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| GENERAL INFORMATION
Name: DOB: Identified Gender:

Preferred Pronouns: School and Grade and/or Employer:

Mailing Address:

Phone Number:

| MEDICAL AND REFERRAL INFORMATION
Complete Name of Primary Care Provider:

Primary Care Provider’'s Telephone Number:

Name of Referring Provider and Phone Number:

Name of Pharmacy: Phone: Fax:

If patient is under 21 years of age, please complete the following information not already included
above:

If parents are Separate/Divorced, what are the custody arrangements:

Parent #1 Name: DOB: Policy Holder: Yes O No O
Address:

Home Telephone: May we leave a message? Yes O No O

Cellular Telephone: May we leave a message? Yes O No O

E-mail Address: May we send a message? Yes O No O

Parent #2 Name: DOB: Policy Holder: Yes O No O
Address:

Home Telephone: May we leave a message? Yes O No O

Cellular Telephone: May we leave a message? Yes O No O

E-mail Address: May we send a message? Yes O No O

Collaborative Counseling Center provides appointment reminders via phone, email and/or text
message. Please let us know how to communicate your reminders. Check all that apply:

Home Phone I:I Cell Phone |:| Text Message |:| Email |:|



.:'\(':.,‘ C o L L A B O RAT I V E 5560 Sterrett Place Suite 201
%Ys° COUNSELING CENTER Colurmbia, MD 21046

T (443) 546-4000 F (443) 546-4005
www.CollaborativeCounselingCenter.com
AUTHORIZATION TO RELEASE OR EXCHANGE

INFORMATION

Working together to inspire change and promote growth

PATIENT INFORMATION

Clients Name:
Address:

City, State, ZIP:
Date of Birth: Phone Number:

| OTHER PARTY
Name of Person/Organization:

Address:
City, State, ZIP: Phone Number:

| INFORMATION TO BE RELEASED |
| hereby authorize Collaborative Counseling Center to (please initial all that apply)
[JIRelease Information to ClGather Information from  CJExchange Information with

This information may consist of the following (please initial each line to which consent is given):
Psychological test reports
Psychiatric evaluation reports
Periodic reports of psychotherapy
Social History Data (family, education, employment, arrest, drugs, and alcohol)
Medical Information
Other (specify):

This information will be used (please initial each line to which consent is given):
To determine appropriateness of treatment
To develop a diagnosis and treatment plan
To facilitate coordination of services
At the request of the individual
Other (specify):

| ACKNOWLEDGMENT |
I understand that no information may be forwarded by either party listed in this release to any
other individual or agency without my written consent. | understand that this information may not
be redisclosed by its recipient. This authorization may be revoked at any time by my written
statement except to the extent that authorized persons who are to disclose the information
described above have already taken action in reliance on it. It is automatically revoked 30 days
after the termination of the therapeutic relationship or under the following conditions:

This consent is given voluntarily, without coercion. Signing this form is not required to receive
treatment/services at Collaborative Counseling Center.

Client Date Staff Signature Date
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| CONSENT FOR CARE |

I, the patient or patient’s legal representative, hereby grant permission to Collaborative
Counseling Center to perform such examinations, medical, and therapeutic procedures as may
be professionally deemed necessary or advisable and to communicate about them via
telephone, mail, facsimile, and e-mail for my/the patient’s diagnosis, treatment, payment, and
healthcare operations.

| am aware that the practice of medicine and mental health services are not an exact science
and that no guarantees or promises have been made to me as to the result of treatment or
examination.

Patient Signature: Date:

Patient Printed Name:

The authorization below is given on the patient’s behalf because the patient is either a minor or
unable to sign.

Name: Relationship to Patient:

Signature: Date:
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Informed Consent for Telehealth Services

Definition of Telehealth

Telehealth involves the use of electronic communications to enable Collaborative Counseling
Centers’ Psychiatrists and Mental Health Professionals to connect with individuals and families
using interactive video and audio communications. Telehealth includes the practice of mental
health care delivery, diagnosis, consultation, treatment, and referral to resources, education,
and the transfer of medical and clinical data.

I understand that | have the rights with respect to telehealth, for myself and/or my minor
child:

1. The laws that protect the confidentiality of my personal information also apply to telehealth.
As such, | understand that the information disclosed by me during the course of my sessions is
generally confidential. However, there are both mandatory and permissive exceptions to
confidentiality, including, but not limited to, reporting child, elder, and dependent adult abuse;
expressed threats of violence toward an ascertainable victim; and where | make my mental or
emotional state an issue in a legal proceeding. | also understand that the dissemination of any
personally identifiable images or information from the telehealth interaction to other entities
shall not occur without my written consent.

