
 

Today’s Date:_____________  Patient’s Common Name:  ___________________________ 

Patient’s Full Legal Name:______________________________________________________ 

Home Address:_______________________________________________________________ 

   

Home phone:_______________________ Cell Phone: ______________________________ 

E-Mail: __________________________________________________________________ 

Social Security #: ________________________  Drivers Lic.#:_______________________ 

DOB:      __________________________ Current Age:  _______ 

[  ]  Single     [  ]  Married        [  ]  Coupled        [  ]  Divorced       [  ]  Separated [  ]  Other 

Occupation: __________________________ Employer: __________________________ 

Address: _________________________________________   Phone: ___________________ 

[ ] Parent  or  [ ] Spouse’s Employer: _____________________________________________ 

Address: _________________________________________   Phone: ___________________ 

Parent or Spouse’s Social Security#:  _____________________________ 

Personal Physician: ____________________________________________________________ 

Responsible Party:  [  ]  Self    [  ]  Other  ___________________________________ 

Referred by:  [  ]  Self         [  ]  Employer         [  ]  Dr. ______________________________ 

[  ]  Hospital _________________________  [  ]  Other ______________________________ 

How did you hear about me: __________________________________________________ 

____________________________________________________________________________ 
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Form I: Patient Information



Patient’s Insurance (Name of Company) _________________________________________ 

Insured  ____________________________  Phone __________________________________ 

Member ID: _________________________ Group #: ________________________________   

Insurance Claims Address: _____________________________________________________ 

Additional Insurance Info. ______________________________________________________ 

Do you have children? [  ]  Yes  [  ]  No 

If Yes - # of children ____________________  Ages ______________________________ 

Are you currently taking any medications prescribed by a physician?   [  ] Yes     [  ]  No 

If Yes – List medications and dosage ____________________________________________ 

______________________________________________________________________________ 

For what medical or psychological conditions? ___________________________________ 

______________________________________________________________________________ 

Please describe briefly any major illnesses, injuries, surgical procedures (including yr) 

______________________________________________________________________________ 

______________________________________________________________________________ 

Have you been in psychotherapy before? [  ]  Yes  [  ]  No 

If Yes:   [  ]  Individual      [  ]  Couples         [  ]  Family         [  ]  Group  

Dates: _______________________________________________________________________ 

Name of psychotherapist ____________________________  Phone ___________________ 

Emergency Contact: ________________________________  Phone ___________________ 

Any additional information you want to share… please do so here: _________________ 

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

II. I HAVE A LEGAL DUTY TO SAFEGUARD YOUR PROTECTED HEALTH lNFORMATION 
(PHI) 
I am legally required to protect the privacy of your PHI, which includes information that can 
be used to identify you that I've created or received about your past, present, or future health 
or condition, the provision of health care to you, or the payment of this health care. I must 
provide you with this Notice about my privacy practices, and such Notice must explain how, 
when, and why I will "use" and "disclose" your PHI. A "use" of PHI occurs when I share, 
examine, utilize, apply, or analyze such information within my practice; PHI is "disclosed" 
when it is released, transferred, has been given to, or is otherwise divulged to a third party 
outside of my practice. With some exceptions, I may not use or disclose any more of your PHI 
than is necessary to accomplish the purpose for which the use or disclosure is made. And, I 
am legally required to follow the privacy practices described in this Notice. 

However, I reserve the right to change the terms of this Notice and my privacy policies at any 
time. Any changes will apply to PHI on file with me already. Before I make any important 
changes to my policies, I will promptly change this Notice and post a new copy of it in my 
office and on my website (if applicable). You can also request a copy of this Notice from me, 
or you can view a copy of it in my office or at my website, which is located at (insert website 
address, if applicable). 

III. HOW I MAY USE AND DISCLOSE YOUR PHI. 
I will use and disclose your PHI for many different reasons. For some of these uses or 
disclosures, I will need your prior authorization; for others, however, I do not. Listed below are 
the different categories of my uses and disclosures along with some examples of each 
category. 

