
For the Office of

Sheila Matz, LCSW- Psychotherapist
This packet contains several important documents and forms.  They can be confusing at times.  THESE FORMS ARE ALSO AVAILABLE ON MY WEBSITE: www.sheilamatz.com

I

Client Information Form

II

Medical Information Form


Please fill out these forms for my records

III

Psychotherapy Services Agreement
This form, to be read and signed, spells out the nature of psychotherapy and constitutes our agreement about the procedures used in my office.  It also refers to a document called “The Notice” (of privacy practices) which is a standard form that you have probably read in other doctors’ offices or at your pharmacy.  

IV

Signature form for Notice of Privacy Practices


The law requires me to have you sign this form acknowledging that I provided it to you.

V

Financial Policy Agreement
VI
    
Address and Directions to the Office
Thank you for taking the time to complete these forms.  If you have received them by email, please either email them back or bring them with you to your first appointment.

Thank You

Sheila Matz, LCSW
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Corporate Terrace Building                                                       
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3470 Mt. Diablo Blvd., Suite A200 



   


 

Lafayette, CA 94549   

Client Information

	Name
	Date

	Home Phone 
	Cell Phone

	Work Phone   ____________________________________________________________________________              

May I contact you?  (Please circle one)    Yes or No

May I leave a voice message?  (Please circle one)   Yes or No

May I text or email you non-confidential information?  Yes or No

(Please note that text and email is not a secure means of communicating confidential information.  If you choose to send confidential information is at your own risk. I will use text or email for non-confidential communications exclusively) 

	Fax Number

	Email Address

	Street Address

	City, State, Zip Code

	Birthdate
	
	Sex     M or    F

	Ethnic Background (optional)

	Job/School Information

	Name of Company/School
	Job Title/Grade

	How long have you worked there?

	Any job/school related concerns?


	What is the reason for your visit?

	

	

	Family History

	Marital Status:              Single       Married      Separated       Divorced      Widowed     Other______________

	Partner’s Name & Length and General Description of Relationship

	

	Parent’s Name

	Sibling/s Name

	Child or Children Name/s


	Persons Living in Household

	Name
	Sex
	Birth 

Date
	Relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Education and/or employment

	Military Service

	Emergency Contact’s Name
	Phone

	Relationship
	Address

	Environmental Stressors

	Marriage
	Divorce

	Employment/School
	Family

	Illness
	Legal

	Other current stressful situations

	Trauma History

	Drug & Alcohol Use
	Frequency/Amount
	First Use/Last Use

	
	
	

	
	
	

	
	
	

	Prior Therapy:  Dates
	Hospitalization Dates

	Therapist (License Type)

	Agency

	Contact Information

	Tests Given

	

Medical History

	Prior medical hospitalization?
	Yes
	No

	Dates
	Doctor

	Dates
	Doctor

	Currently being treated for a medical problem?
	Yes
	No

	Doctor
	Condition

	Doctor
	Condition

	Medication
Med
Medical History
	Dosage/Frequency
	Prescribed by

	
	
	

	
	
	

	
	
	


	Past or Current Conditions Experienced by Client or Blood Relatives

(Please write “S” for conditions you experience yourself 

and “F” for conditions experienced by family members)

	Relationship problems
	Pain
	Headaches
	Anxiety

	Job problems
	Substance abuse
	Dizzy spells
	Violence

	Sleep disorders
	Suicide
	Memory loss
	Legal problems

	Depression
	Eating disorders
	Sexual problems
	Head injuries

	Huntington’s
	Parkinson’s
	Thyroid problems
	Seizure disorders

	Other

	Date of last physical exam:
	Results:



Sheila Matz, LCSW
3468 Mt. Diablo Blvd., Suite B201

Lafayette, Ca  94549

Psychotherapy Services Agreement

Outpatient Services Contract:

Welcome to my practice.  This packet contains two documents.  The first document (THE AGREEMENT) contains important information about my professional services and business policies.  The second document (THE NOTICE) summarizes the new Federal Health Insurance Portability and Accountability Act (HIPPA) and explains your rights with regard to the use and disclosure of your Protected Health Information (PHI).  The law requires that I obtain your signature acknowledging that I have provided you with this information by the end of our first session.  When you sign this document it will represent an agreement between us which you can revoke at any time unless I have taken action in reliance on it or your health insurer requires be to substantiate claims in process; or if you have not fulfilled your financial obligations to me.

Psychological Services:

Psychotherapy can be a difficult as well as rewarding process.  Since therapy often involves exploring unpleasant aspects of your life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness.  On the other hand, therapy can often lead to better relationships, solutions to specific problems, and a reduction in feelings of distress.  Because we will work toward your goals together, it is important that you inform me of any problems or difficulties that may arise for you.  