2. | understand that | have the right to withhold or withdraw my consent to the use of telehealth
in the course of my care at any time, without affecting my right to future care or treatment.

3. I understand that there are risks and consequences from telehealth, including, but not limited
to, the possibility, despite reasonable efforts on the part of the counselor, that: the transmission
of my personal information could be disrupted or distorted by technical failures, the
transmission of my personal information could be interrupted by unauthorized persons, and/or
the electronic storage of my personal information could be unintentionally lost or accessed by
unauthorized persons. CCC utilizes secure, encrypted audio/video transmission software to
deliver telehealth.

4. | understand that if my Provider believes | would be better served by another form of
intervention (e.g., face-to-face services), | will be referred to a mental health professional
associated with any form of mental health services, and that despite my efforts and the efforts
of my Provider, my condition may not improve, and in some cases may even get worse.

5. | understand the alternatives to mental health services through telehealth as they have been
explained to me, and in choosing to participate in telehealth, | am agreeing to participate using
video conferencing technology. | also understand that at my request or at the direction of my
Provider, | may be directed to “face-to- face” mental health services.

6. | understand that | may expect the anticipated benefits such as improved access to care and
more efficient evaluation and management from the use of telehealth in my care, but that no
results can be guaranteed or assured.

7. 1 understand that my healthcare information may be shared with other individuals for
scheduling and billing purposes. Others may also be present at the onset of the session, other
than my Provider in order to operate the video equipment. The above-mentioned people will all
maintain confidentiality of the information obtained. | further understand that | will be informed of
their presence in the consultation and thus will have the right to request the following: (1) omit
specific details of my medical history that are personally sensitive to me,



(2) ask non-clinical personnel to leave the telehealth room, and/or (3) terminate the
consultation at any time.

8. I understand that my express consent is required to forward my personally identifiable
information to a third party.

9. I understand that | have a right to access my medical information and copies of my medical
records in accordance with the laws pertaining to the state in which | reside.

10. By signing this document, | agree that certain situations, including emergencies and
crises, are inappropriate for audio-/video-/computer-based mental health services. If | am in
crisis or in an emergency, | should immediately call 9-1-1 or seek help from a hospital or crisis-
oriented health care facility in my immediate area.

11. | understand that different states have their own regulations for the use of telehealth. CCC
Providers will follow all guidelines for Maryland and their respective licensing boards.

Payment for Telehealth Services:

Collaborative Counseling Center will require clients to complete a Credit Card on File Form or
accept payment the time of scheduling. We will provide you with a receipt and HICF to submit
to your insurance company.

Patient Consent to the Use of Telehealth:

| have read and understand the information provided above regarding telehealth, have
discussed it with my Provider, and all of my questions have been answered to my satisfaction. |
have read this document carefully and understand the risks and benefits related to the use of
telehealth services. | hereby give my informed consent to participate in the use of telehealth
services for treatment under the terms described herein. By my signature below, | hereby state
that | have read, understood, and agree to the terms of this document.

Patient Name Parent/Guardian Name

Patient or Parent/Guardian Signature Date
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Collaborative Counseling Center (CCC) is dedicated to protecting the privacy rights of our
patients and the confidential information entrusted to us. The commitment of each employee to
ensure that your health information is never compromised is a principal concept of our practice.
We may, from time to time, amend our privacy policies and practices, but will always inform you
of any changes that might affect your rights.

| PROTECTING YOUR PERSONAL HEALTHCARE INFORMATION

We use and disclose the information we collect from you only as allowed by the Health
Insurance Portability and Accountability Act (HIPAA) and the State of Maryland. This includes
issues relating to your treatment, payment, and our healthcare operations. Your personal health
information will never otherwise be given to anyone, even family members, without your written
consent. You, of course, may give written authorization for us to disclose your information to
anyone you choose, for any purpose.

Our offices and electronic systems are secure from unauthorized access and our employees are
trained to make certain that the confidentiality of your records is always protected. Our privacy
policy and practices apply to all former, current and future patients, so you can be confident that
your protected health information will never be improperly disclosed or released.

