UNIVERSITY PSYCHOLOGICAL ASSOCIATES

Main Office: 10001 Old Concord Road

Charlotte, NC 28262

Mailing Address: P.O. Box 568, Newell, NC 28126

 (704)-547-1483 

FAYE E. SULTAN, Ph.D., DIRECTOR

I hereby agree to assessment and treatment by University Psychological Associates.  I acknowledged that this consent is truly voluntary and is valid until revoked.  I further understand that I may revoke this consent at any time by submitting written notice of such revocation, except to the extent that action based on this consent has been taken.

I understand that there are statutes, regulations, and ethical constraints protecting the confidentiality of diagnostic and treatment records and that I am the holder of privilege to this information.  I understand that there are circumstances under which this privilege may be abridged and that these include, but are not limited to, orders by a court of competent jurisdiction, professional communication necessary to provision or coordination of treatment, communication to professional audiences for training purposes, disclosure necessary to prevent a violent crime or to prevent harm to a child or disabled adult, disclosure necessary to collection of unpaid fees in the event of non-payment or default.

I understand that the fee charged for the Initial Consultation will be $135.00 and that all subsequent visits for individual psychotherapy or diagnostic testing will be charged at $110.00 per session with a Masters level psychologist, and $120.00 per session with a Ph.D. level psychologist.  Marital or family sessions involving two therapists will be charged at $140.00 per session.

University Psychological Associates is committed to providing the highest quality psychological services at reasonable fees.  While University Psychological Associates does not deny services to any individual of family due to financial hardship, we receive no subsidies of any kind and are wholly dependent on fees for our operation.  We must insist that payment be prompt and regular.  It is customary to pay for such services at the time of the appointment, however, we recognize that these costs, like other necessities, may complicate your financial situation.  Feel free to ask questions about billing and related issues and to discuss the specifics of your situation with your therapist.

We will assist with the filing and in most cases submit claims to your primary insurance company.  Our services are covered by almost all third-party insurance plans which provide mental health coverage.  You will be responsible for paying the deductible and co-payment, and other amounts not covered by your insurance.  Written reports and forms generated on your behalf (either at your direct discretion or as a result of your signed consent to release information) to your employer, insurance company, school, or other health insurance care provider are not ordinarily paid for by your health insurance carrier and you will be billed for such reports directly.  The cost of such report will be determined by the type of report and the professional time required to prepare it.  We accept cash, personal checks, VISA, MASTER CARD and DISCOVER.  Appointments not canceled at least 24 hours in advance will be billed directly to the client at the regular hourly rate.
We offer a number of methods or plans for payment and are willing, at your request to work with your particular financial situation.  Please read the description of our usual payment options and indicate on the payment contract which method you prefer.  You may always negotiate this plan as your situation changes.  If you find that none of the plans fit your situation, feel free to discuss this with your therapist.

I have read and understand the above:

_________________________________________________________________________

Signature





Date

UNIVERSITY PSYCHOLOGICAL ASSOCIATES, P.A.

CLIENT INFORMATION
DATE______________________


CLIENT____________________________________________________________________

                    Last Name

First


Middle Initial
STREET ADDRESS___________________________________________________________

CITY_____________________________ STATE________ ZIP_______________________

CLIENTS SS#______________________BIRTHDATE________________ SEX__________

MARITAL STATUS  M S D W P          HOME PHONE #____________________________ 

                                Please circle one



EMPLOYER:_____________________________WORK PHONE #___________________





         CELL PHONE # ___________________________

REFERRED BY:____________________________________________________________

PRIMARY CARE PHYSICIAN:______________________PHONE #__________________

​​​​--------------------------------------------------------------------------------------------------------------------
POLICY HOLDER’S INFORMATION (if different from above)
POLICY HOLDER’S NAME___________________________________________



