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New Client Information Packet
Welcome to your first appointment.
During your first session today, your therapist will be getting to know you, discussing your life and your history. However,
some of this information is more easily gathered in writing. These forms are designed to help your therapist get to know you
as quickly as possible in order to move forward with your therapy. Please answer the questions with as much detail as you
can. You can also mark questions that you do not understand and they can be addressed during your session. Thank you!
Name: _________________________________________________________________________ Today’s Date: ______________________________________________
Date of Birth: ________________________ Age: _________ Gender:

Male

Female

Other- Specify _______________________________

Contact Information:
Address: _______________________________________________City: _______________________________State: _________________Zip: _________________
OK to contact?

OK to leave message?

Telephone: Home: __________________________________________

Yes

No

Yes

No

Cell: ____________________________________________

Yes

No

Yes

No

Work: __________________________________________

Yes

No

Yes

No

Who referred you to me? ________________________________May I contact them to thank them for the referral?

Yes

No

Emergency Contact: __________________________________ Relationship: _________________ Phone number: _____________________________

Basic Information:
Ethnicity: ____________________________ Sexual Orientation: ____________________________ Religion: ____________________________________
How religious or spiritual are you? (Circle the number that describes you best)
1

2

3

4

Very

5
Somewhat

6

7

8

9

10
Not at all

Relationship Status: (Check all that are true for you)
Single, not dating
Committed Relationship

Single and dating

Married

Open Relationship/Marriage

Divorced

Widowed

Other (please describe) _________________

Parental Status:
No Children

Biological Parent (Number and ages of children ____________________________)

Step-parent/Co-parent

Foster Parent

Adoptive Parent

Grandparent

Highest Level of Education Completed: ________________________ College/High School Attended: ___________________________________

Financially Responsible Person’s Information
Name_____________________________________________________________ Relationship to Client _______________________________________________
Phone (if different from previously entered information)_________________________________________________________________________
Address (if different from previously entered information) _______________________________________________________________________
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Your Family and Living Situation:
Please describe your current living situation (house, apartment, dorm room, etc.): ______________________________________________
____________________________________________________________________________________________________________________________________________
Are your parents still living?

Yes

No

Are they still married:

Yes

No

If not, how old were you when they divorced ___________

Do you have any brothers:

Yes

No

If yes, how many?____________

Do you have any sisters:

Yes

No

If yes, how many?____________

Has anyone in your family struggled with mental health difficulties or received mental health or substance abuse treatment?
Yes

No

If yes, please describe:

Employment:
Employment Status:

Full Time

Part Time

Unemployed

Work as parent in the home

Retired

Student

Other: _____________________________________

If employed, what is your employer or company’s name? __________________________________________
If employed, what is your job title? ____________________________________________________________________

Military Experience:
Have you ever been in the military?

Yes

No

Are you active military?

Yes

No

If yes, please answer the following questions:
Branch: __________________________
Time served overseas?

Date entered: __________________
Yes

No

Rank/Rate: ______________

Time served in combat?

Yes

No

Health:
Do you have health insurance?

Yes

No Name of insurance company: ________________________________________________

Name of Primary Care Physician: ____________________________________________ Phone Number: _______________________________________
When was your last appointment? ____________________________________________________________________________________________________
Please describe any medical issues or serious injuries or illnesses:

Please list all current medications (Name, dose, frequency, reason):

Previous Counseling
Have you ever seen a counselor or therapist in the past?

Yes

No

If yes, how long ago and why did your treatment end? _____________________________________________________________________
____________________________________________________________________________________________________________________________________________
Have you ever stayed in a psychiatric hospital?

Yes

No

If yes, please describe the stay and reasons for it: ________________________________________________________________________
Have you ever received a psychological or developmental evaluation?

Yes

No

If yes, by whom and when?____________________________________________________________________________________________________
Have you ever received a diagnosis for a psychological or developmental disability?