The HIPAA officer for this practice is Emily Greenberger, LCSW-C, Clinical Director.

| COLLECTING PROTECTED HEALTH INFORMATION

We will only request personal information needed to provide our standard of quality healthcare,
implement payment activities, conduct normal health practice operations, and comply with the
law. This may include your name, address, telephone numbers, social security number,
employment data, medical history, health records, etc. While most of the information will be
collected from you, we may obtain information from third parties if deemed necessary.
Regardless of the source, your personal information will always be protected to the full extent of
the law.

| DISCLOSURE OF YOUR PROTECTED HEALTH INFORMATION

As stated above, we may disclose information as required by law. We are obligated to provide
information to law enforcement and governmental officials under certain circumstances. We will
not use your information for marketing purposes without your written consent. We may use
and/or disclose your health information to communicate reminders about your appointments
including voicemail messages, answering machine messages, and postcards.

| PATIENT RIGHTS

You have the right to request copies of your healthcare information, to request copies in a
variety of formats, and to request a list of instances in which we, or our business associates,
have disclosed your protected information for uses other than stated above. All such requests
must be in writing. We may charge for your copies in an amount allowed by law. If you believe
your rights have been violated, we urge you to notify us immediately. You can also notify the
U.S. Department of Health and Human Services.

We thank you for being a patient at our office. Please let us know if you have any questions
concerning your privacy rights and the protection of your personal health information.
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[PURPOSE OF THIS INFORMATION

In order for Collaborative Counseling Center to provide the best care possible, we want our
patients to have as much pertinent information as possible. If you have any questions or
concerns about the healthcare or business practices of this office, please feel free to discuss
them with our Clinicians and Physicians.

| PRIVACY AND RELEASE OF INFORMATION

Services you receive in this office are confidential, except in the circumstances listed below:

Threats of harm to self or others

Abuse of a child, vulnerable adult, or developmentally disabled person

A court order to release information

Subpoena of treatment records by an attorney. If you do not want this information

released, you must obtain a protective order from the court within fourteen (14) days.

If you will be applying your health insurance benefits, we may be required to provide

information to your health plan, including some or all of your record of treatment, in order

for your carrier to pay for services. By signing the Acknowledgement of Receipt of Office

Policies and Procedures form you consent to release of that information to your health

plan. Psychotherapy notes are handled separately under HIPAA and have additional

protections.

6. If you are party to child custody litigation at any time in the future, the court may order
release of information about your treatment in this office.

7. In some instances, as provided by the state law of Maryland, information about your
healthcare may be exchanged with other healthcare professionals involved in your
treatment.
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In circumstances other than these, CCC will not release information about your treatment
without your authorization.

[EMERGENCY CONTACT |

Messages left on voicemail are retrieved regularly and calls are returned as soon as possible.
If you need more rapid attention for your own or someone else’s safety, do not delay while
waiting for me a Clinician to return your telephone call. In a mental health emergency, please
call 9-1-1 or report to the nearest hospital emergency room.

| PATIENT RECORDS |

An electronic record (file) is kept of services you receive in this office. You have a right to see
the record and receive a copy of it upon request. You may ask that factual errors in the record
be corrected. You may authorize in writing that copies of the record be released to entities you
designate, at your expense, according to charges stipulated by the state law of Maryland.
Under certain circumstances where seeing the record may put a patient or other person at risk,
CCC may redact certain information in the record and/or require that you review the record
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In consultation with another healthcare provider. You may receive an accounting of non-routine
uses and disclosures of your record. You will not be considered an active client at CCC if you
have not been seen for one year from the date of your last visit.

You may receive a free copy of your record and a free accounting of non-routine
disclosure(s) each year. Please contact Collaborative Counseling Center to obtain these
documents. We require your request to be in writing:

Collaborative Counseling Center
5560 Sterrett Place, Suite 201
Columbia, MD 21044

If you have questions, please contact our office at (443) 546-4000.

| SECURITY PROCEDURES

CCC makes reasonable efforts to prevent access and disclosure to unauthorized personnel.
CCC keeps an ongoing log of potential risks and the physical and electronic safeguards
implemented to limit these risks. CCC requires all of its clinicians and staff to abide by all
applicable privacy regulations. CCC utilizes a surveillance and security system to keep
clients, families, and staff safe.

| INSURANCE BENEFITS AND PATIENT RESPONSIBILITY FOR FEES

It is the patient’s and the patient’s guarantors responsibility to pay for all mental health and
psychiatric services, in full, at the time of each visit. It is also your obligation to submit the
provided Superbill to your insurance company for potential reimbursement for out of network
mental health services. If charges are denied by a health insurance plan they become entirely
your responsibility, even if you had understood from your health insurance plan that the charges
would be paid by them. Only your health insurance plan can describe your benefits to you or
verify provider eligibility. We advise you to contact your health insurance plan directly for
verification. CCC Clinicians will provide you with requested documentation in a timely fashion.
We do not accept payments from insurance companies.

| FEES AND PAYMENT

Payment is due in full at the time services are provided unless prior arrangements have been
made. Billing and patient accounts are administered by Collaborative Counseling Center.
Please telephone CCC directly with any questions or concerns about your account statement.

