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Psychotherapist – Patient Services Agreement 
 
 
Welcome to my practice.  This document (the Agreement) contains important information 
about my professional services and business policies.  It also contains summary 
information about the Health Insurance Portability and Accountability Act (HIPAA), a 
federal law that provides new privacy protections and new patient rights with regards to 
the use and disclosure of your Protected Health Information (PHI) used for the purpose 
of treatment, payment, and health care.  HIPAA requires that I provide you with a Notice 
of Privacy Practice (the Notice) for use and disclosure of PHI for treatment, payment, and 
health care operations.  The Notice, which is attached to this Agreement, explains HIPAA 
and its application to your personal health information in greater detail.  The law requires 
that I obtain your signature acknowledging that I have provided you with this information 
at the end of this session.  Although these documents are long and sometimes 
complicated, it is very important that you read them carefully before our next session. We 
can discuss any questions you have about the procedures at that time.  When you sign 
this document, it will represent an agreement between us.  You may revoke this 
Agreement in writing at any time.  That revocation will be binding on me unless I have 
taken action in reliance on it; if there are obligations imposed on me by your health insurer 
in order to process or substantiate claims made under your policy; or if you have not 
satisfied any financial obligations you have incurred.  
 
PSYCHOLOGICAL SERVICES 
Psychotherapy is not easily described in general statements.  It varies depending on the 
personalities of the psychotherapist and patient, and the particular problems you are 
experiencing.  There are many different methods I may use to help you overcome the 
problems you wish to address.  Psychotherapy is not like a medical doctor visit.  Instead, 
it calls for a very active effort on your part.  In order for therapy to be most successful, 
you will have to work on things we talk about both during sessions and throughout the 
week.   
 
Psychotherapy can have benefits and risks.  Since therapy often involves discussing 
unpleasant aspects of your life, you may experience uncomfortable feelings like sadness, 
guilt, anger, frustration, and helplessness.  On the other hand, psychotherapy has also 
been shown to have many benefits.   Therapy often leads to better relationships, solutions 
to specific problems, and the significant reduction in feelings of distress.  But there are no 
guarantees of what you will experience. 
 
Our first few sessions will involve an evaluation of your needs.  By the end of the 
evaluation, I will be able to offer you some first impressions of what your work will include 
and a treatment plan to follow if you decide to continue therapy.  You should evaluate this 
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information along with your own opinion of whether you feel comfortable working with me.  
I believe that one of the most important aspects of the process of change is rooted in the 
working relationship  
 
between the psychotherapist and the patient.  Therapy involves a significant commitment 
of time, money and energy, so you should be careful about the therapist you select.  If 
you have questions about my approach, we should discuss them whenever they arise.  If 
your doubts persist, I will be happy to refer you to another mental health professional for 
either a second opinion or to continue your treatment. 
 
SESSIONS 
I typically conduct my evaluation between one and three sessions.  During this time, we 
can both decide if I am the best person to provide the services that you need in order to 
meet your treatment goals.  If psychotherapy has begun, I will usually schedule 50-minute 
sessions on an agreed upon schedule.  Once an appointment is scheduled, you will be 
expected to pay for your session unless you provide notice of cancellation 24 hours before 
our scheduled meeting time.  It is important to note that insurance companies do not 
provide reimbursement for canceled sessions.  If possible, I will try to find another time 
during the week to reschedule our appointment. 
 
PROFESSIONAL FEES 
My hourly fees are $200 per individual session and couple/family therapy session.   
Depending on your financial needs, I may provide a sliding scale for my services.  I charge 
for telephone conversations lasting longer than 10 minutes.  I will break down the hourly 
cost for periods less than one hour.  If you become involved in legal proceedings that 
require my participation, you will be expected to pay for all of my professional time, 
including preparation and transportation costs, even if I am called to testify by a third 
party.  (Because of the difficulty of legal involvement, I charge $400 per hour for 
preparation and attendance at any legal proceeding.) 
 
