concerning the use and disclosure of your PHI.

The terms of this notice apply to all records containing your PHI that are created or retained by our practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or amendment to this notice will be effective for all of your records that our practice has created or maintained in the past, and for any of your records that we may create or maintain in the future. Our practice will post a copy of our current Notice in our offices in a visible location at all times, and you may request a copy of our most current Notice at any time.

B. If you have questions about this Notice, please contact:

[Jeannie Miller Clarkson -6530 Secor Rd., Lambertville, MI 48144; (734) 854-7061].
C. We may use and disclose your PHI in the following ways:

The following categories describe the different ways in which we may use and disclose your PHI. 

1. Treatment. Your Clinician may consult with a Supervisor, Colleague or other Mental Health Professional to gain additional expertise and feedback when necessary to provide quality care. Your identity will not be disclosed to Mental Health professionals outside our office.

2. Payment. Our practice may use and disclose your PHI in order to bill and collect payment for the services and items you may receive from us. For example, we may contact your health insurer to certify that you are eligible for benefits (and for what range of benefits), and we may provide your insurer with details regarding your treatment to determine if your insurer will cover, or pay for, your treatment. We also may use and disclose your PHI to obtain payment from third parties that may be responsible for such costs, such as family members. Also, we may use your PHI to bill you directly for services and items. We may disclose your PHI to other health care providers and entities to assist in their billing and collection efforts.

3. Health care operations. Our practice may use and disclose your PHI to operate our business. As examples of the ways in which we may use and disclose your information for our operations, our practice may use your PHI to evaluate the quality of care you received from us, or to conduct cost-management and business planning activities for our practice. 

4. Appointment reminders. Our practice may use and disclose your PHI to contact you and remind you of an appointment.

5. Treatment options. Our practice may use and disclose your PHI to inform you of potential treatment options or alternatives. 
6. Health-related benefits and services. Our practice may use and disclose your PHI to inform you of health-related benefits or services that may be of interest to you.

7. Greeting Cards. We frequently send our clients greeting cards for Christmas and other occasions.

8. Disclosures required by law. Our practice will use and disclose your PHI when we are required to do so by federal, state or local law.

D. Use and disclosure of your PHI in certain special circumstances:

The following categories describe unique scenarios in which we may use or disclose your identifiable health information:

1. Public health risks. Our practice may disclose your PHI to public health authorities that are authorized by law to collect information for the purpose of:

•
Reporting child abuse or neglect,

•
Suicidal or homicidal intent


•
Abuse or neglect of an elderly person

•
 

2. Health oversight activities. Our practice may disclose your PHI to a health oversight agency for activities authorized by law. Oversight activities can include, for example, investigations, inspections, audits, surveys, licensure and disciplinary actions; civil, administrative and criminal procedures or actions; or other activities necessary for the government to monitor government programs, compliance with civil rights laws and the health care system in general.

3. Lawsuits and similar proceedings. Our practice may use and disclose your PHI in response to a court or administrative order, if you are involved in a lawsuit or similar proceeding. We also may disclose your PHI in response to a discovery request, subpoena or other lawful process by another party involved in the dispute, but only if we have made an effort to inform you of the request or to obtain an order protecting the information the party has requested. 

4. Law enforcement. We may release PHI if asked to do so by a law enforcement official: 

•
Regarding criminal conduct at our offices,

•
In response to a warrant, summons, court order, subpoena or similar legal process, 

5.  Research. Our practice may use and disclose your PHI for research purposes in certain limited circumstances. We will obtain your written authorization to use your PHI for research purposes except when an Internal Review Board or Privacy Board has determined that the waiver of your authorization satisfies all of the following conditions: 

(A) The use or disclosure involves no more than a minimal risk to your privacy based on the following: (i) an adequate plan to protect the identifiers from improper use and disclosure; (ii) an adequate plan to destroy the identifiers at the earliest opportunity consistent with the research (unless there is a health or research justification for retaining the identifiers or such retention is otherwise required by law); and (iii) adequate written assurances that the PHI will not be re-used or disclosed to any other person or entity (except as required by law) for authorized oversight of the research study, or for other research for which the use or disclosure would otherwise be permitted; 

(B) The research could not practicably be conducted without the waiver, 

(C) The research could not practicably be conducted without access to and use of the PHI. 