| UNPAID BILLS

It is important that you discuss with CCC any financial hardship that you may have. Doing so
may allow us to arrive at a mutually agreeable payment plan that allows the continuation of your
treatment. If this cannot be accomplished, seriously delinquent accounts may be referred to a
collection agency and we may have to terminate our relationship as provider and patient.
Information necessary to effect collection will be released to the collection agent. Should it
become necessary to file suit in this context, you agree to pay reasonable attorney fees. A
service fee of 3% will be charged on balances more than thirty (30) days past due.
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| LATE CANCELLATIONS AND MISSED APPOINTMENTS

Failure to keep a scheduled appointment will result in a charge for the full fee of the scheduled
appointment, unless you cancel at least 24 business hours prior to the appointment time. This
allows CCC Clinicians the minimum amount of time to offer the appointment to others in need of
treatment services.

| GRIEVANCE PROCEDURES AND COMPLAINTS

If you have any questions or concerns about administrative or business matters in this office,
please discuss them with your Clinician directly. We may involve the Clinical Director, Emily
Greenberger, LCSW-C, if it would be mutually beneficial to do so.

If you have any questions or concerns about your treatment, you are encouraged to
discuss them with your Clinician. In addition, or instead, the following avenues are
available:

1. You may contact your health insurance plan or behavioral health benefit manager;

2. If you feel the problem is serious and/or you have not reached resolution through one of
the avenues above, you can file a complaint with the Maryland Department of Health
and Mental Hygiene. Contact information can be found on the DHMH website
www.dhmh.maryland.gov

3. You may also file complaints regarding privacy practices to the Secretary of the U.S.
Department of Health and Human Services.

| FEES

All provider services and fees are listed on our website by visiting
www.collaborativeounselingcenter.com. All fees are subject to change; however, any changes
will be discussed with you.


http://www.dhmh.maryland.gov/
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NOTICE OF PRIVACY PRACTICES AND POLICIES, EFFECTIVE January 2™, 2013

AS REQUIRED BY FEDERAL LEGISLATION, THIS NOTICE DESCRIBES HOW
HEALTHCARE INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW
YOU CAN OBTAIN ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This notice applies to all of the paper and electronic records of your care maintained by
Collaborative Counseling Center (CCC) whether created by CCC, or records acquired from
outside resources such as other clinicians involved in your care and laboratory reports.

| WAYS THE PRACTICE MAY USE AND DISCLOSE YOUR INFORMATION |

The following categories describe ways that CCC shares your confidential information.
Confidential information includes Protected Health Information (PHI) (information that could be
used to identify you). Not every use or disclosure in a category is listed. However, all of the
ways we are permitted to use and disclose information will fall within one of the following
categories.

A. DISCLOSURES WHICH REQUIRE AUTHORIZATION
Psychotherapy notes are handled separately under HIPAA and have additional
protections. Specifically, the regulations state that in most instances a practice must
obtain an authorization for any use or disclosure of psychotherapy notes. No
authorization is needed to carry out treatment, payment, healthcare operations, or the
uses listed in routine situations. All other circumstances require a valid authorization from
you for use and disclosure.

Confidential information may be released for payment and healthcare operations only to
health insurance plans and their agents, as well as business associates of the practice.
The definition of a health insurance plan does not include life insurance companies,
automobile insurance companies, or workers’ compensation carriers. These are not
covered under HIPAA. If you would like information submitted to one of these companies,
an authorization will be required, unless it is already mandated by state or federal law.

B. ROUTINE SITUATIONS
1. For Treatment CCC may use information about you in order to provide you with
proper medical treatment or services. Treatment is when a Clinician needs to
provide, coordinate, or manage your healthcare and other services related to
your healthcare. An example of treatment is when CCC consults with another
healthcare provider, such as your primary care physician.

2. For Payment CCC may use and disclose information about you so that the
treatment and services you receive may be billed and payment can be collected
from you, an insurance company, or a third party (including a collection agency if
necessary). For example, on request, CCC may give your health insurance plan
information about services you received at the practice, so your health insurance
can pay my practice or reimburse you for the services. CCC may also tell your
health insurance plan about a treatment you are going to receive, in order to
obtain prior approval or determine if your plan will cover the treatment.
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3. For Healthcare Operations CCC may use and share information about you for
administrative functions necessary to run our practice and promote quality care.
Clinicians may share information with business associates who provide services
necessary to run the practice, such as transcription companies or billing services.
CCC will contractually bind these third parties to protect your information as your
Clinician would. Also, CCC may permit your health insurance plan or other
providers to review records that contain information about you to assist them in
improving the quality of service provided to you.