Fees:

My standard fee is $235 per 45 minute individual or family session. In addition, time spent on your case including consultation with other health care professionals, report writing, and telephone calls to or from you will be billed at the above rate in ten-minute increments. Any legal related activity will be billed at the rate of $375 per 60 minutes. You will be expected to pay at each session unless we agree otherwise, and I will provide you with a monthly invoice if you so request.

Insurance Reimbursement:

If you have a health insurance policy, it will often provide some coverage for your treatment.  I will provide you with the necessary paperwork to help you receive the benefits to which you are entitled, however, you (not the insurance company) are responsible for full payment of my fees.  It is very important that you clarify what mental health services your insurance policy covers.  It should be understood that insurance companies and managed care organizations often require information about your treatment.  You should be aware of what confidentiality you may have waived when you enrolled with them.  

Cancellations:

A 24-hour advance notification of cancellation is required to avoid charges for a missed session. Please note that insurance companies do not provide reimbursement for late cancellations of missed appointments.
Complaints:
The Board of Behavioral Sciences receives and responds to complaints regarding services provided within the scope of practice of licensed clinical social workers. You may contact the board online at www.bbs.ca.gov or by calling (916)574-7830.
Confidentiality:

The law protects the privacy of all communications between a client and a therapist.  In most situations, I can only release information about your treatment to others if you sign a written authorization form that meets certain legal requirements imposed by state law and/or the Health Insurance Portability and Accountability Act (HIPAA).  However, there are some situations where I am permitted or required to disclose information without your consent or authorization.  These exceptions include the following

:

· Disclosures required by health insurers or to collect overdue fees

· If a government agency requests information, I may be required to provide it.  

· If a patient files a complaint or lawsuit against me, I may disclose relevant information in order to protect myself.

· If clients pose a serious threat to himself/herself.  I may enlist family members or others in an effort to protect a potentially suicidal client.  

· Client threatens to physically harm an identifiable victim. 

· Child abuse (both past and present), elder abuse, or dependent adult abuse is suspected.

In the later two situations I am required by law to inform any potential victims and the appropriate authorities so that protective measures can be taken.  Every effort will be made to fulfill this reporting requirement in a manner that is in the best interest of those involved.

Availability:

Sessions are by appointment.  For phone contact, clients can leave a confidential voicemail message at 

925-297-5508.  I check my messages throughout the day Monday through Thursday and once a day on Friday, Saturday and Sunday.  For situations that require immediate assistance, please notify me and then call the Contra Costa Crisis Line at 1-800-833-2900. If you have a life-threatening emergency, call 911.

Therapist Background Information:

My educational and professional background information is available upon request.

Signatures

I, _________________________________have read, understand, and agree to all of the above information, and give my permission to Sheila Matz, LCSW to provide psychotherapy services to:

Myself___________________________________         My Child ______________________________



(Print Name)

Signature_________________________________         Date__________________________________

(If a personal representative of the client signs the authorization, a description of the representative’s authority to act for the patient must be provided below)

___________________________________________________________________________________

Therapist Signature_________________________   
    Date__________________________________

NOTICE OF PRIVACY PRACTICES

Sheila Matz, LCSW
I.
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCUSSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

II. I HAVE A LEGAL DUTY TO SAFEGUARD YOUR PROTECTED HEALTH INFORMATION (PHI)

I am legally required to protect the privacy of your PHI, which includes information that can be used to identify you that I’ve created or received about your past, present, or future health condition, the provision of health care to you, or the payment of this health care.  I must provide you with this Notice about my privacy practices, and such Notice must explain how, when and why I will “use” and “disclose” your PHI.  A “use” of PHI occurs when I share, examine, utilize, apply, or analyze such information within my practice, PHI is “disclosed” when it is released, transferred, has been given to, or is otherwise divulged to a third party outside of my practice.  With some exceptions, I may not use or disclose any more of your PHI than is necessary to accomplish the purpose for which the use or disclosure is made.  And, I am legally required to follow the privacy practices described in this Notice. 

However, I reserve the right to change the terms of this Notice and my privacy policies at any time.  Any changes will apply to PHI on file with me already.  Before I make any important changes to my policies, I will promptly change this Notice and post a new copy of it in my office.  You can also request a copy of this Notice from me, or you can view a copy of it in my office, which is located at 3470 Mt. Diablo Blvd., A200, Lafayette, CA.  94549.

III.  HOW MAY I USE AND DISCLOSE YOUR PHI.

I will use and disclose your PHI for many different reasons.  For some of these uses or disclosures, I will need your prior authorization; for others, however, I do not.  Listed below are the different categories of my uses and disclosures along with some examples of each category.