Yes

No
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If yes, what was the diagnosis? _____________________________________________________________________________________________
Please list any and all previous psychological services you have received (e.g., couple’s therapy,
anger management classes, parenting courses, pre-marital counseling):

Please list any psychological medications you are taking now (Name, Dose, Frequency, Reason):

Please list any psychological medications you have taken in the past, but are no longer taking (Name, Dose, Frequency,
Reason):
Please describe your relationship to alcohol and drugs (if any):

Legal History:
Have you ever been arrested?

Yes

No

As an adult, have the police or other law enforcement agents ever been called to your home?
Have you ever been on any type of probation or parole?

Yes

No

If yes to any of the above questions, please describe the circumstances of the events below:

Current Situation:
What is your main concern you would like support with?
When did this problem start?

What is your reason for seeking support now?
Are there other issues you would like support with as well? If so, please describe them.

Is there any additional information that would be helpful for me to know?
What are your main goals in coming to therapy?
1.
2.
3.

Yes

No
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Symptom Checklist:
Please check all feelings and symptoms that apply:
Difficulty Sleeping

Crying Spells

Loss of Sex Drive

Memory Loss

Nausea

Temper Outbursts

Frustration

Rapid Heart Beat

Racing Thoughts

Anger

Sense of Impending Doom

Loss of Appetite

Loss of Enjoyment

Panic Attacks

Fatigue

Difficulty Catching Breath

Stomach Knots

Tightness in Chest

Profuse Sweating

Sadness

Difficulty Concentrating

Headaches

Feeling Worried

Excessive Energy

Impulsive

Sleeping Too Much

Nervousness

Hopelessness

Problems at Work

Euphoria

Thoughts of harming yourself
Are these thoughts happening now or in the past? _____________________________
Please describe: ______________________________________________________________________________________
Attempted Suicide
Please describe: ______________________________________________________________________________________
Other (please describe):

Please rate and comment on the following factors regarding your current level of satisfaction or
dissatisfaction on each of the following areas.
Work/Career
1 2 3 4 5 6 7 8 9
Extremely Dissatisfied
Romantic Relationship

10
Very Satisfied

1 2 3 4 5 6 7 8 9
Extremely Dissatisfied
Family Relationships

10
Very Satisfied

1 2 3 4 5 6 7 8 9 10
Extremely Dissatisfied
Very Satisfied
Friends/Social Support
1 2 3 4 5 6 7 8
Extremely Dissatisfied
Exercise/Fitness

9 10
Very Satisfied

1 2 3 4 5 6 7 8 9 10
Extremely Dissatisfied
Very Satisfied
Relationship with Food
1 2 3 4 5
Extremely Dissatisfied

6

7

8

9

10
Very Satisfied

1 2 3 4 5 6 7 8
Extremely Dissatisfied
Spirituality

9

10
Very Satisfied

1 2 3 4 5 6 7
Extremely Dissatisfied
Life Goals

8

9

10
Very Satisfied

8

9

Comments:

Comments:

Comments:

Comments:

Comments:

Comments:

Sex

1 2 3 4 5 6
Extremely Dissatisfied

7

10
Very Satisfied

Comments:

Comments:

Comments:
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Checklist of Difficult Life Events
Below is a list of life events that many people have experienced and which can be difficult. Please place check
marks next to the events you have experienced in your life.
Your parent(s) died when you were a child.

You were arrested.

Your own child died.

You were placed in jail.

Your partner/spouse died.

You witnessed street violence or a violent crime.

You were robbed.

You were forced to leave your country (refugee).

You were physically assaulted by a stranger.

You had an abortion.

You were a victim of a hate crime.

You were diagnosed with a life-threatening

You witnessed your parents physically fighting when you

illness.

were a child.

You tested positive for HIV.

You were sexually harassed at school or work.

You were separated or divorced from your

You were sexually assaulted.

partner/spouse.

Your parent(s) was/were addicted to drugs/alcohol.

