
Initial Fee:______                               
Treatment Agreement Form                 
       
Jen Sermoneta, PsyD, Licensed Psychologist
7050 Carroll Ave, Suite 201, Takoma Park MD 20912 (202) 415-6414
Name 








Today’s Date 





Address  







SS#






City 




State



Zip 






Email, if ok







Cell, if ok





Gender Identification/Preferred Pronouns



Date of Birth 





Commitment Status 






Children & Age/s 




Sexual Orientation, if you’d like to say











Race/Ethnicity/Religion, if you’d like to say











Name of Your Employer/School 




Number of hrs. per wk. 



Position 







Yrs. in Position




Approximate date you were last examined by a physician








Name of your physician 





Phone # 

                                    
Medical Illness/Problems? 













Chronic Pain?


        Since


   
Scale (1 least, 10 most)


            
General and Psychiatric medications, including herbal supplements, past and current:  

___________________________  Dosage/freq: ______________ Started: _____________ Effective? 


___________________________  Dosage/freq: ______________ Started: _____________ Effective? 



___________________________  Dosage/freq: ______________ Started: _____________ Effective? 



___________________________  Dosage/freq: ______________ Started: _____________ Effective? 


Who referred you? 





 

Relationship




Emergency contact  





 

Relationship 




Day Ph. 



   Eve. Ph. 



Other Ph.

                        
Previous/Current Therapists: 






Phone# 















Phone# 




Please sign a release form if you’d like me to speak with your doctor, former therapist/s, or other providers
Previous Mental Health Hospitalizations? [ ]  No   [ ] Yes: when, where & why 





Do you use alcohol or drugs? [  ]  No  [  ] Yes: how many drinks/times per wk.? 





Do you ever worry about your use of food, gambling, work, tobacco, porn, etc.?  [  ] Yes    [  ] No

To your knowledge, did you meet developmental milestones on time? 






List concussions, blows to the head, or brain injuries: 








Are you adopted?                  












Family history of mental health problems: 










What are your interests, hobbies, and pastimes? 










What does “health” mean for you; what do you hope to get from therapy? 






Name: 







Date:







Tell me about your symptoms: 
Past  |  Present






Past   |   Present
[]
[]
Difficulty falling asleep


[]
[]
Anxiety/ Nervousness

[]
[]
Waking in middle of night/too early in am
[]
[]
Shortness of breath

[]
[]
Nightmares, Sleepwalking


[]
[]
Tightness in chest

[]
[]
Not feeling rested after sleeping

[]
[]
Fears or phobias: _______________
[]
[]
Not feeling tired, despite lack of sleep
[]
[]
Rapid heartbeat

[]
[]
Uncomfortable impulses


[]
[]
Tension

[]
[]
Obsessions/Compulsions


[]
[]
Sweating

[]
[]
Poor appetite




[]
[]
Headaches

[]
[]
Using laxatives or throwing up

[]
[]
Parasthesias (tingling, numbness, itching)
[]
[]
Weight gain: _____ pounds since _______
[]
[]
High blood pressure

[]
[]
Weight loss: _____ pounds since _______
[]
[]
Stomach Problems

[]
[]
Eating too much/when not hungry

[]
[]
Spastic/Irritable Bowel

[]
[]
Crying spells




[]
[]
Backaches

[]
[]
Problems getting motivated


[]
[]
Sexual problems

[]
[]
Feeling suicidal or like fleeing or giving up
[]
[]
Excessive use of porn/sex
[]
[]
Feeling hopeless or helpless


[]
[]
Angry outbursts
[]
[]
Feeling down/blue/depressed


[]
[]
Sprees (e.g., spending, sex, gambling)

[]
[]
Feeling flat/numb/dull



[]
[]
Many ideas/racing thoughts



[]
[]
Low energy or fatigue



[]
[]
Traumatic memories
[]
[]
Difficulty planning



[]
[]
Flashbacks


[]
[]
Difficulty concentrating


[]
[]
Hypervigilance
[]
[]
Memory difficulties or amnesia

[]
[]
Avoiding things


[]
[]
Seeing/hearing/smelling things

[]
[]
Grief/bereavement
[]
[]
Irritability




[]
[]
Paranoia/Suspiciousness
[]
[]
Frequent fights with people


[]
[]
Being watched or followed
Growth or changes related to:




[]
[]
Thoughts of harming others


[]
[]
Legal problems



[]
[]
Thoughts of harming yourself

[]
[]
Primary relationship/s






[]
[]
Physical health



[]
[]
Other: _______________________
[]
[]
Acculturation 








[]
[]
Spirituality/religion






[]
[]
Gender identity

[]
[]
Sexual orientation


[]
[]
Parenting // Your parents

[]
[]
Occupation (Work/Career/School)
[]
[]
Substances or addictions

Are you experiencing any other difficulties? 