A. Uses and Disclosures Relating to Treatment, Payment, or Health Care Operations Do Not require Your Prior Written Consent.  I can use and disclose your PHI without your consent for the following reasons:

1. For treatment.  I can disclose your PHI to physicians, psychiatrists, psychologists, and any other licensed health care providers who provide you with health care services or are involved in your care.   For example, if a psychiatrist is treating you, I can disclose your PHI to your psychiatrist in order to coordinate your care.

2. To obtain payment for treatment.  I can use and disclose your PHI to bill and collect payment for the treatment and services provided by me to you.  For example, I might send your PHI to your insurance company or health plan to get paid for the health care services that I have provided to you.  I may also provide your PHI to my business associates, such as billing companies, claims processing companies, and others that process my health care claims.

3. For health care operations.  I can disclose your PHI to operate my practice.  For example, I might use your PHI to evaluate the quality of health care services that you received or to evaluate the performance of the health care professionals who provided such services to you.  I may also provide your PHI to our accountants, attorneys, consultants, and other to make sure I am complying with applicable laws.

4. Other disclosures.  I may also disclose your PHI to others without your consent in certain situations.  For example, your consent isn’t required if you need emergency treatment, as long as I try to get you consent after treatment is rendered, or if I try to get your consent and you are unable to communicate with me (for example, if you are unconscious or in severe pain) and I think that you would consent to such treatment if you were able to do so. 

B. Certain Uses and Disclosures Do Not Require Your Consent.  I can use and disclose your PHI without your consent or authorization for the following reasons: 

1. When disclosure is required by federal, state or local law; judicial or administrative    

 proceedings; or, law enforcement.  For example, I may make a disclosure to applicable officials when a law requires me to report information to government agencies and law enforcement personnel about victims of abuse or neglect; or when ordered in a judicial or administrative proceeding. 

2. For public health activities.  For example, I may have to report information about you to the county coroner. 

3. For health oversight activities.  For example, I may have to provide information to assist the government when it conducts an investigation or inspection of a healthcare provider or organization. 

4. For research purposes.  In certain circumstances, I may provide PHI in order to conduct medical research.

5. To avoid harm.  In order to avoid a serious threat to my health or safety of another person, I may provide PHI to law enforcement personnel or persons able to prevent or lessen such harm.

6. For specific government functions.  I may disclose PHI of military personnel and veterans in certain situations.  And I may disclose PHI for national security purposes, such as protecting the President of the United States or conducting intelligence operations. 

7. For workers’ compensation purposes.  I may provide PHI in order to comply with workers’ compensation laws. 

8. Appointment reminders and health related benefits or services.  I may use PHI to provide appointment reminders or give you information about treatment alternative, or other health care services or benefits I offer.   
C.  Certain Uses and Disclosures Require You to Have the Opportunity to Object.

                     Disclosures to family, friends, or others.  I may provide your PHI to a family member, friend, or

other person that you indicate is involved in your care or the payment for your health care, unless you object in    whole or in part.  The opportunity to consent may be obtained retroactively in emergency situations.  

D.  Other Uses and Disclosures Require Your Prior Written Authorization.  In any other situation not described in sections III, A, B, and C above, I will ask for your written authorization before using or disclosing any of your PHI.  If you choose to sign an authorization to disclose your PHI, you can later revoke such authorization in writing to stop any future uses and disclosures (to the extent that I haven’t taken any action in reliance on such authorization) of your PHI by me.

IV.  WHAT RIGHTS YOU HAVE REGARDING YOUR PHI

Your have the following rights with respect to your PHI:

A.  The Right to Request Limits on Uses and Disclosures of Your PHI.  Your have the right to ask that I limit how I use and disclose you PHI.  I will consider your request, but I am not legally required to accept it.  If I accept your request, I will put any limits in writing and abide by them except in emergency situations.   You may not limit the uses and disclosures that I am legally required or allowed to make. 

B.  The Right to Choose How I send PHI to You.  You have the right to ask that I send information to you at an alternate address (for example, sending information to your work address rather than your home address) or by alternate means (for example, e-mail instead of regular mail) I must agree to your request so long as I can easily provide the PHI to you in the format you requested.

C. The Right to See and Get Copies of Your PHI.  In most cases, you have the right to look at or get copies of your PHI, but you must make the request in writing.  If I don’t have your PHI but I know who does, I will tell you how to get it.  I will respond to you within 30 days of receiving your written request.  In certain situations, I may deny your request.  If I do, I will tell you, in writing, my reasons for the denial and explain your right to have my denial reviewed. 

If you request copies of your PHI, I will charge you not more than $.25 for each page.  Instead of providing the PHI you requested, I may provide you with a summary or explanation of the PHI as long as you agree to that and to the cost in advance. 