Your partner was diagnosed with a life-

You were sexually abused as a child.

threatening illness.

You were physically abused as a child.

Your partner tested positive for HIV.

Your parents divorced.

You were addicted to drugs/alcohol.

You were removed from your parents’ home by the

You sexually assaulted someone.

authorities.
Your parent was placed in jail.

You physically assaulted someone.
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Child, Teen, and Adult
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5230 Carroll Canyon Rd, Suite 110
San Diego, CA 92121
858-342-1304
thrivetherapystudio.com

Consent to Treatment and Business Policies
Welcome!
Welcome to Thrive Therapy Studio! It is a pleasure to have you here and to begin our journey together. Your
Thrive therapist will do everything within their professional capacity to ensure your treatment is as
productive as possible. The following pages describe information for new clients who desire therapy
services. Please read each section thoroughly and carefully and feel free to discuss any questions or reactions
you may have with your therapist. At the end, there is a signature page to sign that indicates that you have
read and understood the material. When you sign this document, it will represent an agreement between us.

Treatment Philosophy
We approach therapy from a collaborative, humanistic approach. Your therapist will expect to work together
towards alleviating the issues that caused you to initiate treatment. Our primary goal is to help you
understand yourself better. It is our belief that once you understand yourself and your decisions and how
they may relate to past experiences, it becomes easier to make changes in your life that help you move to
become the person you want to be.

Psychological Services
Psychotherapy is not easily described in general statements. It varies depending on the personalities of the
therapist and client, and the particular problems you are experiencing. There are many different methods we
may use to deal with the problems that you hope to address. Psychotherapy is not like a medical doctor visit.
Instead, it calls for a very active effort on your part. In order for the therapy to be most successful, you will
have to consider the things we talk about both during and between our sessions.
Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant aspects of
your life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and
helplessness. In some situations, a client’s problems may temporarily worsen after beginning treatment.
These risks are to be expected and are a normal process when people are making important and often
difficult changes in their lives. On the other hand, psychotherapy has also been shown to have many benefits.
Therapy often leads to better relationships, solutions to specific problems, and reductions in feelings of
distress.
Your first few sessions will involve an evaluation of your needs during which your therapist will offer you
some initial impressions of how the work together will be helpful and some of the difficulties that could be
addressed through treatment. You should evaluate this information as well as your impressions of how
comfortable you will be working with your therapist. The relationship in therapy is of significant importance
and as such, should be carefully considered prior to proceeding. Please address any concerns you have
regarding therapy with your therapist, who will attempt to address them directly or determine the best
course of action to take.
Because people often disclose to their therapists many deeply felt personal thoughts and experiences, the
relationship can become very close and important. Sometimes clients come to want the relationship to
become more than a therapeutic relationship. Although these feelings are understandable, it is necessary for
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all clients to recognize that their therapist cannot at any time, during or after your course of therapy, be
friends or engage in any business endeavors. Should you meet your therapist by chance on the street or at a
social gathering, your therapist will not initiate communication to maintain your confidentiality. Should you
approach them, conversation will be kept to a minimum. Even though you might invite your therapist, they
will not attend family gatherings or community events with you. While talking about sexual thoughts or
feelings may be a part of therapy for many people, actual sexual relations between clients and
psychotherapists are never acceptable. These boundaries are important for ethical, effective psychotherapy.
Even after therapy has ended, these boundaries remain in place.

Sessions
Therapy sessions will be scheduled at both of our convenience. Typically, we will begin meeting once per
week. As treatment continues, we will decide collaboratively when more time is needed between sessions.