A. Uses and Disclosures Relating to Treatment, Payment, or Health Care Operations Do 
Not Require Your Prior Written Consent. I can use and disclose your PHI without your 
consent for the following reasons: 

1. For treatment. I can disclose your PHI to physicians, psychiatrists, psychologists, 
and other licensed health care providers who provide you with health care 
services or are involved in your care. For example, if you're being treated by a 
psychiatrist, I can disclose your PHI to your psychiatrist in order to coordinate your 
care.  

2. To obtain payment for treatment. I can use and disclose your PHI to bill and 
collect payment for the treatment and services provided by me to you. For 
example, I might send your PHI to your insurance company or health plan to get 
paid for the health care services that I have provided to you. I may also provide 
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your PHI to my business associates, such as billing companies, claims processing 
companies, and others that process my health care claims.  

3. For health care operations. I can disclose your PHI to operate my practice. For 
example, I might use your PHI to evaluate the quality of health care services that 
you received or to evaluate the performance of the health care professionals who 
provided such services to you. I may also provide your PHI to our accountants, 
attorneys, consultants, and others to make sure I’m com-plying with applicable 
laws.  

4. Other disclosures. I may also disclose your PHI to others with-out your consent in 
certain situations. For example, your consent isn't required if you need emergency 
treatment, as long as I try to get your consent after treatment is rendered, or if I try 
to get your consent but you are unable to communicate with me (for example, if 
you are unconscious or in severe pain) and I think that you would consent to such 
treatment if you were able to do so.  

B. Certain Uses and Disclosures Do Not Require Your Consent. I can use and disclose your 
PHI without your consent or authorization for the following reasons: 

1. When disclosure is required by federal, state or local law; judicial or 
administrative proceedings; or, law enforcement. For example, I may make a 
disclosure to applicable officials when a law requires me to report information to 
government agencies and law enforcement personnel about victims of abuse or 
neglect; or when ordered in a judicial or administrative proceeding.  

2. If disclosure is compelled by a party to a proceeding before a court of an 
administrative agency pursuant to its lawful authority. 

3. If disclosure is required by a search warrant lawfully issued to a 
governmental law enforcement agency. 

4. If disclosure is compelled by the patient of the patient’s representative 
pursuant to California Health and Safety Codes or to corresponding federal 
statutes of regulations, such as the Privacy Rule that requires this notice. 

5. To avoid harm. I may provide PHI to law enforcement personnel or person able to 
prevent or mitigate a serious threat to the health or safety of a person or the 
public. 

6. If disclosure is compelled or permitted by the fact that you are in such mental 
or emotional condition as to be dangerous to yourself or the person or 
property of others, and if I determine that disclosure is necessary to prevent 
the threatened danger. 

7. If disclosure is mandated by the California Child Abuse and Neglect 
Reporting law. For example, if I have a reasonable suspicion of child abuse or 
neglect. 

5855 East Naples Plaza, Suite #213, Long Beach, CA  90803 
(323) 456-3010 bradyesque.com



8. If disclosure is mandated by the California Elder/Dependent Adult Abuse 
Reporting law. For example, if I have reasonable suspicion of elder abuse or 
dependent adult abuse. 

9. If disclosure is compelled or permitted by the fact that you tell me of a 
serious/imminent threat of physical violence by you against a reasonably 
identifiable victim or victims. 

10. For public health activities. Example: In the event of your death, if a disclosure is 
permitted or compelled, I may need to give the county Coroner information about 
you. 

11. For health oversight activities. Example: I may be required to provide 
information to assist the government in the course of an investigation or 
inspection of a health care organization or provider. 

12. For specific government functions. Examples: I may disclose PHI of military 
personnel and veterans under certain circumstances. Also, I may disclose PHI in 
the interests of national security, such as protecting the President of the United 
States or conducting intelligence operations.  

13. For research purposes. In certain circumstances, I may provide PHI in order to 
conduct medical research. 

14. For workers' compensation purposes. I may provide PHI in order to comply with 
Workers' Compensation laws.  

15. Appointment reminders and health related benefits or services. Examples: I 
may use PHI to provide appointment reminders. I may use PHI to give you 
information about alternative treatment options, or other health care services or 
benefits I offer.  