D. The Right to Get a List of the Disclosures I Have Made.  You have a right to get a list of instances in which I have disclosed your PHI.  The list will not include uses or disclosures that you have already consented to, such as those made for treatment, payment, or health care operations, directly to you, or to your family.  The list also won’t include uses and disclosures made for national security purposes, to corrections or law enforcement personnel, or disclosures made before April 15, 2003.

I will respond to your request for an accounting of disclosures within 60 days of receiving your request.  The list I will give you will include disclosures made in the last six years unless you request a shorter time.  The list will include the date of the disclosure, to whom PHI was disclosed (including their address, if known) a description of the information disclosed, and the reason for the disclosure.  I will provide the list to you at no charge, but if you make more than one request in the same year, I will charge you a reasonable cost-based fee for each additional request. 

E.  The Right to Correct or Update Your PHI.  If you believe that there is a mistake in your PHI or that a piece of important information is missing, you have the right to request that I correct the existing information or add the missing information.  You must provide the request and your reason for the request in writing.  I will respond within 60 days of receiving you request.  I may deny your request in writing if the PHI is (i) correct and complete (ii) not created by me (iii) not allowed to be disclosed, or (iv) not part of my records.  My written denial will state the reasons for the denial and explain your right to file a written statement of disagreement with the denial.  If you don’t file one, you have the right to request that your request and my denial be attached to all future disclosures of your PHI.  If I approve your request, I will make the change to your PHI, tell you that I have done it, and tell others that need to know about the change to your PHI.

The Right to Get This Notice by E-Mail.  You have the right to get a copy of this notice by e-mail.  Even if you have agreed to receive notice via e-mail, you also have tie right to request a paper copy of it. 

V. HOW TO COMPLAIN ABOUT MY PRIVACY PRACTICES.  If you think that I may have violated your privacy rights, or you disagree with a decision I made about access to your PHI, you may file a complaint with the person listed in Section VI below.  You also may send a written complaint to the Secretary of the Department of Health and Human Services at 200 Independence Ave. S.W., Washington, D.C. 20201.  I will take no retaliatory action against you if you file a complaint about my privacy practices. 

VI. PERSON TO CONTACT FOR INFORMATION ABOUT THIS NOTICE OR TO COMPLAIN ABOUT MY PRIVACY PRACTICES.

If you have any questions about this notice or complaints about my privacy practices, or would like to know how to file a complaint with the Secretary of the Dept. of Health and Human Services, please contact me at Sheila Matz, LCSW  3468 Mount Diablo Blvd Ste B201, Lafayette, CA  94549  925 297-5508
VII.  EFFECTIVE DATE OF THIS NOTICE.

                This notice went into effect on April 12, 2003.

____________________________________________________________________________________________________________

Your Signature Below Acknowledges That You Have Received the HIPPA Notice Of Privacy Practices.

 SIGNATURE                 
                                                                                         PRINT NAME

DATE
Sheila Matz, LCSW (LCS #24196)
Financial Policy

1. You are responsible for full payment of all psychological services. 

2. Fees are payable at each session unless other arrangements have been made in advance.

3. The fee for a 45-minute individual or family therapy session is $235. There is a $25.00 charge for all checks returned by the bank. Fees are periodically reviewed and changed. 
4. The time I have for seeing patients is valuable and limited; therefore, I must charge you for your appointments if missed or canceled less than 24 hours in advance. Most insurance companies do not reimburse for missed sessions.  

5. It is your responsibility to contact your insurance company and discuss the specifics of your mental health benefits prior to your appointment. 

I have read and understand the policy outlined above. I agree to pay the amounts due at the time of my appointment with Sheila Matz, LCSW.
_______________________             ________________________________               ____________________

Print Name



Signature of Patient or Responsible Party
       Date

Directions to the Office

3470 Mount Diablo Blvd- Suite A200
Lafayette, CA  94549

From the East:


Take highway 24 West to the Central Lafayette exit.  Take the exit ramp and loop to your right.  At the stoplight (Mt. Diablo Blvd) turn left.  The building will be on your left and are brown shingled.  They are called Corporate Terrace.  Turn left into the driveway and building A is the building furthest to the back of the parking lot.
From the West:


Take highway 24 East to the Oak Hill Road exit.  Turn right at the bottom of the ramp and left (Mount Diablo Blvd) at the first stoplight.   Proceed through one more stoplight (Taco Bell on your right).  The building (called Corporate Terrace) is on your left, turn into the driveway and building A is the building furthest to the back of the parking lot.

Once in suite A200, please be sure to push button #6, to signal me that you are here.  I will come out and get you as soon as I am free.
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