Professional Fees
Payments for services provided can be paid by check, credit card, or cash. Payments are required at the
beginning of every session.
In addition to regular appointments, Thrive charges your therapy rate per hour for other professional
services you might need, though charges will be broken down into 15 minute increments of the hourly cost if
the therapist works for periods of less than one hour. Other services may include report writing, consultation
with other authorized professionals, extended telephone conversations, attendance of meetings, preparation
of records or treatment summaries, and time spent performing any other service you may request. At times,
we may engage in telephone contact with you for purposes other than scheduling sessions. You are
responsible for payment of the agreed upon fee for any telephone call lasting longer than ten minutes either
with you or with any authorized third parties.
If deemed therapeutically appropriate, sessions may take place in the home and/or community. Session time
begins when your therapist leaves the office to drive to the given location and continues until they return to
the office.

Late Appointments
Sessions are 45-50 minutes in length. If you are late for an appointment, you will be provided services for the
remainder of the scheduled time and will be responsible for the fee of the entire session.

Cancellation Policy
If you are unable to keep your appointment, we ask that you cancel as soon as possible. If this is done at least
24 hours prior to your appointment time, there will be no charge for the cancellation. However, if you fail to
attend or cancel with less than 24-hour notice, you will be charged your regular session fee.

Billing and Payment for Services
Clients are expected to pay for services at the time services are rendered, including co-pay. We accept cash,
checks, and major credit cards. There will be a $50 surcharge for each returned check.
If you fail to make a payment for 2 consecutive sessions, you will be unable to schedule an appointment until
payment is made in full. If any legal action is taken against Thrive, such as needing to employ a professional
collection agency and/or attorney to enforce this Agreement, you agree to pay for any legal costs accrued by
Thrive in securing payment for services.
Your therapist will assume that our agreed-upon fee-paying relationship will continue as long as services are
provided to you. You have a responsibility to pay for any services you receive. If there are any problems with
charges, billing, or other money related concerns, please bring them to your therapist’s attention as soon as
possible.

Insurance Reimbursement
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Please be aware that most insurance companies require a clinical diagnosis. Sometimes we have to provide
additional clinical information such as treatment plans and progression made toward treatment goals, even
when engaging in out of network billing. This information will become part of the insurance company files
and will probably be stored in a computer. Though all insurance companies claim to keep such information
confidential, we have no control over what they will do with it once it is in their hands. We will provide your
insurance company with only the information required in order to meet their administrative needs.
We will bill insurance plans directly when able, however, if we are unable to submit a claim or the insurance
company pays only a portion of the bill or rejects the claim entirely, then you are responsible for the total
amount of billed services. You retain all financial responsibility for the services obtained. If you have a copay, it is expected to be paid at the time of service.
You should be aware that not all Thrive therapists accept insurance. You can request a superbill from your
therapist and self submit to your insurance carrier for possible reimbursement. Please note that many
insurances will not cover services rendered, however, if you have PPO insurance with Out of Network
benefits, you can submit the superbill for possible reimbursement of a percentage of the fees paid. However,
you are responsible for paying all fees up front whether or not your insurance reimburses you.

Termination of Therapy
Termination is inevitable and part of the therapeutic process. It should not be done casually and is a valuable
part of our work together. Either of us may want to terminate our work together if we believe that it is in
your best interest. We reserve the right to terminate therapy at your therapist’s discretion. Reasons for
termination include, but are not limited to, untimely payment of fees, failure to comply with treatment
recommendations, conflicts of interest, failure to participate in therapy, client’s needs being outside the scope
of competence or practice, or the client not making adequate progress in therapy. You also have the right to
terminate therapy at your discretion. If either party decides to terminate therapy, we recommend that we
meet for at least one session to review our work together, our goals and accomplishments, any further work
to be done, and our options. This process is intended to facilitate a positive termination experience and give
both parties the opportunity to reflect on the work that has been done. We will also attempt to ensure a
smooth transition to a new therapist by providing referrals when necessary.