4. Communicating with You and Others Involved in Your Care CCC may contact
you to provide appointment reminders, information about treatment alternatives,
or other health-related benefits and services that may be of interest to you. In
certain situations, | may share information about you with a friend or family
member who is involved in your care or payment for your care unless you have
requested that such disclosures not occur and the CCC is in agreement.
Information disclosed will be directly relevant to such person’s involvement with
your care or payment related to your care. Whenever possible, this person will be
identified by you. However, in emergencies or other situations in which you are
unable to indicate your preference, CCC may need to share information about you
with other individuals or organizations to coordinate your care or notify your
family.

C. SPECIAL SITUATIONS
1. As Required By Law: CCC will disclose information about you when required to
do so by federal, state or local law. For example, CCC may release information
about you in response to a valid court subpoena.

2. Health Oversight Activities: CCC may disclose information to a health oversight
agency for activities authorized by law. For example, these oversight activities
include: audits, investigations, inspections, and licensure. These activities are
necessary for the government to monitor the healthcare system, government
programs, and compliance with civil rights laws.

3. For Judicial or Administrative Proceedings: If you are involved in a court
proceeding, and a request is made for information about the professional
services that you have received within the practice and the records thereof, such
information may be privileged under state law. CCC will not release information
without the written authorization of you or your legal representative, or in instance
of issuance. This may also be the case in the instance of a court subpoena,
which requires the provision of such information, which you have been properly
notified. In response, you have not opposed the court subpoena within the legally
specified format and timeframe, or in the instance of the issuance of a court order
compelling me to provide Protected Health Information (PHI). 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.
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4. To Avert Serious Threat to Health or Safety: CCC may disclose your
confidential mental health information to any person without authorization if they
reasonably believe that disclosure will avoid or minimize imminent danger to
your health or safety, or the health or safety of any other individual. These
disclosures may be to law enforcement officials to respond to a violent crime or
to protect the target of a violent crime. For example, threats of harming another
individual may be reported to appropriate authorities.

5. Worker’s Compensation: If you file a worker's compensation claim with certain
exceptions, CCC must make available at any stage of the proceedings, all PHI
information in our possession that is relevant to that particular injury in the
opinion of the Maryland Department of Labor and Industries, to your employer,
your representative, and the Department of Labor and Industries upon request.

6. Public Health Risks: CCC may disclose information about you for public health
activities. These activities generally include, but are not limited to, the following:

To prevent or control disease, injury, or disability

To report child abuse or neglect

To report adult and domestic abuse

To report reactions to medications or problems with products

To notify people of recalls of products they may be using

To notify a person who may have been exposed to a disease or may be

at risk for contracting or spreading a disease or condition

g. To notify the appropriate government authority if we believe a patient has
been the victim of abuse, neglect, or domestic violence.

~ooo0ooTw®

7. Law Enforcement: CCC may release information about you if asked to do so by
a law enforcement official:
a. Inresponse to a court order, subpoena, warrant, summons, or similar

process
b. To identify or locate a suspect, fugitive, material witness, or missing
person
c. If you are suspected to be a victim of a crime, generally with your
permission

d. About a death we believe may be the result of criminal conduct

e. About criminal conduct at the hospital

In emergency circumstances involving a crime; the location of the crime
or victims; or the identity, description or location of the person who
committed the crime.

—

[YOUR RIGHTS AS A PATIENT |

In addition to provisions by the practice to protect your confidential information, you are entitled
to six (6) specific rights as a patient. Request forms are available for your assistance at
Collaborative Counseling Center.
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You have the right to request restrictions on certain uses and disclosures. You
have the right to request a restriction or limitation on the use and sharing of information
about you for treatment, payment, administrative functions, or with individuals involved in
your care. To request restrictions, you must make your request in writing to your
Clinician. In your request, you must tell him/her: (1) what information you want to limit;
(2) whether you want to limit use, disclosure, or both; and (3) to whom you want it to
apply. The Clinician is not required to agree to your request. If he/she does agree, the
Clinician will comply with your request unless the information is needed to provide you
with emergency treatment.

You have the right to receive confidential communications. You have the right to
request that we communicate with you in a certain way or at a certain location. For
example, you can ask that we only contact you at work or at a post office box. To
request confidential communications, you must make your request in writing to CCC.
Your request must specify how or where you wish to be contacted. CCC will not ask you
for the reason and will seek to accommodate all reasonable requests.