           Last Name

First

Middle Initial
POLICY HOLDER’S BIRTHDATE___________________

POLICY HOLDER’S  SS#__________________________

POLICY HOLDER’S EMPLOYER_______________________________________

******************************************************************************

AUTHORIZATION #_______________________
# OF SESSIONS AUTHORIZED______________
--------------------------------------------------------------------------------------------------------------------
PERSON RESPONSIBLE FOR BILL (if different from above)
NAME_________________________________________

ADDRESS____________________________________ PHONE #____________________

CITY_______________________________________STATE______ZIP__________

AUTHORIZATION TO PAY BENEFITS TO PRACTITIONER AND TO RELEASE INFORMATION.  I hereby authorize University Psychological Associates to release any information acquired in the course  of my treatment necessary to process insurance claims and to submit claims for and receive any benefits for which I (or the patient) may be eligible for services rendered by the practitioner, realizing I am responsible to pay non-covered services.

__________________________________________________________________________

SIGNED (Client or parent if minor)




     (For Office Use Only)--Therapist________________Diagnosis__________

PAYMENT METHOD

PLEASE SELECT ONE OF THE FOLLOWING FOUR METHODS OF PAYMENT. 

1:  CASH PAYMENT PLAN

I will pay 100% of the fee at the time that services are rendered. 

________________________________________________________________________________

Client or authorized person                                                                  Date

2:  CO-PAYMENT METHOD

I will pay the amount of co-payment or percentage agreed by my Insurance Company.  This amount is 

__________ per visit.  UPA will prepare a statement indicating credit or balance due and will adjust my per-session payment appropriately. 

________________________________________________________________________________

Client or authorized person                                                                  Date

3:  WEEKLY RATE METHOD

I will pay __________each and every week (irrespective of any payments by my insurance company) until such time as the unpaid balance is retired.  I understand that no interest will be charged on the unpaid balance as long as the weekly payments are up to date.

________________________________________________________________________________

Client or authorized person                                                                  Date

4:  REDUCED FEE

I will pay __________ for each session as the entire fee for services.  My insurance company will not be billed and no insurance claim will be provided. 

_____________________________________________________________________________________Client or authorized person 



        Date

Primary Care Physician Release of Information 

for 
University Psychological Associates, P.A.

Main Office:  10001 Old Concord Road

Charlotte, NC 28213

Mailing Address:  PO Box 568, Newell, NC 28126

(704)-547-1483
Fax(704)-547-0052

I, ___________________________, (please circle one)      DO    or     DO NOT 

          (Full Name)

give my permission to University Psychological Associates, P.A., to release information needed 

for the treatment of care to my Primary Care Physician, _______________________________. 




                                                               (Doctors Name) 

Primary Care Physician Phone Number_______________________.

This authorization is fully understood on my part.  The doctrine of informed consent has been explained to me and I understand the contents to be released, the need for information, and that there are statutes and regulations protecting the confidentiality of authorized information.  I hereby acknowledge that this consent is true.  This consent is valid for a one year period.

Signature___________________________

Date_______________________________

Provider____________________________(For Office Use Only)


UNIVERSITY PSYCHOLOGICAL ASSOCIATES, P.A.

Main Office: 10001 Old Concord Road

Charlotte, North Carolina 28213

Mailing Address:  P.O. Box 568, Newell, NC 28126

(704) 547-1483/Fax (704)547-0052

Notice of Psychologists’ 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.

I.  Uses and Disclosures for Treatment, Payment, and Health Care Operations  
I may use or disclose your protected health information (PHI), for treatment, payment, and health care operations purposes with your consent. To help clarify these terms, here are some definitions: 

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

· “Treatment, Payment and Health Care Operations”
– Treatment is when I provide, coordinate or manage your health care and other services related to your health care. An example of treatment would be when I consult with another health care provider, such as your family physician or another psychologist.

- Payment is when I obtain reimbursement for your healthcare.  Examples of payment are when I disclose your PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or coverage.

- Health Care Operations are activities that relate to the performance and operation of my practice.  Examples of health care operations are quality assessment and improvement activities, business-related matters such as audits and administrative services, and case management and care coordination.