Client Litigation
We will not voluntarily participate in any litigation, or custody dispute in which you and another individual,
or entity, are parties. We have a policy of not communicating with attorneys and will generally not write or
sign letters, reports, declarations, or affidavits to be used in a legal matter. We will generally not provide
records or testimony unless compelled to do so. Should we be subpoenaed, or ordered by a court of law to
appear as a witness, you agree to reimburse your therapist for any time spent for preparation, travel, or
other time in which we were available for such an appearance at the rate of $300 per hour. Time spent in
court or being deposed will be billed at $350 per hour.

Records and Record Keeping
We are required by law to maintain records of your treatment. We will keep progress notes, which include
information regarding treatment progress and strategies used in session. Such records are Thrive Therapy
Studio’s sole property. Should you request a copy of records, such a request must be made in writing. We
reserve the right, under California law, to provide you with a treatment summary in lieu of actual records, if
deemed more appropriate. We will maintain your records for 10 years after termination of therapy. After 10
years, your records will be destroyed in a way that preserves your confidentiality.

Confidentiality
In general, the confidentiality of all communications between a client and a therapist is protected by law and
we can only release information about our work to others with your written permission. However, there are
a number of exceptions. In most judicial proceedings, you have the right to prevent your therapist from
providing any information about your treatment. However, in some circumstances such as child custody

Page 9 of 13
proceedings and proceedings in which your emotional condition is an important element, a judge may
require testimony if he/she determines that resolution of the issues before him/her demands it.
1. If a client is threatening serious bodily harm to another, your therapist is required to take protective
actions, which may include notifying the potential victim, notifying the police, or seeking appropriate
hospitalization.
2. If a client threatens to harm himself/herself, your therapist may be required to seek hospitalization
for the client, or to contact family members or others who can help provide protection.
3. If your therapist believes that a child, an elderly person, or a disabled person is being abused, your
therapist must file a report with the appropriate state agency.
4. If your therapist assesses the patient to be a danger to self, or unable to take care of himself/herself,
the appropriate authorities may be notified.
5. In the event of failure to pay a bill in reasonable time, the name of the patient may be given to a
collection agency to collect payment or may be recorded in small claims court.
6. Some legal actions initiated by the patient or the patient’s estate may result in the court ordering the
release of records.
7. Records and information regarding your diagnosis and treatment must be submitted to your
insurance carrier for determination of benefits and authorization for continued treatment.

Professional Status Statement
Please note that, pursuant to the laws of the State of California, clinical work done by Psychological
Assistants, Marriage and Family Therapy interns (MFTI), and Social Work Interns (ASW), must be supervised
by a licensed clinician. This means that Dr. Erica Wollerman, a licensed psychologist, may be reviewing your
records and your psychotherapy if she is supervising your therapist.

Telecommunication
Between sessions your therapist is available by phone, fax, and email. Please be aware that information
communicated these ways will be held with as much confidentiality as possible but that there are risks
inherent to these modes of communication including but not limited to the information being seen/heard by
individuals other than those intended.

Agreement to Arbitrate
It is understood that any dispute as to psychological malpractice, that is as to whether any psychological
services rendered under this contract were unnecessary or unauthorized or were improperly, negligently or
incompetently rendered, will be determined by submission to arbitration as provided by California law, and
not by a lawsuit or resort to court process except as California law provides for judicial review of arbitration
proceedings. Both parties to this contract, by entering into it, are giving up their right to have any such
dispute decided in a court of law before a jury, and instead are accepting the use of arbitration. All claims for
monetary damages exceeding the jurisdictional limit of the small claims court against the psychologist and
the psychologist’s partners, associates, association, corporation or partnership, and the employees, agents
and estates of any of them, must be arbitrated including claims for loss of consortium, emotional distress or
punitive damages. A demand for arbitration must be communicated in writing to all parties. Each party to the
arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral arbitrator, together
with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel
fees or witness fees, or other expenses incurred by a party for such party’s own benefit. Either party shall
have the absolute right to arbitrate separately the issues of liability and damages upon written request.