For Your Information
Welcome to my practice.  This document contains important information about my professional services and business policies. Please read it carefully and jot down any questions so that we can discuss them at our next meeting. When you sign this document, it will represent an agreement between us. 

1) All pertinent laws and regulations regarding confidentiality are followed.  This means information regarding your visits here cannot be released without your specific consent. However, you should be aware that there are certain exceptions when, in case of emergency, information can be released. 



These exceptions include: 


1) Imminent threat of harm to self or others.


2) Situations that indicate possible abuse or criminal neglect of a minor child or a vulnerable adult.


3) If the court orders it.

In situations that involve, in my professional judgment, a threat of serious harm to self or others, I am required to take protective action which may include notifying the police, warning the intended victim(s), or seeking your/the client’s hospitalization. 

For more information regarding privacy protection and the release of Protected Health Information (PHI) please see the attached Maryland Notice Form.

I may occasionally find it helpful to consult other professionals about a case. During a consultation, I do not disclose names and make every effort to avoid revealing the identity of my patient. The consultant is also legally bound to keep the information confidential. Ordinarily, I will not tell you about these consultations unless I believe it is important to our work together. 
Although this written summary of exceptions to confidentiality is intended to inform you about potential issues that could arise, it is important that we discuss any questions or concerns that you may have at our next meeting.  I will be happy to discuss these issues with you and provide clarification when possible. However, if you need specific clarification or advice I am unable to provide, formal legal advice may be needed, as the laws governing confidentiality are quite complex and I am not an attorney.
2) If you are under eighteen (18) years of age, please be aware that while the specific content of our communications is confidential, your parents have a right to receive general information on the progress of the treatment. 

3) Psychotherapy is not easily described in general statements. It varies depending on the personalities of the psychologist and patient, and the particular problems you hope to address. There are many different methods I may use to deal with those problems.  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 work on things we talk about both during our sessions and at home. 
Psychotherapy can have benefits and risks. Because therapy often involves discussing unpleasant aspects of your life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. On the other hand, psychotherapy has also been shown to have benefits for people who go through it. Therapy often leads to better relationships, solutions to specific problems, and significant reductions in feelings of distress. But, there are no guarantees as to what you will experience. 
Our first few sessions will involve gaining an understanding of your needs. By the end of the clinical evaluation, I will be able to offer you some first impressions of what our work will include and a general treatment plan to follow, if you decide to continue with therapy. You are encouraged to evaluate this information, along with your own opinions, to decide whether you feel comfortable working with me. After these first few meetings, I will notify you if I believe that I am not the right therapist for you and, if desired, I will give you referrals to other practitioners whom I believe are better suited to help you.  
Therapy involves a large commitment of time, money, and energy, so you are encouraged to be very careful about the therapist you select. If you have questions about my procedures, we should discuss them whenever they arise. If your doubts persist, I will be happy to help you set up a meeting with another mental health professional for a second opinion. 
4) MEETINGS: I normally conduct an evaluation that will last from 2 to 4 sessions.  During this time, we can both decide if I am the best person to provide the services you need in order to meet your treatment goals.  If we agree to begin psychotherapy, we will usually schedule one session per week, at a time we agree on, although some sessions may be longer or more frequent. Except when prearranged for special circumstances, the duration of each session is 50 or 53 minutes.
Once an appointment hour is scheduled, you will be expected to pay for it unless you provide 48 hours advance notice of cancellation, unless we both agree that you were unable to attend due to circumstances beyond your control. Whenever possible I will make every effort to offer alternative times during my regularly scheduled office hours. You will not, of course, be billed for times that I am out of the office for sick or vacation days. 
With 48 hours notice, you may attempt to reschedule for the same week or cancel without charge. However, a pattern of cancellations or changes (e.g., more than two changes/cancellations per month for more than two months in a row) may result in charges or loss of your standing appointment time. Unless we both agree that you were unable to attend due to circumstances beyond your control, appointments cancelled with less than 48 hours notice and missed appointments will be charged in full. Missed appointments cannot be reimbursed by your insurance provider.

