Psychology of Weston
Confidentiality
All communications between you and us in the course and continuation of the psychotherapeutic relationship will be treated as strictly confidential. As the client, you control whether or not we may disclose confidential information. You have the power to waive confidentiality. As a matter of office policy, we ask that all waivers of confidentiality, in whole or in part, be on forms provided by us. We may, at our sole discretion, accept a waiver of confidentiality in some other form. 
There are exceptions to confidentiality mandated or implied by Florida Law. Under the following circumstances, we will breach confidentiality: 

1. When we have cause to suspect a child or elderly person has been or may be abused.

2. When we have reasonable cause to believe that you pose a risk of imminent harm to yourself or to another individual.

3. When we are compelled to testify pursuant to a valid court order. (In this circumstance, we will assert the communication is privileged and will only testify after you have had an opportunity to obtain a court order protecting the confidential information or we are compelled by law.)
Clients generally wish to establish certain limited waivers of confidentially. Unless otherwise specified in writing, you agree to the following limited waivers:
1. 
To the referral source:  you agree that we may contact the individual or agency who referred you and may convey the following information: (a) the fact that you  have been seen and evaluated; (b) the number of sessions you have attended (or missed); (c) anticipated length of treatment; and (d) general comments regarding your progress, prognosis, fitness for employment, and participation in treatment. 

2. 
For psychiatric/medical /nutritional consultation:  You agree that we may consult with your psychiatrist, physician(s), and/or nutritionist. You authorize the release of information from your psychiatrist, physician(s), and/or nutritionist to us and vice versa to facilitate such consultation. 

3.
For consultation with professional peers. From time to time, we may consult with  professional peers regarding a clinical matter. The professional peers are likewise bound by confidentiality. You authorize the release of information reasonably necessary to such a consultation. It is understood that your name will not be released to the consulting clinician in such cases. 

Consent for Treatment

1. I the undersigned client or _______________________________ (name of authorized representative acting on behalf of client), consent to psychological treatment, assessment, and testing by Psychology of Weston   
2. I am aware that the practice of Psychology is not an exact science and I acknowledge that no guarantees have been made to me as to the results of assessment, testing, diagnosis, or treatment. 

3. I consent to the release of psychological information to other institutions or agencies accepting the patient for medical, psychological, or institutional care, and consent to the release of psychological information to the client’s insurer. 

4. I am aware that fees for services are payable at the time service is rendered. If special circumstances exist that render it difficult for payment as agreed, I will discuss this with Psychology of Weston prior to the time services are rendered. 
Although the general practice is to require full payment from all insured, Psychology of Weston will assist with any insurance forms or similar documents so that her clients can obtain reimbursement from their insurers.
5. It is generally impossible to fill a time slot on short notice. Therefore, a twenty-four hour notice for cancellation is required. If scheduled appointments are not cancelled appropriately, patients will be charged for “no-shows.”
6. If payment for services rendered is not made as agreed upon and we must undertake legal action to collect our fees, you agree that confidentiality will be waived to the extent necessary for that purpose.

7. In the event that it is necessary to refer your account to an attorney for collection, whether suit be brought or not, you agree to pay reasonable attorney’s fees including attorney fees on appeal together with court costs and interest at the maximum lawful rate.   

8. We try to be available to our clients by telephone for emergencies. In the event that we cannot be reached, please go to the nearest emergency room for assistance or call 911.
9.
We will, from time to time, take time off for vacation, to attend seminars, or because we are ill. Psychotherapy is a uniquely personal service and therefore, therapy may be briefly interrupted. We will attempt to give you adequate advance notice. 
10. We may deem it appropriate to make a referral to another practitioner for specific services. We know many professionals in our field and in related fields and will gladly make any necessary arrangements. It is understood that we cannot take personal responsibly for their competence. 

Child and Adolescent Treatment

Both parents have the right to be informed about their child’s treatment. We will, however, respect the confidences of your child or adolescent when, in our opinion, it is their best interest to do so. Absent such a guarantee of confidentiality, your child or adolescent may not trust us enough to establish a therapeutic relationship and treatment may be less effective.
Where children and adolescents are seen in treatment, it may be desirable to consult with their teachers. You agree that confidentiality is waived to the extent necessary to effect such a consultation.

Also, child and adolescent therapy frequently requires the active involvement of the significant individuals in a child’s life. If necessary, you agree to participate in your child or adolescent’s treatment and agree to assist in getting other significant individuals in the child’s life to participate as well.
Family, Group and Couples Therapy

When multiple individuals are seen in therapy each of the individuals present has the power to waive confidentiality even though they may not have the right to do so. We do not take responsibility for the actions of others. 

