Loretto Brickfield, Ph.D.
NJ Licensed Psychologist #2954
[bookmark: _GoBack]18-01 Pollitt Drive Suite 1A 
Fair Lawn, NJ 07410 
(973) 768 - 8571 
www.lorettobrickfieldphd.com


Name: _________________________________________                       Date of Birth _______________
Home Address: __________________________________
                             __________________________________
Email:__________________________________________
Home Phone: ____________________________________      Cell: _______________________________
Employer:       ____________________________________       Position: ___________________________
Business Phone:__________________________________
Marital Status: ___________________________________       Spouse’s name:______________________
Children (Name and ages) _______________________________________________________________
Emergency Contact: __________________________________ Phone: ___________________________ 
Referred by: __________________________________________________________________________

How may I contact you?   _____ Home phone   ____  Cell phone  ____ Voice mail   _____ Text  ___Work
(Check all that apply)         ______Email 


                                                                           INSURANCE INFORMATION 

Insurance Carrier: __________________________________                  Policy Number: _______________
Group Number_____________________________________
Name of Insured: ___________________________________                 Insured’s Date of Birth:_________
Co Payment: _______________________________________
Person Responsible for this Bill: ___________________________________________________________

I understand that regardless of my insurance status, I am responsible for any fees incurred for any professional services rendered.  I am responsible to have secured preauthorization if required by my insurance carrier prior to my first appointment. Full Payment and any  insurance copayments are due at the time of the office visit.  Appointments missed or cancelled within less than twenty four hours of the scheduled time cannot be charged to your insurance carrier and will be billed to the patient or responsible party at the rate equal to that authorized company for a regular treatment sessions or $175.00 whichever is less.   Delinquent accounts are subject to collection agency action after due notice and an opportunity for payment is given. Letters to third parties or reports are billable at $200.00 per 45 minutes of prep time. This service is not billable to insurance and must be paid in advance of any letters being sent. 


Signature: ______________________________________________    Date: _______________________






HEALTH HISTORY

Please list major illnesses, surgery or hospitalizations in the past five years. 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Present Medication and Dosages: ________________________________________________________
____________________________________________________________________________________

Name of Primary Care Physician: _________________________________________________________
Phone: _____________________                                   Date of Last Physical: _______________________

Previous Therapeutic Experience ( Please list date of type) : _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History of Psychiatric Illness: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Why are you seeking help at this time?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have there been major changes in your life in the past year? (Marriage, divorces, death, loss of job, illness) 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any problems with substance abuse? 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________









Loretto Brickfield, Ph.D.
NJ Licensed Psychologist #2954
18-01 Pollitt Drive Suite 1A 
Fair Lawn, NJ 07410 
(973) 768 - 8571 
www.lorettobrickfieldphd.com

STATEMENT OF POLICY AND INFORMED CONSENT


1. Sessions are approximately 45 minutes in duration.

2. Payment is due at each session unless Dr. Brickfield is an authorized provider for your insurance carrier. Please check with your insurer to determine if a copayment is due at each session,

3. Cancellations of sessions require 24 hours notices or you will be charged for the missed appointment.  Missed appointments cannot be billed to an insurer. 

4. Dr. Brickfield will make every reasonable effort to return your phone call within 24 hours Monday through Friday. However, she does not monitor her calls between 10:00 PM and 9:00 AM or on weekends or holidays.  Please be aware that Dr. Brickfield does not provide 24 hour emergency services. If you have an emergency, please call 911 or go to the nearest emergency room.  Dr. Brickfield does not maintain an email account for client communication. 

5.  Payment for services is determined by your insurance carrier and our office cannot guarantee that the services provided will be covered by your insurance carrier. This means that you are responsible for all or part of the services provided by this office.



__________________________________________________                             _____________________
Patient’s Signature                                                                                                            Date



____________________________________________________
Parent or Legal Guardian’s Signature if Patient is a Minor









Loretto Brickfield, Ph.D.
NJ Licensed Psychologist #2954
18-01 Pollitt Drive Suite 1A 
Fair Lawn, NJ 07410 
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                                                                 www.lorettobrickfieldphd.com


Consent for Purposes of Treatment, Payment and Health Care Operations

I consent to the use and disclosure of my protected health information for the purpose of diagnosing, or providing treatment to me and in obtaining payment for my health care bill. I understand that I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment or obtain payment. I understand that I have the right to revoke this consent in writing at any time. 

My protected health information means health information including demographic information collected from me and created or received by Dr. Brickfield, another health provider, health plan, employer or health care clearinghouse. The protected health  information relates to my past, present or future physical or mental health or conditions and identifies me or there is reasonable basis to believe the information would identify me. 

I understand that I have the right to review this Office’s Notice of Privacy Practices prior to signing this document. The Notice of Privacy Practices describes the type and uses of disclosures of my protected health information that will occur in treatment, payment of bills or in the professional operation of the practice. The notice also describes my rights and those of Dr. Brickfield’s duties with respect to my protected health information.

Dr. Brickfield reserves the right to change the Privacy Practices that are described. I may request and obtain revised copy of the privacy practices.

I have read the above and understand that I have the right to revoke this consent in writing at any time.


_____________________________________________                                        __________________
Patient’s Signature                                                                                                                      Date


______________________________________________    
Parent or Guardian’s Signature if Patient is a Minor 