5) Fees and increases: As time passes, typically annually, I may raise my rates. 

6) Payment is due at each session’s end. Monthly statements are provided near the start of each month, for the month prior. 

7) Professional Fees: If we meet more for longer than the usual session duration, I will charge according to our usual session fee.  In addition to weekly appointments, I charge this same hourly rate for other professional services you may need, though I will prorate the hourly cost if I work for periods of less than one hour.  Other professional services include report writing, telephone conversations lasting longer than ten minutes, attendance at meetings with other professionals you have requested or authorized, preparation of treatment summaries, and the time spent performing any other service you may request of me. 
8) If you are, or become, involved in legal proceedings that require my participation as your therapist, you will be expected to pay for all of the professional time, including preparation and transportation costs, even if I am called to testify by another party.  Because of the preparation for testimony, the charge of $260 per hour for preparation and attendance at any legal proceedings will be in effect. A minimum charge of $700 will be assessed for canceling therapy time to be available for a court appearance. Once therapy time is cancelled, this fee will be assessed whether the case settles or the therapist is called to testify or not. The cost for preparing documents such as detailed treatment summaries or letters is based on time incurred, at a rate equal to our agreed hourly treatment fees.

If I am involved in legal proceedings, whether called by you or by an opposing attorney, the following fees apply:

a) Preparation time (including submission of records): $260/hr

b) Phone calls: $260/hr

c) Depositions: $260/hour

d) Time required in giving testimony: $260/hour

e) Mileage: $0.40/mile

f) Time away from office due to depositions or testimony: $260/hour

g) All attorney fees and costs incurred by the therapist as a result of the legal action

h) Filing a document with the court: $150 in addition to time preparing document
i) Minimum charge, per day, for a court appearance: $1800

9) Although I make every effort to be available to patients on weekends and after hours, I cannot guarantee this availability.  If you are experiencing a true emergency and cannot reach me, please call the Crisis Center, 240-777-4000 or 911, or go to the nearest emergency room and have the on-call physician contact me.  My after hours and emergency number is 202-415-6414.

Though I am usually in my office between 9 AM and 5 PM, I will not answer the phone when I am with a patient. When I am unavailable, my phone is answered by voice mail. I recommend also texting me just to alert me you would like a call back. I will make every effort to return your call on the same day you make it, with the exception of weekends and holidays. If you are difficult to reach, please inform me of some times when you will be available. 
Email and text are available as a convenience to help with scheduling. Please be aware that I cannot guarantee their confidentiality, and please do not include clinical information in electronic communications. 
10) A service fee of $25.00 (or the amount charged by the bank) will be charged for all returned checks.

11) Delinquent accounts are subject to collection by A & S Collections, Inc. or similar vendor - in this event only pertinent billing records will be released as part of the collection process.  All accounts thirty (30) days past due will be subject to late fees and all costs of collections.


I have read, and I understand, the information contained in this treatment agreement. Any questions I had regarding the above information were answered to my satisfaction.


Client Signature ___________________________________________________  Date:  ______________

Parents/Guardians Only
Note to Parents: Except in cases of imminent threat of harm to self or others, I work to maintain a confidential relationship with the minor patients I see.  While this is sometimes a difficult arrangement for parents, a confidential relationship is critical for therapeutic effectiveness. Except under special circumstances, discussions regarding progress, prognosis and diagnosis are conducted in the presence of the minor child in the form of a family session. These sessions will be scheduled at the request of any of the involved parties. 

I have read, and I understand, the information contained in this treatment agreement.

Parent or Guardian Signature: ______________________________________ Date: _______________

For divorced/separated parents please indicate type of custody: _____________________________________

Acknowledgment of Receipt

 I have received a copy of the Maryland Notice Form regarding privacy and confidentiality, patient rights, and uses and disclosures requiring authorization in accordance with HIPPA privacy rules.  I understand that if I have any questions or concerns regarding this form every effort will be made to address those questions or concerns. I also understand that this is not a release of information.


Patient signature: _____________________________________    Date: ___________


For patients under the age of 18:


Parent or Guardian signature: ________________________________ Date:_________

**** YOU MAY TAKE A COPY OF THIS WITH YOU OR LEAVE IT IN YOUR FILE****

MARYLAND NOTICE FORM


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.
 