Unless otherwise specified, when multiple individuals with a common bond or relationship are seen in therapy, the “client” is the relationship that binds the individuals together (i.e., the marriage in marital therapy). Individual therapy for any of the participants in the relationship is available by referral.

I have read and clearly understand the above:

Date: _____________
Signature of Client: _____________________________________  




(or one who is legally authorized to consent)



Witness: ______________________________________________ 
Minor’s Consent:  Unemancipated clients (minors under 18 years of age) must have parent’s or guardian’s signature. 
Date: _____________
Signature of Parent or Guardian: ___________________________

AUTHORIZATION FOR OBTAINING OR RELEASING CONFIDENTIAL INFORMATION

I, _________________________________Address_____________________________________________

Authorize:
Psychology of Weston



1640 Town Center Circle, S-204



Weston, Florida, 33326



Phone: (954) 349-1060 
Fax: (954) 349-0333

To Obtain: 
( ) 
Treatment Summary



( )
Discharge Summary



( )
Psychological Evaluation/Testing



( )
Psychiatric Evaluation



( ) 
Medical History



( )
HIV and/or Drug/Alcohol Abuse/Addiction



( ) 
Information re: Emergency Treatment and AMA



( )
Treatment Plan and/or Progress



( )
Consultation



( )
Other: ___________________________________

From the following:

Name:     ________________________________________________________________



Address: ________________________________________________________________



               ________________________________________________________________



Phone:    ________________________________________________________________

To Release: 
( )
Psychological Evaluation



( )
Psychological Testing



( ) 
HIV and/or Drug/Alcohol Abuse/Addiction



( ) 
Information re: Emergency Treatment and AMA



( )
Treatment Plan and/or Progress



( )
Consultation



( )
Other: ________________________________

To the Following: 

Name:     ________________________________________________________________



Address: ________________________________________________________________



               ________________________________________________________________



Phone:    ________________________________________________________________

I understand that my records are confidential and will not be disclosed without my written consent unless under legal compulsion. I also understand that I may revoke this consent at any time, except to the extent that action has been taken in reliance therein. Further, this release will remain in force throughout treatment.

Date: _____________
Signature of Client: ________________________________________________




Signature of Parent/Guardian: ________________________________________




Witness: _________________________________________________________

I hereby revoke my consent:

Date: _____________
Signature of Client: ________________________________________________




Signature of Parent/Guardian: ________________________________________




Witness: _________________________________________________________

Child Issues Questionnaire

Please CIRCLE the extent to which you are CURRENTLY CONCERNED about EACH of the following issues with your child.  Please respond to EVERY item.