CONTACTING ME 
Due to my work schedule, I am often not immediately available by telephone.  While I am 
usually in my office between 10 AM and 8 PM, I will not answer the phone when I am with 
a patient.  When I am unavailable, my telephone is answered by voicemail.   I will make 
every effort to return your call within 24 hours, with the exception of weekends and 
holidays.  If you are difficult to reach, please inform me of best days/times to try and 
contact you, and I will make every effort to reach you at one of those times.  If you are 
unable to reach and feel that you cannot wait for me to return your call, contact your family 
physician, 911, or the nearest emergency room and ask for the psychiatrist/psychologist 
on call.   When I am on vacation, I will provide you with the name and number of a 
colleague that will be covering for me in my absence. 
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LIMITS OF CONFIDENTIALITY 
The law protects the privacy of all communications between a patient and a 
psychotherapist.  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 HIPAA.  But, there are some situations that I am permitted or 
required to disclose information without your consent or Authorization: 
 

• I may occasionally find it helpful to consult other health and mental health 
professionals about a case.  During a consultation, I make every effort to avoid 
revealing the identity of my patient.  The other professionals are also legally bound 
to keep information confidential.  If you don’t object, I will not tell you about these 
consultations unless I feel that it is important for our work together.   

 
• If you intend to use Health Insurance, I may provide your information to the 

insurance companies.  Disclosures required by health insurers or to collect 
overdue fees that are discussed elsewhere in this Agreement. 

 
• If a patient threatens to harm herself/himself, I may be obligated to seek 

hospitalization for her/him, or to contact family members or others who can provide 
protection. 

 
• If you are involved in a court proceeding, and a request is made for information 

about the professional services I have provided you and/or the records thereof, 
such information is protected by psychotherapist-patient privilege law.  I cannot 
provide any information without your written authorization, a court order, or 
compulsory process (a subpoena) or discovery request from another party to the 
court proceeding where the party has given you proper notice, has stated valid 
legal grounds, and I do not object).  If you are involved in or contemplating litigation, 
you should consult with your attorney to determine whether a court would be likely 
to order me to disclose information. 

 
• If a patient files a complaint or lawsuit against me, I may disclose relevant 

information regarding the patient to defend myself. 
 

• There are situations in which I am legally obligated to take action, which I believe 
are necessary to protect others from harm, and I may have to reveal some 
information about a patient’s treatment.   
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• If I have knowledge of a child under 18, or I reasonably suspect that a child under 
18, has been the victim of child abuse or neglect, the law requires that I file a report 
with the appropriate governmental agency (usually, Child Protective Services).   I 
also may make a report if I know or reasonably suspect that mental suffering has 
been inflicted upon a child or that his/her emotional well-being is endangered in 
other ways.  Once such a report is filed, I may be required to provide additional 
information. 

 
• If I observe or have knowledge of an incident that reasonably appears to be 

physical abuse, abandonment, abduction, isolation, financial abuse or neglect of 
an elder or dependent adult; or if an elder or dependent adult credibly reports that 
he/she has experienced behavior including an act of omission constituting abuse, 
the law requires that I report to the appropriate government agency.  Once such a 
report is filed, I may be required to provide additional information. 

 
• If a patient communicates a serious threat of physical violence against an 

identifiable victim, I must take protective actions, including notifying the potential 
victim and contacting the police.  I may also seek hospitalization of the patient, or 
contact others who can assist in protecting the victim. 

 
• If I have reasonable cause to believe that the patient is in such mental or emotional 

condition as to be dangerous to him/her self, I may be obligated to take protective 
actions, including seeking hospitalization or contacting family members or others 
who can help provide protection. 

 
• If such a situation arises, I will make every effort to thoroughly discuss it with you 

before taking any action and will limit my disclosure to what is necessary. 
 
MINORS AND PARENTS 
Patient’s under 18 years of age who are not emancipated can consent to psychological 
services subject to the involvement of their parents or guardian unless the 
psychotherapist determines that their participation would be inappropriate.  A patient over 
the age of 12 may consent to psychological services if he/she is mature enough to 
participate intelligently in such services, and the minor patient either would present a 
danger of serious physical or mental harm to her/him self or others, or is the alleged victim 
of incest or child abuse.  In addition, patients over the age of 12 may consent to alcohol 
or drug treatment in some circumstances.   
 