You have the right to inspect and obtain copies. You have the right to review and
obtain copies of information that may be used to make decisions about your care.
Usually, this includes medical and billing records, but does not include psychotherapy
notes, information compiled in reasonable anticipation of a legal action or proceeding;
and confidential information related to certain laboratory tests under Clinical Laboratory
Improvement Amendments (CLIA). To inspect and copy information that may be used to
make decisions about you, you must submit your request to CCC in writing. You may be
charged a fee for the costs of copying, mailing or other supplies associated with your
request. In the following circumstances CCC may deny your request to inspect and
copy information:

a. ltis determined, in the exercise of professional judgment, that the access
requested is reasonably likely to endanger the life or physical safety of you or
another person

b. The information makes reference to another person (unless the other person is a
healthcare provider) and the CCC Clinician has determined, in the exercise of
professional judgment, that the access requested is reasonably likely to cause
substantial harm to the other person

c. The request for access is made by your representative and a CCC Clinician have
determined, in the exercise of professional judgment, that the provision of access
to your personal representative is reasonably likely to cause substantial harm to
you or another person. If you are denied access, you may request a review of
the denial by another licensed medical practitioner. CCC will comply with the
outcome of the review. If your request only concerns billing information, you may
call Collaborative Counseling Center at (443) 546-4000.

You have the right to amend confidential information. If you feel that the
information CCC has about you is incorrect or incomplete, you may ask us to amend
the information. You have the right to request an amendment for as long as the
information is kept by or for the practice. To request an amendment, your request and
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a reason that supports your request must be made in writing and submitted to CCC.
We may deny your request for an amendment if it is not in writing or does not include a
reason to support the request. In addition, CCC may deny your request if you ask to
amend information that:

a. Was not created by the practice, unless the person or entity that created the
information is no longer available to make the amendment. In such instances we
would consider the request

b. Is not part of the information kept by or for the practice

c. lIs not part of the information which you would be permitted to inspect and copy

d. Is accurate and complete

5. You have the right to receive an accounting of disclosures of confidential
information. You may ask to receive an accounting of certain disclosures made about
you that were not related to the routine uses listed above. To request this list or
accounting of disclosures, you must submit your request in writing to CCC. Your
request must state a time period that may not be longer than six (6) years and indicate
what format you want the list (for example on paper or in an electronic file). The first list
you request will be free. For additional lists, CCC may charge you the cost of providing
the list. CCC will notify you of the estimated cost involved and you may choose to
withdraw or modify your requests because any costs are incurred. Disclosures do not
have to be made when those disclosures are:

To carry out treatment, payment and healthcare operations

To individuals of confidential information about them

As a result of assigned authorization

For the practice’s directory or to persons involved in your care

For national security or intelligence purposes; or

To correctional institutions or law enforcement officials

~0 Qo oW

6. You have the right to obtain a paper copy of this Notice upon request. Even if you
have requested an electronic copy, CCC will provide you with a paper copy of this
Notice at your request.

| COLLABORATIVE COUNSELING CENTER’S DUTIES

In addition to your rights as a patient, CCC has duties to protect your confidential information
and inform you of changes to protection measures. CCC is required by law to maintain the
privacy of confidential information and provide you with notice of CCC's legal duties and privacy
practices with respect to such information. CCC is required to abide by the terms of this Notice
currently in effect.
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ICHANGES TO THIS NOTICE |

CCC reserves the right to revise or change provisions on this Notice. CCC will make the new
Notice provisions effective for all confidential information it maintains. CCC will promptly revise
and distribute the Notice whenever there is a change to the uses or disclosures, your rights, and
our duties, or other privacy practices stated in this Notice. CCC will mail updates of the notice
to all active patients. Patients who are inactive at the time of mailing may receive an updated
copy at their next scheduled appointment. A copy of the current Notice will be available
throughout the practice. The Notice will contain the effective date on the top of first page.

| COMPLAINTS |

If you believe your privacy rights have been violated, you may file a complaint with CCC or with
the Secretary at the Department of Health and of Human Services. All complaints must be
submitted or verified in writing. You have specific rights under the Privacy Rule. You will not be
penalized for filing a complaint.

| OTHER USES OF INFORMATION |

Other uses and disclosures of information not covered by this notice or the laws that apply to
CCC will be made only with your written permission. If you provide CCC with specific
permission to use or disclose information about you, you may revoke that permission, in writing,
at any time. If you revoke your permission, CCC will no longer use or disclose information
about you for the reasons covered by your written authorization. You understand that we are
unable to take back any disclosures that have already been made with your permission and that
we are required to retain our records of the care that we provided to you.

| PRIVACY OFFICER |

Emily Greenberger, LCSW-C is the Privacy Office for the practice. You may contact her with
questions or comments by telephone at (443) 546-4000 or by mail to:

Collaborative Counseling Center
5560 Sterrett Place
Columbia, MD, 21044

| ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICE |

CCC is required to provide you with a copy of this Notice and document your receipt. Please fill
out an Acknowledgement of Receipt of Notice of Privacy after receiving this Notice. You may
contact me with questions or comments by telephone at (443) 546-5000, or by mail at:

Collaborative Counseling Center
5560 Sterrett Place
Columbia, MD, 21044
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND POLICIES

In order to comply with HIPAA standards, each practice must obtain a signed acknowledgement
that each direct treatment patient has received its Notice of Privacy Practices and Policies or
must document a good faith effort to provide the Notice and receive a written acknowledgement
of receipt. This will allow practices to use or disclose confidential information (protected health
information) for treatment, payment, or healthcare operations.

| have received a copy of the Notice of Privacy Practices and Policies from:
Collaborative Counseling Center

5560 Sterrett Place, Suite 201
Columbia, MD 21044

Patient Signature: Date:

The authorization below is given on the patient’s behalf because the patient is either a minor or
unable to sign.

Name: Relationship to Patient:

Signature: Date:

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF OFFICE POLICIES
AND PROCEDURES

| have received a copy of Collaborative Counseling Center’s Notice of Office Policies and
Procedures. | understand and agree to abide by them and consent to receive treatment. |
understand and agree to abide by the late cancellation and missed appointment policy and the
direct payment/fee for service policy.

Patient Signature: Date:

The authorization below is given on the patient’s behalf because the patient is either a minor or
unable to sign.

Name: Relationship to Patient:

Signature: Date:

FOR INTERNAL USE ONLY
If you were unable to obtain an Acknowledgement of Receipt or unable to obtain a signature for the Acknowledgement of
Receipt, please state the reason below. Please include your name.
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INSURANCE AND FINANCIAL POLICY

Brett I. Greenberger, M.D., P.C. (“Collaborative Counseling Center”) is not contracted with any
insurance carrier. Therefore:

1. All charges must be paid in full at the time of service.

2. Any contract that obligates your insurance carrier to pay for a portion of your healthcare is
between you and your insurance carrier. Your insurance carrier has no relationship with
Collaborative Counseling Center. We recommend that you contact your insurance carrier to
verify your benefits and to understand how your insurance will reimburse you for services
provided by our office.

3. As a service to you, our office will provide you with a completed medical claim form at the time
of service so that you can submit a claim to your insurance carrier for reimbursement. We
recommend that you contact your insurance carrier to verify claim filing instructions, and ask
that you provide our staff with all necessary information.

4. MEDICARE: Collaborative Counseling Center has elected to “Opt Out” of Medicare. All
patients who are enrolled in Medicare must sign the federally mandated “Private Contract” in
order to receive services at our office. All services must be paid in full at the time of service,
and neither Collaborative Counseling Center nor the patient may file a claim with Medicare for
reimbursement as outlined in the “Opt Out” agreement.

5. Itis your responsibility to obtain all referrals/authorizations required by your insurance plan.

6. We do not accept any payments from insurance companies.

7. We accept all major credit cards including Visa, Master Card, American Express, and
Discover, and Check.

8. You will be charged the full session cost for appointments canceled or missed without 24
business hours’ notice and CCC will use your provided payment information. Your balance
must be paid in full before another appointment can be scheduled or services provided.

9. Under Section 2799B-6 of the Public Health Service Act and its implementing regulations,
health care providers, including Mental Health, are required to provide a good faith estimate of
expected charges for items and services to individuals who are not enrolled in a group health
plan or group or individual health insurance coverage, or a Federal health care program, or a
Federal Employees Health Benefits (FEHB) program health benefits plan
(uninsured individuals) or not seeking to file a claim with their group health plan, health
insurance coverage, or FEHB health benefits plan (self-pay individuals) in writing (and may
also provide it orally, if an uninsured (or self-pay) individual requests a good faith estimate in a
method other than paper or electronically), upon request or at the time of scheduling health
care items and services and upon request.

10. In the unlikely event that you default on payment for any amount due 60 days past the date of
service, and all efforts have been made by CCC staff to contact you for payment, we will place
your account in collections. (We may place your account in the hands of our attorney for legal
action, if necessary, in additions to collections, and you will be charged an additional fee equal
to the cost of collection, including attorney fees and court costs incurred as permitted by laws
governing these actions.

By signing this document you are agreeing to pay for our services in full and
acknowledge that you have read and fully understand its contents.

Signature: Date:
(Parent or guardian, if patient is a minor)

Signature of Witness: Date:
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Out of Network Processing Information Form

Collaborative Counseling Center (CCC) uses a fee-for-service model and asks that you provide payment
in full at the time of service. We do not process insurance claims; however, we are happy to provide all
necessary documentation to parents/guardians to submit claims on their own behalf.

If you plan to submit receipt and health insurance claim forms on your own behalf,
complete Section A. If not, skip to Section B.