16. If an arbitrator or arbitration panel compels disclosure, when arbitration is 
lawfully requested by either party, pursuant to subpoena duces tectum (e.g., a 
subpoena for mental health records) or any other provision authorizing disclosure 
in a proceeding before an arbitrator or arbitration panel. 

17. I am permitted to contact you, without your prior authorization, to provide 
appointment reminders or information about alternative or other health-
related benefits and services that may be of interest to you. 

18. If disclosure is required or permitted to a health oversight agency for 
oversight activities authorized by law. Example: When compelled by U.S. 
Secretary of Health and Human Services to investigate or assess my compliance 
with HIPAA regulations. 

19. If disclosure is otherwise specifically required by law. 

C. Certain Uses and Disclosures Require You to Have the Opportunity to Object. 

5855 East Naples Plaza, Suite #213, Long Beach, CA  90803 
(323) 456-3010 bradyesque.com



1. Disclosures to family, friends, or others. I may provide your PHI to a family 
member, friend, or other person that you indicate is involved in your care or the 
payment for your health care, unless you object in whole or in part. The 
opportunity to consent may be obtained retroactively in emergency situations.  

D. Other Uses and Disclosures Require Your Prior Written Authorization. In any other 
situation not described in sections III A, B, and C above, I will ask for your written authorization 
before using or disclosing any of your PHI. If you choose to sign an authorization to disclose 
your PHI, you can later revoke such authorization in writing to stop any future uses and 
disclosures (to the extent that I haven't taken any action in reliance on such authorization) of 
your PHI by me. 

IV. WHAT RIGHTS YOU HAVE REGARDING YOUR PHI  
You have the following rights with respect to your PHI: 

A. The Right to See and Get Copies of Your PHI. In most cases, you have the right to look at 
or get copies of your PHI that I have, but you must make the request in writing. If I don't have 
your PHI but I know who does, I will tell you how to get it. I will respond to you within 30 days 
of receiving your written request. In certain situations, I may deny your request. If I do, I will 
tell you, in writing, my reasons for the denial and explain your right to have my denial 
reviewed. If you request copies of your PHI, I will charge you not more than $.25 for each 
page. Instead of providing the PHI you requested, I may provide you with a summary or 
explanation of the PHI as long as you agree to that and to the cost in advance. 

B. The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right to 
ask that I limit how I use and disclose your PHI. I will consider your request, but I am not 
legally required to accept it. If I accept your request, I will put any limits in writing and abide 
by them except in emergency situations. You may not limit the uses and disclosures that I am 
legally required or allowed to make. 

C. The Right to Choose How I Send PHI to You. You have the right to ask that I send 
information to you to at an alternate address (for example, sending information to your work 
address rather than your home address) or by alternate means (for example, e-mail instead of 
regular mail) I must agree to your request so long as I can easily provide the PHI to you in the 
format you requested. 

D. The Right to Get a List of the Disclosures I Have Made.  
You have the right to get a list of instances in which I have disclosed your PHI. The list will not 
include uses or disclosures that you have already consented to, such as those made for 
treatment, payment, or health care operations, directly to you, or to your family. The list also 
won't include uses and disclosures made for national security purposes, to corrections or law 
enforcement personnel, or disclosures made before April 15, 2003. After April 15, 2003, 
disclosure records will be held for six years. 

I will respond to your request for an accounting of disclosures within 60 days of receiving 
your request. The list I will give you will include disclosures made in the last six years unless 
you request a shorter time. The list will include the date of the disclosure, to whom PHI was 
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disclosed (including their address, if known), a description of the information disclosed, and 
the reason for the disclosure. I will provide the list to you at no charge, but if you make more 
than one request in the same year, I will charge you a reasonable cost based fee for each 
additional request. 