Contacting Your Therapist
Your therapist often will not be immediately available by telephone as we do not answer calls during
meetings or therapy sessions. As such, leaving a voicemail message is typically the best way to reach us. If
you leave a message, your call will be returned between 24-48 hours after you call, depending on the urgency
of the situation and the day that you call. Generally, messages are returned daily except Saturdays, Sundays,
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and holidays. If your therapist will be unavailable for an extended time, you will be provided with the name
of a colleague to contact, if necessary.
If you are having an emergency, such as suicidal thoughts, and your therapist does not respond quickly
enough for your needs, please either call the Access and Crisis line at 1-888-724-7240 or go to a hospital
emergency room. If you are experiencing a medical emergency, call 911.
Your signature below indicates that you have reviewed the information contained in the Consent to
Treatment document, that you have received a copy of the document, and that you agree to abide by its
terms during our professional relationship. With your signature you are providing permission to provide
you with professional services as a mental health clinician.

__________________________________________________
Signature

__________________________________________________
Printed Name

________________
Date
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CALIFORNIA NOTICE FORM
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. This notice conforms to the Federal
Health Insurance Portability and Accountability Act (HIPAA) effective April 14, 2003. It also conforms to the
Health Care Privacy Laws of California.
1. Disclosures for Treatment, Payment, and Health Care Operations: We may use or disclose your protected health
information (PHI), for certain treatment, payment, and health care purposes without your authorization. In certain
circumstances, we can only do so when the person or business requesting your PHI gives us 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” is when we provide treatment or another healthcare provider diagnoses or treats you. An
example of treatment would be when your therapist consults with another health care provider, such as your
family physician or another psychologist, regarding your treatment.
• “Payment” is when we obtain reimbursement for your health care. Examples of payment are when we disclose
your PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or
coverage.
• “Health Care Operations” is when we disclose 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 our office such as sharing, employing, applying, utilizing, examining, and
analyzing information that identifies you.
• “Disclosure” applies to activities outside of our office such as releasing, transferring, or providing access to
information about you to other parties.
• “Authorization” means written permission for specific uses or disclosures.
2. Uses and Disclosures Requiring Authorization: We 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 we are
asked for information for purposes outside of treatment and payment operations, we will obtain an authorization from
you before releasing this information. We will also need to obtain an authorization before releasing your psychotherapy
notes. “Psychotherapy notes” are notes your therapist have made about our conversation during a private, group, joint,
or family counseling session, which we have 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 we receive it in writing.
3. Uses and Disclosures with Neither Consent nor Authorization: We may use or disclose PHI without your consent
or authorization in the following circumstances:
1. Child Abuse: Whenever your therapist, in their professional capacity, has knowledge of or reasonably suspect
that a child has been the victim of child abuse or neglect, they must immediately report such to Children
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Protection Services (CPS). Also, if they have knowledge of or reasonably suspect that mental suffering has been
inflicted upon a child or that his or her emotional wellbeing is endangered in any other way, they may report
such to CPS as well.
2. Elder or Dependent Adult Abuse: If your therapist, in their professional capacity, have observed or have
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 they are told by an elder or dependent adult that
he or she has experienced these or if they reasonably suspect such, your therapist must report the known or
suspected abuse immediately to Adult Protective Services (APS) or the local law enforcement agency.
Your therapist does not have to report such an incident if:
• They have 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;
• They are not aware of any independent evidence that corroborates the statement that the abuse has
occurred;
• 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
• In the exercise of clinical judgment, they reasonably believe that the abuse did not occur.
3. Health Oversight: If a complaint is filed against Thrive or your therapist with the California Board of
Psychology, the Board has the authority to subpoena confidential mental health information from us relevant to
that complaint.
4. Judicial or Administrative Proceedings: If you are involved in a court proceeding and a request is made about
the professional services that we have provided you, we must not release your information without 1) your