However, patients under 18 years of age and their parents should be aware that the law 
may allow parents to examine their child’s treatment records unless I determine that 
access would have a detrimental effect on my professional relationship with the patient, 
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or to his/her physical safety or psychological well-being.  Because privacy in 
psychotherapy is often crucial to successful progress, particularly with teenagers, and 
parental involvement is also essential, it is usually my policy to request an agreement 
with minors (over the age of 12) and their parents about access to information.  This 
agreement provides that during treatment, I will provide parents with general information 
about the progress of treatment, and the patient’s attendance at scheduled sessions.  
Any other communication will require the child’s permission unless I determine the child 
is in danger or is a danger to someone else, in which case I will notify the parents of my 
concern.  Before giving parents any information, I will discuss the matter with the child, if 
possible, and do my best to handle any objections he/she may have. 
 
BILLING AND PAYMENTS 
You will be expected to pay for each session at the end of each session.  In 
circumstances of unusual financial hardship, I may be willing to negotiate a fee 
adjustment or payment installment plan. 
 
Bounced checks will incur a $25 fee plus any bank fees. You may then be asked to pay 
in cash or via cashier’s check. If your account has not been paid for more than 60 days 
and arrangements for payment have not been agreed upon, the bill may be forwarded 
to a collections agency. In this case, you will be responsible for paying collections fees 
and 10% interest on your overdue balance. 
 
INSURANCE 
Some insurance companies require copies of treatment plans or summaries, or copies 
of your entire clinical records when considering payment.  Before I can disclose this 
information, both you and I must receive written notification from the insurer.  In such 
situations, I will make every effort to release the minimum information about you that is 
necessary for the purpose requested.  By signing this Agreement, you agree that I can 
provide requested information to your insurance carrier. 
 
TERMINATION OF THERAPY 
I believe that how long you remain in therapy is a matter best left in your hands.  If you 
want counsel in this matter, I will certainly provide it to you.  It is you who makes the 
ultimate decision about continuing or ending treatment.  Our work together will be a 
resource of your use; it is your right to feel free to end the use of that resource 
whenever you decide that termination is in your best interest.  I hope the decision to end 
therapy will be discussed candidly and thoroughly so that we can end our work together 
with a sense of closure. 
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CONSUMER PROTECTION 
If you are uncertain about whether the work you are doing with me is of real benefit to 
you, I encourage you to talk about your concerns with me.  I also would like to 
acknowledge your right to seek outside consultation from other professionals, and have 
no objections to your getting other opinions about your problems and/or about what you 
are experiencing in your relationship with me. 
 
CONCLUSION 
I look forward to the work we are about to undertake together.  I hope you will find your 
experiences with me helpful and meaningful.  
  

 
 

Casey J. Simon, MFT 
License # 97789 

 
 
 
 
  Patient Signature                 Date 
 
 
 
  Parent Signature (If Minor)       Date 
 
 
 
  Therapist Signature       Date 
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HIPAA NOTICE OF PRIVACY PRACTICES 
 
I.  THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT 
YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  
 
II.   IT IS MY LEGAL DUTY TO SAFEGUARD YOUR PROTECTED 
HEALTH INFORMATION (PHI). 
By law I am required to insure that your PHI is kept private.  The PHI constitutes information 
created or noted by me that can be used to identify you.  It contains data about your past, present, 
or future health or condition, the provision of health care services to you, or the payment for such 
health care.  I am required to provide you with this Notice about my privacy procedures. This 
Notice must explain when, why, and how I would use and/or disclose your PHI. Use of PHI means 
when I share, apply, utilize, examine, or analyze information within my practice; PHI is disclosed 
when I release, transfer, give, or otherwise reveal it to a third party outside my practice. With some 
exceptions, I may not use or disclose more of your PHI than is necessary to accomplish the purpose 
for which the use or disclosure is made; however, I am always legally required to follow the 
privacy practices described in this Notice. 
 
Please note that I reserve the right to change the terms of this Notice and my privacy policies at 
any time as permitted by law.  Any changes will apply to PHI already on file with me.  Before I 
make any important changes to my policies, I will immediately change this Notice and post a new 
copy of it in my office and on my website. You may also request a copy of this Notice from me, 
or you can view a copy of it in my office or on my website, which is located at 
(http://www.caseysimonmft.com). 
 