8. Serious threats to health or safety. Our practice may use and disclose your PHI when necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the public. Under these circumstances, we will only make disclosures to a person or organization able to help prevent the threat. 

E. Your rights regarding your PHI:

You have the following rights regarding the PHI that we maintain about you:

1. Confidential communications. You have the right to request that our practice communicate with you about your health and related issues in a particular manner or at a certain location. For instance, you may ask that we contact you at home, rather than work. In order to request a type of confidential communication, you must make a written request to [Jeannie Miller Clarkson @ 734-854-7061] specifying the requested method of contact, or the location where you wish to be contacted. Our practice will accommodate reasonable requests. You do not need to give a reason for your request.

2. Requesting restrictions. You have the right to request a restriction in our use or disclosure of your PHI for treatment, payment or health care operations. Additionally, you have the right to request that we restrict our disclosure of your PHI to only certain individuals involved in your care or the payment for your care, such as family members and friends. We are not required to agree to your request; however, if we do agree, we are bound by our agreement except when otherwise required by law, in emergencies or when the information is necessary to treat you. In order to request a restriction in our use or disclosure of your PHI, you must make your request in writing to [Jeannie Miller Clarkson @ 734-854-7061]. Your request must describe in a clear and concise fashion: 

•
The information you wish restricted, 

•
Whether you are requesting to limit our practice’s use, disclosure or both, 

•
To whom you want the limits to apply.

3. Inspection and copies. You have the right to inspect and obtain a copy of the PHI that may be used to make decisions about you, including patient medical records and billing records, but not including psychotherapy notes. You must submit your request in writing to [Jeannie Miller Clarkson @ 734-854-7061] in order to inspect and/or obtain a copy of your PHI. Our practice may charge a fee for the costs of copying, mailing, labor and supplies associated with your request. Our practice may deny your request to inspect and/or copy in certain limited circumstances; however, you may request a review of our denial. Another licensed health care professional chosen by us will conduct reviews.

4. Amendment. You may ask us to amend your health information if you believe it is incorrect or incomplete, and you may request an amendment for as long as the information is kept by or for our practice. To request an amendment, your request must be made in writing and submitted to [Jeannie Miller Clarkson @ 734-854-7061]. You must provide us with a reason that supports your request for amendment. Our practice will deny your request if you fail to submit your request (and the reason supporting your request) in writing. Also, we may deny your request if you ask us to amend information that is in our opinion: (a) accurate and complete; (b) not part of the PHI kept by or for the practice; (c) not part of the PHI which you would be permitted to inspect and copy; or (d) not created by our practice, unless the individual or entity that created the information is not available to amend the information. 

5. Accounting of disclosures. All of our patients have the right to request an “accounting of disclosures.” An “accounting of disclosures” is a list of certain non-routine disclosures our practice has made of your PHI for purposes not related to treatment, payment or operations. Use of your PHI as part of the routine patient care in our practice is not required to be documented – for example, the doctor sharing information with the nurse; or the billing department using your information to file your insurance claim. In order to obtain an accounting of disclosures, you must submit your request in writing to [Jeannie Miller Clarkson @ 734-854-7061]. All requests for an “accounting of disclosures” must state a time period, which may not be longer than six (6) years from the date of disclosure and may not include dates before April 14, 2003. The first list you request within a 12-month period is free of charge, but our practice may charge you for additional lists within the same 12-month period. Our practice will notify you of the costs involved with additional requests, and you may withdraw your request before you incur any costs. 