· “Use” applies only to activities within my [office, clinic, practice group, etc.] such as sharing, employing, applying, utilizing, examining, and analyzing information that identifies you.

· “Disclosure” applies to activities outside of my [office, clinic, practice group, etc.], such as releasing, transferring, or providing access to information about you to other parties. 

II.  Uses and Disclosures Requiring Authorization 

I may use or disclose PHI for purposes outside of treatment, payment, and health care operations when your appropriate authorization is obtained. An “authorization” is written permission above and beyond the general consent that permits only specific disclosures.  In those instances when I am asked for information for purposes outside of treatment, payment and health care operations, I will obtain an authorization from you before releasing this information.  I will also need to obtain an authorization before releasing your psychotherapy notes. “Psychotherapy notes” are notes I have made about our conversation during a private, group, joint, or family counseling session, which I have kept separate from the rest of your medical record.  These notes are given a greater degree of protection than PHI.

You may revoke all such authorizations (of PHI or psychotherapy notes) at any time, provided each revocation is in writing. You may not revoke an authorization to the extent that (1) I have relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, and the law provides the insurer the right to contest the claim under the policy.

III.  Uses and Disclosures with Neither Consent nor Authorization

I may use or disclose PHI without your consent or authorization in the following circumstances: 

· Child Abuse: If you give me information which leads me to suspect child abuse, neglect, or death due to maltreatment, I must report such information to the county Department of Social Services.  If asked by the Director of Social Services to turn over information from your records relevant to a child protective services investigation, I must do so.
· Adult and Domestic Abuse: If information you give me gives me reasonable cause to believe that a disabled adult is in need of protective services, I must report this to the Director of Social Services.  

· Health Oversight: The North Carolina Psychology Board has the power, when necessary, to subpoena relevant records should I be the focus of an inquiry.

· Judicial or Administrative Proceedings: If you are involved in a court proceeding, and a request is made for information about the professional services that I have provided you and/or the records thereof, such information is privileged under state law, and I must not release this information without your written authorization, or a court order.  This privilege does not apply when you are being evaluated for a third party or where the evaluation is court ordered.  You will be informed in advance if this is the case.

· Serious Threat to Health or Safety: I may disclose your confidential information to protect you or others from a serious threat of harm by you.

· Worker’s Compensation: If you file a workers’ compensation claim, I am required by law to provide your mental health information relevant to the claim to your employer and the North Carolina Industrial Commission.  

IV.  Patient's Rights and Psychologist's Duties

Patient’s Rights:

· Right to Request Restrictions –You have the right to request restrictions on certain uses and disclosures of protected health information about you.  However, I am 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 me.  Upon your request, I 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 my mental health and billing records used to make decisions about you for as long as the PHI is maintained in the record. I may deny your access to PHI under certain circumstances, but in some cases, you may have this decision reviewed. On your request, I will discuss with you the details of the request and denial process. 

· Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained in the record. I may deny your request.  On your request, I 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, I will discuss with you the details of the accounting process. 

· Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me upon request, even if you have agreed to receive the notice electronically

Psychologist’s Duties:

· I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and privacy practices with respect to PHI.

· I reserve the right to change the privacy policies and practices described in this notice. Unless I notify you of such changes, however, I am required to abide by the terms currently in effect. 

· If I revise my policies and procedures, I will provide you with the revised notice at our next scheduled appointment or by mail. 

V.  Complaints

If you are concerned that I have violated your privacy rights, or you disagree with a decision I made about access to your records, you may contact _Faye Sultan, Ph.D./Director (704) 547-1483 ext. 205  or Julie Pruitt, Ph.D. ext. 203.

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.

VI. Effective Date, Restrictions and Changes to Privacy Policy

This notice will go into effect on _April 14, 2003.

I reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI that I maintain.  I will provide you with a revised notice at your request if you are no longer a current client or you will receive the revised notice at your next scheduled appointment. 

I have read and understand the above.

Signature                                                                                                  Date 

**If you would like a copy of any information contained in this packet, please request this information from the receptionist.  