III. HOW I WILL USE AND DISCLOSE YOUR PHI. 
I will use and disclose your PHI for many different reasons.  Some of the uses or disclosures will 
require your prior written authorization; others, however, will not. Below you will find the 
different categories of my uses and disclosures, with some examples.  
 
A. Uses and Disclosures Related to Treatment, Payment, or Health Care 
Operations Do Not Require Your Prior Written Consent. I may use and disclose 
your PHI without your consent for the following reasons: 
1. For treatment. I can use your PHI within my practice to provide you with mental health 
treatment, including discussing or sharing your PHI with my trainees and interns.  I may disclose 
your PHI to physicians, psychiatrists, psychologists, and other licensed health care providers who 
provide you with health care services or are otherwise involved in your care. Example: If a 
psychiatrist is treating you, I may disclose your PHI to her/him in order to coordinate your care.  
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2. For health care operations. I may disclose your PHI to facilitate the efficient and correct 
operation of my practice. Examples:  Quality control - I might use your PHI in the evaluation of 
the quality of health care services that you have received or to evaluate the performance of the 
health care professionals who provided you with these services.  I may also provide your PHI to 
my attorneys, accountants, consultants, and others to make sure that I am in compliance with 
applicable laws. 
3. To obtain payment for treatment. I may use and disclose your PHI to bill and collect payment 
for the treatment and services I provided you. Example: I might send your PHI to your insurance 
company or health plan in order to get payment for the health care services that I have provided to 
you. I could also provide your PHI to business associates, such as billing companies, claims 
processing companies, and others that process health care claims for my office. 
4. Other disclosures.   Examples:  Your consent isn't required if you need emergency treatment 
provided that I attempt to get your consent after treatment is rendered. In the event that I try to get 
your consent but you are unable to communicate with me (for example, if you are unconscious or 
in severe pain) but I think that you would consent to such treatment if you could, I may disclose 
your PHI. 
 
B. Certain Other Uses and Disclosures Do Not Require Your Consent. I may use 
and/or disclose your PHI without your consent or authorization for the following 
reasons: 
1. When disclosure is required by federal, state, or local law; judicial, board, or 

administrative proceedings; or, law enforcement. Example: I may make a disclosure to the 
appropriate officials when a law requires me to report information to government agencies, 
law enforcement personnel and/or in an administrative proceeding. 

2. If disclosure is compelled by a party to a proceeding before a court of an administrative 
agency pursuant to its lawful authority. 

3. If disclosure is required by a search warrant lawfully issued to a governmental law 
enforcement agency. 

4. If disclosure is compelled by the patient or the patient's representative pursuant to 
California Health and Safety Codes or to corresponding federal statutes of regulations, 
such as the Privacy Rule that requires this Notice. 

5. To avoid harm. I may provide PHI to law enforcement personnel or persons able to prevent 
or mitigate a serious threat to the health or safety of a person or the public (i.e., adverse reaction 
to meds). 

6. If disclosure is compelled or permitted by the fact that you are in such mental or 
emotional condition as to be dangerous to yourself or the person or property of others, 
and if I determine that disclosure is necessary to prevent the threatened danger. 

7. If disclosure is mandated by the California Child Abuse and Neglect Reporting law.  For 
example, if I have a reasonable suspicion of child abuse or neglect.  

8. If disclosure is mandated by the California Elder/Dependent Adult Abuse Reporting law.  
For example, if I have a reasonable suspicion of elder abuse or dependent adult abuse. 
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9. If disclosure is compelled or permitted by the fact that you tell me of a serious/imminent 
threat of physical violence by you against a reasonably identifiable victim or victims. 

10. For public health activities.  Example: In the event of your death, if a disclosure is permitted 
or compelled, I may need to give the county coroner information about you.  

11. For health oversight activities.  Example: I may be required to provide information to assist 
the government in the course of an investigation or inspection of a health care organization or 
provider. 

12. For specific government functions.  Examples: I may disclose PHI of military personnel and 
veterans under certain circumstances. Also, I may disclose PHI in the interests of national 
security, such as protecting the President of the United States or assisting with intelligence 
operations. 

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

14. For Workers' Compensation purposes. I may provide PHI in order to comply with Workers' 
Compensation laws. 

15. Appointment reminders and health related benefits or services. Examples: I may use PHI 
to provide appointment reminders. I may use PHI to give you information about alternative 
treatment options, or other health care services or benefits I offer. 