EXTENT:   0 = none    1 = some    2 = much    3 = very much

1. Motivation………………………………............. 
0   1   2   3

2. Relationship with parents/family ………………..
0   1   2   3

3. Relationship with friends…………………………
0   1   2   3

4. Plays well with others/toys……………………….
0   1   2   3

5. Independence…………………………………….
0   1   2   3

6. Difficulty asserting self…………………………..
0   1   2   3

7. Difficulty expressing feelings……………………
0   1   2   3

8. Social skills………………………………………
0   1   2   3

9. Feeling isolated or lonely………..........................
0   1   2   3

10. Fear of close relationships……………………….
0   1   2   3

11. Dealing with anger………………........................
0   1   2   3

12. Mood swings/irritability………………………… 
0   1   2   3

13. Thoughts of harming others……………………..
0   1   2   3



14. Grief over loss…………………….……………..
0   1   2   3

15. Physical or sexual abuse…………………........... 
0   1   2   3

16. Emotional abuse…………………………….
…..
0   1   2   3

17. Sex or sexuality…………………........................
0   1   2   3

18. Out of touch with feelings ……..........................
0   1   2   3

19. Confused about beliefs or values……………….
0   1   2   3

20. Difficulty making decisions……………………
0   1   2   3

21. Dislikes self……………………….....................
0   1   2   3

22. Self-identity……………………………………..
0   1   2   3

23. Physical appearance/grooming………………….   
0   1   2   3

24. Anxiety, worry………………………………….
0   1   2   3

25. Stress, tension……………………………..........
0   1   2   3

26. Specific fears or phobias………………………..  
0   1   2   3

27. Obsessions/compulsions…………………..........
0   1   2   3

28. Hallucinations/delusions……………………
…..
0   1   2   3

29. Paranoia………………………………………….
0   1   2   3

30. Unhappy much of the time………………………
0   1   2   3

31. Depression…………………………….…………
0   1   2   3

32. Crying/tearfulness………………………………. 
0   1   2   3

33. Feeling unworthy, inferior, guilty………………. 
0   1   2   3

34. Thoughts of harming self……………………….. 
0   1   2   3

35. Fatigue/low energy………………………………  
0   1   2   3

36. Alcohol…………………………………………..
0   1   2   3

37. Drugs…………………………………………….. 
0   1   2   3 

38. Eating……………………………………………..
0   1   2   3

39. Weight…………………………………………….
0   1   2   3

40. Sleep………………………………………. …….
0   1   2   3

41. Health/Physical Complaints………………………   
0   1   2   3

42. Financial/Legal problems…………………………
0   1   2   3

43. Hyperactivity………………………………………
0   1   2   3

44. Attention/Concentration problems………….
…….
0   1   2   3

45. Agitation………………………………………….. 
0   1   2   3

46. Behavior problems………………………….
…….
0   1   2   3

47. Oppositional defiant behavior………………
…….
0   1   2   3

48. Bladder and/or Bowel issues………………………  
0   1   2   3

49. Other, please list__________________________ 
0   1   2   3

Parent Issues Questionnaire

Please CIRCLE the extent to which you are CURRENTLY CONCERNED about EACH of the following issues with your adolescent.  Please respond to EVERY item.

EXTENT:   0 = none    1 = some    2 = much    3 = very much

1. Motivation………………………………............. 
0   1   2   3

2. Relationship with parents/family ………………..
0   1   2   3

3. Relationship with friends…………………………
0   1   2   3

4. Independence…………………………………….
0   1   2   3

5. Difficulty asserting self…………………………..
0   1   2   3

6. Difficulty expressing feelings……………………
0   1   2   3

7. Social skills………………………………………
0   1   2   3

8. Feeling isolated or lonely………..........................
0   1   2   3

9. Fear of close relationships……………………….
0   1   2   3

10. Dealing with anger………………........................
0   1   2   3

11. Mood swings/irritability………………………… 
0   1   2   3

12. Thoughts of harming others……………………..
0   1   2   3



13. Grief over loss…………………….……………..
0   1   2   3

14. Physical or sexual abuse…………………........... 
0   1   2   3

15. Emotional abuse…………………………….
…..
0   1   2   3

16. Sex or sexuality…………………........................
0   1   2   3

17. Out of touch with feelings ……..........................
0   1   2   3

18. Confused about beliefs or values……………….
0   1   2   3

19. Difficulty making decisions……………………
0   1   2   3

20. Dislikes self……………………….....................
0   1   2   3

21. Self-identity……………………………………..
0   1   2   3

22. Physical appearance/grooming………………….   
0   1   2   3

23. Anxiety, worry………………………………….
0   1   2   3

24. Stress, tension……………………………..........
0   1   2   3

25. Specific fears or phobias………………………..  
0   1   2   3

26. Obsessions/compulsions…………………..........
0   1   2   3

27. Hallucinations/delusions……………………
…..
0   1   2   3

28. Paranoia………………………………………….
0   1   2   3

29. Unhappy much of the time………………………
0   1   2   3

30. Depression…………………………….…………
0   1   2   3

31. Crying/tearfulness………………………………. 
0   1   2   3

32. Feeling unworthy, inferior, guilty………………. 
0   1   2   3

33. Thoughts of harming self……………………….. 
0   1   2   3

34. Fatigue/low energy………………………………  
0   1   2   3

35. Alcohol…………………………………………..
0   1   2   3

36. Drugs…………………………………………….. 
0   1   2   3 

37. Eating……………………………………………..
0   1   2   3

38. Weight…………………………………………….
0   1   2   3

39. Sleep………………………………………. …….
0   1   2   3

40. Health/Physical Complaints………………………   
0   1   2   3

41. Financial/Legal problems…………………………
0   1   2   3

42. Hyperactivity………………………………………
0   1   2   3

43. Attention/Concentration problems………….
…….
0   1   2   3

44. Agitation………………………………………….. 
0   1   2   3

45. Behavior problems………………………….
…….
0   1   2   3

46. Oppositional defiant behavior………………
…….
0   1   2   3

47. Other, please list__________________________ 
0   1   2   3

