Duane
OSTERLIND

LICENSED MARRIAGE AND FAMILY THERAPIST

BEGINNING PAPERWORK

This is the beginning paperwork packet. Print it out, complete it and bring it to
the first session. This will save us time.

If you have any questions or are unsure what to complete, fill out what you can
and bring it to your first appointment. We will go over all of it then.

Thank you and | look forward to meeting with you.

Duane Osterlind, LMFT
Licensed Marriage and Family Therapist, MFC#44567
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Client Information (Please Print) Today’s Date

By whom were you referred or how did you find out about me? (Circle One)
NewtworkTherapy.com - PsychologyToday.com - GoodTherapy.com - My Website - Previous Client - Internet
Other:

Last Name: First Name: Ml:

Date of Birth: Age: Gender:

Home Address:

City: State: Zip Code:

Home Phone: Work Phone: Cell Phone:

How would you like to be contacted?

Email Address:

Can | send you email reminders of your appointments: (circle one) yes / no

Race Religion Martial Status
U African American 1 Hispanic QO Agnostic/None d Jewish Q Single U Divorced
4 American Indian 1 White 4 Protestant Q Christian 4 Married Q Separated
O Asian Q Other Q Catholic Q Other Q Partnered O Widowed

Romantic/Sexual Orientation: O Heterosexual 1 Gay/Lesbian  QBisexual Q1 Questioning

Person to contact in case of an emergency

Name:

Phone: Relationship to You:

Children _ Spouse/Partner

Name Age  Sex Live atHome? (yes/no) | (Complete if Spouse is not attending Therapy)
Name Age
Length of relationship Gender

Address & Phone

Employment Information

Name of Employer: Position/Title:

Address of Employer:

How long have you worked for your current employer:

If someone other than client is responsible for payment, please complete this section.

Last Name: First Name:

Address:

Relationship to client: Phone:

Phone Number:
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Medical and Psychiatric History
List any medical conditions you think could impact counseling:

Primary Care Physician: Phone:

Previous Counseling:

Any Previous Mental Health Hospitalizations: dYes QO No Dates:

If yes what were the reasons:

Psychiatrist: Phone:
Prescription/Non-Prescription Medication Frequency/Dose Prescribing MD
Describe your alcohol consumption. Describe your usage of street drugs.
(current and past) (current and past)

What do you typically drink? Drugs:

How often do you drink? Frequency:

Presenting Concern
Please describe your primary reason for seeking counseling:

Was there an event which caused these problems? Yes/ No
If yes, please describe
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Please check any areas of concern that pertain to you:

1 Health Issues

d Sadness

1 Job concerns / stress

1 Headaches

(4 Difficulty making decisions
A Impulsiveness / Loss of control
(4 Drug use

[ Insomnia

d Temper

[ Trouble relaxing

(1 Divorce / Separation

A Tiredness

4 Anger

([ Suicidal thoughts

(1 Relationship concerns
A Elevated Mood

1 Career Choices

([ Difficulty concentrating
(1 Sexual problems

[ Stress

(d Nervousness

(1 Muscle Tension

(1 Stomach Trouble
(1 Restlessness

d Worry

1 Anxiety

(1 Worthlessness

d Appetite changes
(1 Sleep Problems

[d Depression

[ Lack of energy

d Emptiness

(1 Mood Swings

1 Panic or anxiety attacks
[ Financial concerns
(1 School problems
([ Self-esteem

(1 Grief / Loss

1 Fears

(1 Bowel Troubles

(a1 Family Difficulties
(1 Intrusive thoughts

Please include any other information you think is important.
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Duane
OSTERLIND

LICENSED MARRIAGE AND FAMILY THERAPIST

6695 East Pacific Coast Highway, Suite 135, Long Beach, Ca. 90803
562.852.1993

Professional Disclosure Statement and Informed Consent
Often, when we come into counseling we have a lot on our minds, so | am writing down
some useful information for you to read, discuss with me, and take with you.