16. If an arbitrator or arbitration panel compels disclosure, when arbitration is lawfully 
requested by either party, pursuant to subpoena duces tectum (e.g., a subpoena for mental 
health records) or any other provision authorizing disclosure in a proceeding before an 
arbitrator or arbitration panel. 

17. If disclosure is required or permitted to a health oversight agency for oversight activities 
authorized by law.  Example: When compelled by U.S. Secretary of Health and Human 
Services to investigate or assess my compliance with HIPAA regulations. 

18. If disclosure is otherwise specifically required by law. 
 
C. Certain Uses and Disclosures Require You to Have the Opportunity to 
Object. 
1. Disclosures to family, friends, or others. I may provide your PHI to a family member, friend, 
or other individual who you indicate is involved in your care or responsible for the payment for 
your health care, unless you object in whole or in part.  Retroactive consent may be obtained in 
emergency situations. 
 
D. Other Uses and Disclosures Require Your Prior Written Authorization. In 
any other situation not described in Sections IIIA, IIIB, and IIIC above, I will request your written 
authorization before using or disclosing any of your PHI. Even if you have signed an authorization 
to disclose your PHI, you may later revoke that authorization, in writing, to stop any future uses 
and disclosures (assuming that I haven't taken any action subsequent to the original authorization) 
of your PHI by me. 
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IV. WHAT RIGHTS YOU HAVE REGARDING YOUR PHI  
These are your rights with respect to your PHI: 
A. The Right to See and Get Copies of Your PHI.  In general, you have the right to see your 
PHI that is in my possession, or to get copies of it; however, you must request it in writing. If I do 
not have your PHI, but I know who does, I will advise you how you can get it. You will receive a 
response from me within 30 days of my receiving your written request. Under certain 
circumstances, I may feel I must deny your request, but if I do, I will give you, in writing, the 
reasons for the denial.  I will also explain your right to have my denial reviewed. 
If you ask for copies of your PHI, I will charge you not more than $.25 per page. I may see fit to 
provide you with a summary or explanation of the PHI, but only if you agree to it, as well as to the 
cost, in advance. 
B. The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right to 
ask that I limit how I use and disclose your PHI. While I will consider your request, I am not 
legally bound to agree. If I do agree to your request, I will put those limits in writing and abide by 
them except in emergency situations. You do not have the right to limit the uses and disclosures 
that I am legally required or permitted to make. 
C. The Right to Choose How I Send Your PHI to You. It is your right to ask that your PHI be 
sent to you at an alternate address (for example, sending information to your work address rather 
than your home address) or by an alternate method (for example, via e-mail instead of by regular 
mail). I am obliged to agree to your request providing that I can give you the PHI, in the format 
you requested, without undue inconvenience.  I may not require an explanation from you as to the 
basis of your request as a condition of providing communications on a confidential basis. 
D. The Right to Get a List of the Disclosures I Have Made. You are entitled to a list of 
disclosures of your PHI that I have made. The list will not include uses or disclosures to which 
you have already consented, i.e., those for treatment, payment, or health care operations, sent 
directly to you, or to your family; neither will the list include disclosures made for national security 
purposes, to corrections or law enforcement personnel, or disclosures made before April 15, 2003.  
After April 15, 2003, disclosure records will be held for six years. 
 
I will respond to your request for an accounting of disclosures within 60 days of receiving your 
request. The list I give you will include disclosures made in the previous six years unless you 
indicate a shorter period. 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 cost, unless you make more than one 
request in the same year, in which case I will charge you a reasonable sum based on a set fee for 
each additional request. 
E. The Right to Amend Your PHI. If you believe that there is some error in your PHI or that 
important information has been omitted, it is your right to request that I correct the existing 
information or add the missing information. Your request and the reason for the request must be 
made in writing. You will receive a response within 60 days of my receipt of your request. I may 
deny your request, in writing, if I find that: the PHI is (a) correct and complete, (b) forbidden to 
be disclosed, (c) not part of my records, or (d) written by someone other than me. My denial must 
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be in writing and must state the reasons for the denial. It must also explain your right to file a 
written statement objecting to the denial. If you do not file a written objection, you still have the 
right to ask that your request and my denial be attached to any future disclosures of your PHI. If I 
approve your request, I will make the change(s) to your PHI. Additionally, I will tell you that the 
changes have been made, and I will advise all others who need to know about the change(s) to 
your PHI. 
F. The Right to Get This Notice by E-mail. You have the right to get this notice by e-mail. You 
have the right to request a paper copy of it, as well. 
 