written authorization or the authorization of your attorney or personal representative; 2) a court order; or 3) a
subpoena duces tecum (a subpoena to produce records) where the party seeking your records provides us 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 us 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 by a third party or where the
evaluation is court-ordered. We will inform you in advance if this is the case.
5. Serious Threat to Health or Safety: If you communicate to us a serious threat of physical violence against an
identifiable victim, we must make reasonable efforts to communicate that information to the potential victim
and the police. If we have reasonable cause to believe that you are in such a condition, as to be dangerous to
yourself or others, we may release relevant information as necessary to prevent the threatened danger.
6. Workers’ Compensation: If you file a worker's compensation claim, your therapist must furnish a report to
your employer, incorporating their findings about your injury and treatment, within five working days from the
date of 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.
4. Patient’s Rights and Psychologist’s Duties:
a. Patient’s Rights:
i.
Right to Inspect and Copy: You are entitled to receive a copy of your medical record unless your
therapist believes that receiving that information would be emotionally damaging. Because these are
professional records, they can be misinterpreted and/or upsetting to untrained readers. If you wish to
see your records or receive a copy of your records, we require written notice to that effect, and we
would expect to discuss your request with you in person. If we deny you access to your records, you
can request to speak with an independent colleague of ours about your request. Your request for
independent review of your request should also be made in writing. If you are provided with a copy of
your medical record information, we may charge a fee for any costs associated with that request.
ii.
Right to Amend: If you believe that the information we have about you is incorrect or incomplete, you
may ask us to amend that information. It is our practice to accept this sort of request in writing, and
that any information you may wish to add to your record also be provided to us in written form.
iii.
Right to an Accounting of Disclosures: You have the right to request an "Accounting Of Disclosures."
This is a list of the disclosures we have made of medical record information. That information is listed
on the Authorization To Release Information, and will be provided to you at your written request.
iv.
Right to Request Restrictions: You have the right to privacy, and to request a restriction or limitation
on the health information we use or disclose about you for treatment, payment or health care
operations. As noted above, we will not release your confidential information without your written
permission. Any restrictions to your Authorization To Release Information should be specified on the
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Authorization.
v.
Right to Request Confidential Communications: You have the right to request that we communicate
with you only in certain ways. For example, you can ask that we not leave a telephone message for you,
or that we only contact you at work or by mail.
vi.
Complaints Regarding Privacy Rights: If you believe your privacy rights have been violated, you may
file a written complaint with your therapist, or with an independent colleague of theirs, or with the U.S.
Department of Health and Human Services, 50 United Nations Plaza, Room 322, San Francisco, CA,
94102. You have specific rights under the Privacy Rule. We will not retaliate against you for exercising
your right to file a complaint.
vii.
You have the right to a paper copy of this document, and you will be offered one when you sign the
original for your medical record. We reserve the right to change our policies as outlined herein. If they
change, you will be informed of that change and will provided with a copy of the current document if
desired.
b. Psychologist’s Duties:
i.
We are required by law to maintain the privacy of your PHI and to provide you with a notice of our
legal duties and privacy practices with respect to PHI.
ii.
We reserve the right to change the privacy policies and practices described in this notice. Unless we
notify you of such changes, however, we are required to abide by the terms currently in effect.
iii.
If we revise our policies and procedures, we will provide you with a revised notice either in person or
by mail.
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
By signing this form, you hereby acknowledge receipt of this office’s Notice of Psychologists’ Policies and Privacy
Practices that we have provided to you. This Notice of Psychologists’ Policies and Privacy Practices provides
information about how we may use and disclose your protected health information. We encourage you to read it in full.
This Notice of Psychologists’ Policies and Privacy Practices is subject to change. The most recent version will be on the
Thrive website at www.thrivetherapystudio.com. If we change the notice, you may obtain a copy of the revised notice
from your therapist by contacting them via telephone or visiting our website.
If you have any questions about this Notice of Psychologists’ Policies and Privacy Practices, please contact us via
telephone at (858) 342-1304.

__________________________________________________
Signature

__________________________________________________
Printed Name

________________
Date