E. The Right to Amend Your PHI. If you believe that there is a mistake in your PHI or that a 
piece of important information has been omitted, you have the right to request that I correct 
the existing information or add the missing information. You must provide the request and 
your reason for the request in writing. I will respond within 60 days of receiving your request 
to correct or update your PHI. I may deny your request in writing if the PHI is (a) correct and 
complete, (b) forbidden to be disclosed, (c) not part of my records, or (d) written by someone 
other than me. My written denial will state the reasons for the denial and explain your right to 
file a written statement of disagreement with the denial. If you don't file one, you have the 
right to request that your request and my denial be attached to all future disclosures of your 
PHI. If I approve your request, I will make the change to your PHI, tell you that I have done it, 
and tell others that need to know about the change to your PHI. 

F. The Right to Get This Notice by Email. You have the right to get a copy of this notice by e-
mail. Even if you have agreed to receive notice via e-mail, you also have the right to request a 
paper copy of it. 

V. HOW TO COMPLAIN ABOUT MY PRIVACY PRACTICES  
If you think that I may have violated your privacy rights, or if you object to a decision I made 
about access to your PHI, you may file a complaint with the person listed in Section VI below. 
You also may send a written complaint to the Secretary of the Department of Health and 
Human Services at 200 Independence Avenue S.W., Washington, D.C. 20201. I will take no 
retaliatory action against you if you file a complaint about my privacy practices. 

VI. PERSON TO CONTACT FOR INFORMATION ABOUT THIS NOTICE OR TO COMPLAIN 
ABOUT MY PRIVACY PRACTICES 
If you have any questions about this notice or any complaints about my privacy practices, or 
would like to know how to file a complaint with the Secretary of the Department of Health and 
Human Services, please contact me at: 

 Jonathan Brady, PhD, MA, LMFT, Lic. No. MFC52622 
 5855 East Naples Plaza, Suite 213, Long Beach, CA, 90803, (323) 456-3010 

VII. EFFECTIVE DATE OF THIS NOTICE  
This notice went into effect on December 6, 2012. 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I acknowledge receipt of this notice: 

Patient Name: ____________________   Date:  ____________   Signature:  ____________________ 



 

Patient’s Legal Name: ______________________________________________ 

As stated in the informed consent, I understand that I am responsible for the 
full session fee for any appointments that are cancelled with less than 24 hours 
notice and/or “no shows”. My insurance does not accept charges for those 
sessions, therefore I am responsible for the full session fee of $ _______ 
(Standard: Individual- $140, Couples- $170). If I cancel with more than 24 hours 
notice, I will not be charged for that session fee or co-payment. If I keep my 
scheduled appointment, I’m responsible for my fee or co-payment of $ ______, 
as long as my insurance includes deductibles. If I am able to make a same 
business week reschedule, I will not be charged a late fee [Initial:______] 

If for any reason, my account becomes delinquent by more than 2 weeks, I 
understand that my appointments will be suspended until my account balance 
is current. If my account continues to be delinquent it may be assigned to a 
collection agency. [Initial:______] 

I agree to pay the appropriate amount at the beginning of each session, unless 
other arrangements have been made. [Initial:______] 

I understand that text/email communication is not a fully secure form of 
communication, and that voice/text/email messages left when not in the office 
will likely receive a response when back in office. When relevant, I am 
comfortable receiving non-clinical/administrative voice/text/email and will 
communicate clearly if this decision changes.  [Initial:______] 

PATIENT’S SIGNATURE _________________________  DATE ____________ 
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I. FOLLOWING: I keep social media (Facebook®, Twitter®, etc.) accounts for my professional 
practice to allow people to share my blog posts and practice updates with other social media 
users. You are welcome to view my social media pages and read or share articles posted 
there, but I do not encourage contact through these sites. In addition, the Board of Behavioral 
Sciences (BBS) Ethics Code prohibits my soliciting testimonials from patients. I publish a blog 
on my website and I have no expectation that you as a patient will want to follow my blog or 
leave testimonials/comments.  

II. FRIENDING: I do not accept friend or contact requests from current or former patients on 
social networking sites (Facebook®, LinkedIn®, etc). I believe that adding patients as friends/
contacts on these sites compromises your confidentiality. It may blur the boundaries of our 
therapeutic relationship. If you have questions, please bring them up when we meet. 