V. HOW TO COMPLAIN ABOUT MY PRIVACY PRACTICES 
If, in your opinion, I may have violated your privacy rights, or if you object to a decision I made 
about access to your PHI, you are entitled to file a complaint with the person listed in Section VI 
below. You may also send a written complaint to the Secretary of the Department of Health and 
Human Services at 200 Independence Avenue S.W. Washington, D.C. 20201. If you file a 
complaint about my privacy practices, I will take no retaliatory action against you. 
 
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 any complaints about my privacy practices, or would 
like to know how to file a complaint with the Secretary of the Department of Health and Human 
Services, please contact me at:  
Casey J. Simon, M.S., LMFT #97789. 801 Bridgegate St., Suite 108, Westlake Village, CA 91361. 
Phone: (805) 402-9385. Email: CaseySimonMFT@gmail.com  
 
VII. NOTIFICATIONS OF BREACHES 
In the case of a breach, Casey J. Simon, M.S., LMFT #97789 requires to notify each affected 
individual whose unsecured PHI has been compromised. Even if such a breach was caused by a 
business associate, Casey J. Simon, M.S., LMFT #97789 is ultimately responsible for providing 
the notification directly or via the business associate.  If the breach involves more than 500 persons, 
OCR must be notified in accordance with instructions posted on its website. Casey J. Simon, M.S., 
LMFT #97789 bears the ultimate burden of proof to demonstrate that all notifications were given 
or that the impermissible use or disclosure of PHI did not constitute a breach and must maintain 
supporting documentation, including documentation pertaining to the risk assessment. 
 
VIII. PHI AFTER DEATH 
Generally, PHI excludes any health information of a person who has been deceased for more than 
50 years after the date of death. Casey J. Simon, M.S., LMFT #97789 may disclose deceased 
individuals' PHI to non-family members, as well as family members, who were involved in the 
care or payment for healthcare of the decedent prior to death; however, the disclosure must be 
limited to PHI relevant to such care or payment and cannot be inconsistent with any prior expressed 
preference of the deceased individual. 
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IX. INDIVIDUALS’ RIGHT TO RESTRICT DISCLOSURES; RIGHT OF ACCESS  
To implement the 2013 HITECH Act, the Privacy Rule is amended. Casey J. Simon, M.S., 
LMFT #97789 is required to restrict the disclosure of PHI about you, the patient, to a health plan, 
upon request, if the disclosure is for the purpose of carrying out payment or healthcare operations 
and is not otherwise required by law. The PHI must pertain solely to a healthcare item or service 
for which you have paid the covered entity in full. (OCR clarifies that the adopted provisions do 
not require that covered healthcare providers create separate medical records or otherwise 
segregate PHI subject to a restrict healthcare item or service; rather, providers need to employ a 
method to flag or note restrictions of PHI to ensure that such PHI is not inadvertently sent or 
made accessible to a health plan.) 
 
The 2013 Amendments also adopt the proposal in the interim rule requiring Casey J. Simon, M.S., 
LMFT #97789, to provide you, the patient, a copy of PHI if you, the patient, requests it in 
electronic form. The electronic format must be provided to you if it is readily producible. OCR 
clarifies that Casey J. Simon, M.S., LMFT #97789 must provide you only with an electronic copy 
of their PHI, not direct access to their electronic health record systems. The 2013 Amendments 
also give you the right to direct Casey J. Simon, M.S., LMFT #97789 to transmit an electronic 
copy of PHI to an entity or person designated by you. Furthermore, the amendments restrict the 
fees that Casey J. Simon, M.S., LMFT #97789 may charge you for handling and reproduction of 
PHI, which must be reasonable, cost-based and identify separately the labor for copying PHI (if 
any). Finally, the 2013 Amendments modify the timeliness requirement for right of access, from 
up to 90 days currently permitted to 30 days, with a one-time extension of 30 additional days. 
 