Client Name: Date of Birth:

Provider(s):

Section A.

Insurance Information

Insurance Carrier

Policy Number

Group Number

Policy Holder Name DOB

Relationship to Client

You must provide a copy of the front and back of vour insurance card.

Section B.

|:| I do NOT plan to submit to my health insurance for out of network reimbursement.

Section C.

The federal No Surprises Act aims to help clients understand health care costs in advance of care.
Clients who do not plan to submit to their health insurance company have the right to request a
Good Faith Estimate for future services rendered.

To Be Completed By Office Staff:

Intake Date Provider
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Credit Card Payment Form

This form is being used for the following:

1) Young adults when parent(s) pay for in person or Teletherapy sessions

2) Scheduled ZOOM TeleHealth Sessions.

3) Scheduled Phone Visits.

4) Client Pre-Approved payments for other services such as Letters, School Meetings, etc.

*All credit card information is stored in a locked, safe cabinet for your protection, and you will
receive an Invoice and Health Insurance Claim Form (if applicable via mail, unless otherwise
noted.) Please inform CCC of any changes in credit card information.

Client Name and Date of Birth;

Provider(s) Name:

Credit Card Type (Visa, Mastercard, AMEX, ect.):

Credit Card Number:

Name as it appears on the card:

Security Code: Expiration Date:
Zip Code Associated with billing address:

Preferred Email(s) for Telehealth Sessions’ Zoom Invitation:
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Collaborative Counseling Center COVID Related Office Policies and Procedures
Effective September 2022

Healthy Practices
The Collaborative Counseling Center will continue to utilize best practices for the mitigation of COVID-19, in
an effort to maintain a healthy environment for all.

COVID Screening

e Prior to coming for an in person visit, each client is encouraged to review the COVID screening
guestions below.

e Clients and caregivers may NOT come to the office if you answered “yes” to the COVID screening
guestions and/or have been exposed to someone with COVID. Please call the office to either reschedule
or ask for a video visit.

e Any client who attends an in-person visit and appears ill or complains of illness will be asked to leave
the office and their appointment will be rescheduled. Unless the client becomes ill at the time of the
visit, the client will be charged for the visit.

COVID Screening Questions

e Have you or has anyone in your home had contact within the last seven days with any person under
screening/testing for COVID-19, or with anyone with known or suspected COVID-19?

e Do you currently have any of the following symptoms? Fever (100.4°F or higher), or a sense of having
a fever; persistent cough; shortness of breath that you cannot attribute to another health condition; sore
throat that you cannot attribute to another health condition; Loss of taste or smell; chills, nausea,
diarrhea, vomiting, congestion/runny nose; new muscle aches (myalgias) that you cannot attribute to
another health condition, or that may have been caused by a specific activity (such as physical exercise).

Mask Wearing
e Masks must be worn at all times within the Collaborative Counseling Center regardless of vaccination
status.

Vaccine Status
¢ Clients and accompanying parent(s)/caregiver(s) will be asked about their vaccination status by office
personnel prior to in-person visits. Proof of vaccination may be required upon request. Vaccination
cards will not be part of the client’s medical record.

COVID Exposure and Contact Tracing

e If you contract COVID, or live in the same home with someone who has contracted COVID, please
contact your clinician to inform them so that CCC Leadership can follow all CDC and Howard County
Health Department protocols regarding notification and quarantine of potentially exposed staff and
communication with clients.

e Contact tracing and sanitation protocols will be swiftly implemented. As these steps are taken, CCC
Leadership has a continued obligation to protect the privacy of the affected clients, family members and
employees and may not disclose their name under protected privacy mandates.

Group Therapy
e In person groups are being offered for vaccinated clients and parent(s)/caregiver(s) may be asked to
provide proof of vaccination status to office personnel upon request.
o Parent(s)/Caregiver(s) are asked to drop off and pick up group participants and not stay in the office for
remainder of the group unless asked to do so by group facilitator.

CCC Leadership: Brett Greenberger, MD and Emily Greenberger, LCSW-C

COVID Workplace Coordinator (CWC): Emily Greenberger, LCSW-C
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Acknowledgement of Receipt of Collaborative Counseling Center COVID Related
Office Policies and Procedures

I have received a copy of Collaborative Counseling Center’s COVID Related Office Policies and
Procedures from either digitally or in hard copy:

Collaborative Counseling Center
5560 Sterrett Place, Suite 201
Columbia, Maryland 21044

| understand and agree to abide by them and consent to receive treatment in accordance with the
guidelines of the practice.

Patient Signature: Date:

The authorization below is given on the patient's behalf because the patient is either a minor or
unable to sign.

Name: Relationship to Patient:

Signature: Date:
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