In accordance with the Health Insurance Portability and Accountability Act (HIPPA) privacy rule (45 C.F.R. parts 160 and 164) I have established specific policies and procedures designed to protect the privacy of your patient records and the confidentiality of our communication.   However, you should be aware that there are certain exceptions provided by the HIPPA privacy rule that I may use or disclose your Protected Health Information (PHI) without your consent or authorization. These exceptions include the following:

 Child Abuse – If I have reason to believe that a child has been subjected to abuse or neglect, I must report this belief to the appropriate authorities.

Adult and Domestic Abuse – I may disclose protected health information regarding you if I reasonably believe that you are a victim of abuse, neglect, self-neglect or exploitation.

 Health Oversight Activities – If I receive a subpoena from the Maryland Board of Examiners of Psychologists because they are investigating my practice, I must disclose any PHI requested by the Board.

 Judicial and Administrative Proceedings – If you are involved in a court proceeding and a request is made for information about your diagnosis and treatment or the records thereof, such information is privileged under state law, and I will not release information without your written authorization or a court order.  The privilege does not apply when you are being evaluated or 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 – If you communicate to me a specific threat of imminent harm against another individual or if I believe that there is clear, imminent risk of physical or mental injury being inflicted against another individual, I may make disclosures that I believe are necessary to protect that individual from harm.  If I believe that you present an imminent, serious risk of physical or mental injury or death to yourself, I may make disclosures I consider necessary to protect you from harm.

Patient’s Rights


As a patient you have been provided a specific set of rights that have been put in place for your protection.  These rights include the following:
Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosures of protected health information.  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.  On 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.  You have the right to inspect or obtain a copy (or both) of Psychotherapy Notes unless I believe the disclosure of the record will be injurious to your health.  On your request, I will discuss with you the details of the request and denial process for both PHI and Psychotherapy Notes.   

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.  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.


I reserve the right to change the privacy policies and practices described in this notice.  If I revise my policies and procedures, I will provide you with a summary of those changes and allow you to respond to the changes.   If you have questions about this notice, disagree with a decision I make about access to your records, or have other concerns about your privacy rights, please feel free to communicate these concerns during our meetings or if you prefer, you may send me a written complaint.  You may also send a written complaint to the Secretary of the U.S. Department of Health and Human Services.  You have specific rights under the Privacy Rule.  I will not retaliate against you for exercising your right to file a complaint.

Uses and Disclosures Requiring Authorization 


The HIPAA privacy rule permits me to use or disclose PHI for purposes outside of treatment, payment, or health care operations when your appropriate authorization is obtained.  In those instances when I am asked for information for purposes outside of treatment, payment, or health care operations, I will obtain an authorization from you before releasing this information. 


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, law provides the insurer the right to contest the claim under the policy.

This notice will go into effect on April 15th, 2003.


 I have read and understand the above statements regarding privacy and confidentiality, patient rights, and uses and disclosures requiring authorization. 


Patient signature: _____________________________________    Date: ___________


For patients under the age of 18:


Parent or Guardian signature: ________________________________ Date:_________

This form pertains to the practice owned and operated by: Jen Sermoneta, PsyD.
Scheduling Notes:

Your appointment time is reserved for you in advance, to ensure the continuity of our therapeutic work. Therefore, sessions start and end at the appointed times and, unfortunately, I cannot adjust the appointment's end time if you are late.  Also, you are charged for cancelled and broken appointments, with the exception of true emergencies (such as weather-related Federal closures) or serious illness. These charges cannot be submitted for reimbursement by insurance. With 48 hours of advance notice, or in cases of serious illness or emergency, I will make every effort to arrange an alternate appointment time if possible. 

Please initial to indicate that you are aware of and agree to this information _____

If you demonstrate a pattern of missing, rescheduling, or canceling appointments you may incur charges or lose your standing appointment time (e.g., if you cancel or reschedule two or more times per month for two months in a row). 
Please initial to indicate that you are aware of and agree to this information _____

Limits of Confidentiality
Please review the limits of confidentiality outlined in this document. I am glad to answer questions about these in advance and/or when we meet in person.

Please initial to indicate that you are aware of and agree to this information _____
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Jen Sermoneta, PsyD.
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Jen Sermoneta, PsyD
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