X. NPP 
Casey J. Simon, M.S., LMFT #97789 NPP must contain a statement indicating that most uses and 
disclosures of psychotherapy notes, marketing disclosures and sale of PHI do require prior 
authorization by you, and you have the right to be notified in case of a breach of unsecured PHI.  
 
XI. EFFECTIVE DATE OF THIS NOTICE  
This notice went into effect on Jan. 30, 2013 
 
I acknowledge receipt of this notice 
 
Patient Name: _________________ Date:______Signature: ________________ 
 
Patient Name: _________________ Date: _____ Signature: ________________ 
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CASEY J. SIMON, M.S., LMFT #97789 
 MARRIAGE & FAMILY THERAPIST 

(805) 402-9385 

Biographical Information – Intake Form 
 
Please fill out this biographical background form as completely as possible. It will help me in 
our work together.  
 
 
NAME: _________________________________ SEX: ___________ DATE: ______________ 
                
DATE OF BIRTH: _________  AGE: _________  
 
PLACE OF BIRTH: _______________________________ 
 
ADDRESS:   __________________________________________________________________ 
 
PHONE:  HOME: ____________________________ CELL: ____________________________ 
 
EMAIL: ________________________________   
 
MAY I CONTACT YOU VIA VOICEMAIL, TEXT & EMAIL?    
 
YES_____ NO_____  
 
WOULD YOU LIKE ME TO SUBMIT A CLAIM TO YOUR MEDICAL INSURANCE? 
 
YES_____ NO_____ 
 
 
HIGHEST GRADE/DEGREE: ___________ TYPE OF DEGREE: _______________________ 
 
EMERGENCY CONTACT (name/relationship/phone number): __________________________ 
 
HOW DID YOU HEAR ABOUT ME?: _____________________________________________ 
 
CURRENT OCCUPATION (former, if retired): _______________________________________ 
 
CURRENT SYMPTOMS/PROBLEMS:_____________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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CASEY J. SIMON, M.S., LMFT #97789 
 MARRIAGE & FAMILY THERAPIST 

(805) 402-9385 

 
Estimate the severity of above problem: Mild ____ Moderate ____ Severe ___Very severe ____ 
 
MEDICAL DOCTOR(S) (name/phone): _____________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 
PAST/PRESENT MEDICAL CARE (medical problems, surgeries, accidents, falls, illness, etc.): 
______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

 

CURRENT MEDICATION(S): ____________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

 

PAST/PRESENT DRUG/ALCOHOL USE/ABUSE/TREATMENT:  

______________________________________________________________________________ 

______________________________________________________________________________ 

 
HAVE YOU EVER HAD A SUICIDE ATTEMPT OR BEEN PSYCHIATRICALLY 
HOSPITALIZED (Please explain):  
______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

 
FAMILY MEDICAL HISTORY (Describe any illness that runs in the family): 
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CASEY J. SIMON, M.S., LMFT #97789 
 MARRIAGE & FAMILY THERAPIST 

(805) 402-9385 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 
 
 
FAMILY HISTORY OF ALCOHOLISM, MENTAL ILLNESS, OR VIOLENCE (including 
suicide, depression, hospitalizations in psychiatric institutions, abuse, etc.):  
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 
PAST/PRESENT PSYCHOTHERAPY(therapist name, length of treatment, etc.): 
1. ____________________________________________________________________________ 

2. ____________________________________________________________________________ 

3. ____________________________________________________________________________ 

 
DESCRIBE YOUR CHILDHOOD, IN GENERAL (Relationships with parents, siblings, others, 
school, neighborhood, relocations, any school/behavioral/problems, abusive/alcoholic parent):  
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 
IF PARENTS DIVORCED/REMARRIED: Your age at the time: ______.  
 
Describe how it affected you at the time: 
______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

 

ARE YOU INVOLVED IN ANY CURRENT OR PENDING CIVIL OR CRIMINAL 
LITIGATION(S), LAWSUIT(S) OR DIVORCE OR CUSTODY DISPUTE(S)? (explain): 
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CASEY J. SIMON, M.S., LMFT #97789 
 MARRIAGE & FAMILY THERAPIST 

(805) 402-9385 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
Please add any other information you would like me to know about you and your situation on the back side of this 
page. 
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