6. Right to a paper copy of this notice. You are entitled to receive a paper copy of our notice of privacy practices. You may ask us to give you a copy of this notice at any time. To obtain a paper copy of this notice, contact [Office Manager, 6530 Secor Rd.,  Lambertville, MI 48144, (734)854-7061]
7. Right to file a complaint. If you believe your privacy rights have been violated, you may file a complaint with our practice or with the Secretary of the Department of Health and Human Services. To file a complaint with our practice, contact [Jeannie Miller Clarkson –CEO, 6530 Secor Rd., Suite 119, Lambertville, MI 48144, (734) 854-7061]. All complaints must be submitted in writing. You will not be penalized for filing a complaint.

8. Right to provide an authorization for other uses and disclosures. Our practice will obtain your written authorization for uses and disclosures that are not identified by this notice or permitted by applicable law. Any authorization you provide to us regarding the use and disclosure of your PHI may be revoked at any time in writing. After you revoke your authorization, we will no longer use or disclose your PHI for the reasons described in the authorization. Please note: we are required to retain records of your care.

Again, if you have any questions regarding this notice or our health information privacy policies, please contact [Jeannie Miller Clarkson, 6530 Secor Rd.,   Lambertville, MI 48144, (734) 854-7061] 

Copyright © 2002 Gates, Moore & Company. Used with permission. “The HIPAA Privacy Rule: Three Key Forms.” Bush J. Family Practice Management. February 2003:29-33, http://www.aafp.org/fpm/20030200/29theh.html. 

End 
Christian Care Connection, LLC

Client Consent for Use and Disclosure of Protected Health Information

I hereby give my consent for Christian Care Connection, LLC to use and disclose protected health information (PHI) about me to carry out treatment, payment and health care operations (TPO). 

(The Notice of Privacy Practices provided by Christian Care Connection, LLC describes such uses and disclosures more completely.) 

I have the right to review the Notice of Privacy Practices prior to signing this consent. 

Christian Care Connection, LLC reserves the right to revise its Notice of Privacy Practices

at any time. A revised Notice of Privacy Practices may be obtained by forwarding a 

written request to Christian Care Connection, LLC, 6530 Secor Rd., Lambertville, MI 48144
With this consent, Christian Care Connection, LLC may call my home or other alternative location and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any calls pertaining to my clinical care, including laboratory test results, among others. 

With this consent, Christian Care Connection, LLC may mail to my home or other alternative location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements as long as they are marked “Personal and Confidential.” 

With this consent, Christian Care Connection, LLC may e-mail to my home or other alternative location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements. I have the right to request that Christian Care Connection, LLC restrict how it uses or discloses my PHI to carry out TPO. The practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement. 

By signing this form, I am consenting to allow Christian Care Connection, LLC to use and disclose my PHI to carry out TPO. 

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it, Christian Care Connection, LLC may decline to provide treatment to me.

_______________________________

Signature of Patient or Legal Guardian

_______________________________
______________________

Print Patient’s Name
Date

_______________________________

Print Name of Patient or Legal Guardian, if applicable

Copyright © 2002 Gates, Moore & Company. Used with permission. “The HIPAA Privacy Rule: Three Key Forms.” Bush J. Family Practice Management. February 2003:29-33, http://www.aafp.org/fpm/20030200/29theh.html. 
How did you learn about Christian Care Connection?

Please check one of the below items:

· Internet – yellow pages or other online phone book

· Internet – searched on google, yahoo or other search engine

· Paper phone book
· Insurance company: _____________________________________
                                             (please put insurance company name here)
· Physician: _____________________________________________
                                             (please put physician’s  name here)
· Friend or family member

· Pastor: ________________________________________________
                                             (please Pastor’s  name here)
· Church website or other church information:____________________
                                                                                                                      (please put church’s name here)

· Other: __________________________________________________
Your Name: ________________________
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