III. INTERACTING: Please do not use messaging on social networking sites (Facebook®, 
Twitter®, LinkedIn®, etc.) to contact me. These sites are not secure and I may not read these 
messages in a timely fashion. Please do not use Wall postings, @replies, or other means of 
messaging me publicly online if we have an already established patient/therapist relationship. 
Engaging with me this way could compromise your confidentiality. It also creates the 
possibility that these exchanges become a part of your legal/medical record.  

IV. BUSINESS REVIEW SITES: You may find my therapy practice on sites such as Google®, 
Yelp®, Yahoo Local®, Bing®, or other places that list businesses. If you should find my listing 
on any of these sites, please know that my listing is NOT a request for a testimonial, rating, or 
endorsement from you as my patient. Again, the Board of Behavioral Sciences (BBS) Ethics 
Code prohibits my soliciting testimonials from patients. Of course, you have a right to express 
yourself on any site you wish. Due to confidentiality, I cannot respond to reviews on any site. If 
you do choose to write something on a business review site, I hope you will keep in mind that 
you may be sharing personal information in a public forum. If you feel I have done something 
harmful or unethical and you do not feel comfortable discussing it with me, you can contact 
the BBS, which oversees licensing, and they will review the services provided.  

V. EMAIL/TEXT: I prefer using email/text to arrange or modify appointments. Please do not 
email me content related to therapy sessions, as email is not completely secure/confidential. 
If you choose to communicate with me by email/text, be aware that all emails are retained in 
the logs of your and my Internet service providers. While it is unlikely that someone will be 
looking at these logs, they’re in theory, available to be read by the system administrator(s) of 
an Internet service provider. Some emails I receive or send become part of your record. 

PATIENT’S SIGNATURE _________________________  DATE ____________ 
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Out-of-office appointments (phone sessions, video chat meetings, home visits, meeting at a 
hospital or medical facility, going on a walk within a public place, or holding therapy at a local 
community establishment, etc.) may be beneficial to the course of treatment. Appointments, 
when outside of the office, come with their own potential risks and benefits. 

I. Purpose. Out-of-office appointments, when they occur, are done with the understanding 
that a professional meeting is taking place, and as such, are treated with the same level of 
professionalism on the part of the therapist, and with the same therapeutic focus as in-office 
sessions. Therapy outside the office may prove beneficial in utilizing skills developed in 
session, exploring relevant therapeutic matters in a place of greater comfort, or might be 
offered to address logistical barriers to treatment, when appropriate. Since every therapeutic 
relationship is different, out-of-office appointments may or may not be appropriate; if you 
think that out-of-office appointments would help you, please bring it up to me directly so that 
we can discuss it.  

II. Confidentiality. As your therapist, maintaining confidentiality about what is said in session, 
as well as the nature of the therapeutic relationship, remains even when meeting out-of-
office; the same limits to confidentiality (see Form II: HIPAA Notice of Privacy Practices) that 
apply in the office also apply out-of-office when therapy is held outside. However, having a 
personal and confidential conversation in public comes with your awareness of the risk that 
those nearby may overhear certain information, as well as you potentially being associated 
with me, a therapist. Additionally, to help maintain the confidential nature of the 
psychotherapeutic relationship, I may not refer to you as a “patient,” “client,” or “analysand,” in 
public, nor will I introduce you to others that I may personally or professionally know if we are 
happened upon. If potentially approached by others that you know, whether personally or 
professionally, you’re not obligated to introduce me or inform others about the nature of our 
relationship or what is occurring in our meeting. What, and how much, personal information 
you disclose in public is your decision. 

III. Physical safety. Out-of-office appointments may include walking in public places, 
crossing streets, or being in areas that may have their own environmental dangers. Therefore, 
any actions taken on your part while outside of the office are done of your choosing and are 
of your own responsibility. In the event of an accident or emergency, I will do my best to 
support you in receiving any medical/hospital care, including transportation.  

In signing below, you are aware and have been informed of possible risks and breaches to 
confidentiality that may come from having an out-of-office appointment, and freely and 
voluntarily assume them, if you so chose to have an out-of-office appointment.  

PATIENT’S SIGNATURE _________________________  DATE ____________ 
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