Process of Counseling

Reaching out for help can be a difficult first step. It takes courage to reach out to
others. Counseling may offer that safe place we need in order to start feeling better, to
make the changes we want, and start the first steps in dealing with life's difficulties and
challenges. My experience is that most people, when given a safe environment to
explore personal life obstacles with a knowledgeable and supportive counselor,
maximize their potential for positive growth. In this setting we often identify changes
that can lead to emotional and behavioral freedom, and the lasting victory we yearn
for.

| believe that when we look towards ourselves we can find the answers that we need.
As we discover this we can make changes in our lives that more fully reflect who we are
and where we need to go. This can lead to a life that is more fulfiing and satisfying,
and a richer relationship with ourselves and others.

| also believe this is your process, and you know (though at times it may not be clear)
what is best for yourself. | believe counseling has the most impact when you try your
best to be as honest as possible. It is an important, and at times, a difficult responsibility.
It can be hard to look at ourselves openly and honestly, but it may help to know you
are in a safe place.

Counseling may not have all the answers as we are all different. In counseling you may
deal with issues you did not intend to, or it may have consequences that are different
than what you expected. Remember, counseling is a process, and sometimes it can
take us to unintended places.

| believe that it is my responsibility to give you the best possible care that | can. If | feel
that | cannot do that or you feel my ideas are not consistent with yours, we can discuss
it. It is important that any time you have a question, concern, or would like to make
changes in your treatment, that you share these with me so you can receive the
treatment that you deserve.

Confidentiality
A large part of the counseling process is about being open and honest about your
thoughts and feelings. It is important to know that what you say in counseling is
confidential. However there are three limitations to confidentiality. If you are a danger
to yourself, a danger to others, or if a child, elder, or dependent adult is being abused, |
am required by law to report to the appropriate agencies. Also, with your written
permission, specific information can be released to other parties as well.
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Fee Information
The fee for each session is $ . Payment for professional services is expected at
the time of each session. It is important to remember that a 24-hour notice is required
to re-schedule or cancel an appointment. The full fee will be charged for sessions
missed without such notification. Payment in full for missed sessions is expected at the
next appointment.

There is no direct billing with any insurance company. At the end of each month, if
requested, you can receive a receipt to submit to your insurance company for
reimbursement. Also, most insurance companies cannot be billed for canceled or
missed sessions.

Many of the costs of outpatient psychotherapy are covered by health insurance. | have
included some information that may be helpful in dealing with your insurance
company.

Insurance Information
« Ask for details about your outpatient psychiatric/mental health coverage.

- Ask if they reimburse for outpatient psychotherapy from a California Licensed Marriage
and Family Therapist working independently. | am a Licensed Marriage and Family
Therapist in the state of California. License #MFC44567

- If they provide coverage for my services ask how much per visit, if you have a maximum
number of visits and maximum dollar amount per calendar year.

- Ask them if they will reimburse you as you are paying the therapist directly and would
need the insurance company to write their check to you.

Emergency Procedures
Should you ever feel that your situation requires immediate attention, | am available to
return your phone call from 9 a.m. to 5 p.m., and return most calls within 24 hours. |
check my voicemail throughout the day but not on evenings or weekends. If you feel
you are in crisis and need to talk to someone immediately, and | am not available, you
may call your local crisis hotline at 1-800-827-757 or 911. If you do talk to me you will be
billed at my current hourly rate for individual therapy.

Thank you for providing me with the opportunity to work with you, and | am committed
to providing you with the high-quality service you deserve. If you have any questions
please feel free to speak to me.

By signing below, you acknowledge that you have read and understand all of the
information above, have received a copy for your records, and have had all of your
guestions answered.

Print Name Signature Date

Print Name Signature Date
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Acknowledgment of Receipt of Notice of Privacy Practices

By signing this form, you acknowledge receipt of the Notice of Privacy Practices that |
have given to you. My Notice of Privacy Practices provides information about how |
may use and disclose your protected health information. | encourage you to read it
in full.

My Notice of Privacy Practices is subject to change. If | change my notice, you may
obtain a copy of the revised notice from me by contacting me at (562) 852-1993.

If you have any questions about my Notice of Privacy Practices, please contact me
at:

6695 East Pacific Coast Highway, Suite 135
Long Beach, Ca. 90803
(562) 852-1993

| acknowledge receipt of the Notice of Privacy Practices of Duane Osterlind, LMFT.

Signature:
Date:

Consent to Use or Disclose Information for Treatment, Payment and Health Care Operations
(TPO)

Federal regulations (HIPAA) allow me to use or disclose Protected Health Information
(PHI) from your record in order to provide treatment to you , to obtain payment for
the services | provide, and for other professional activities (known as “health care
operations”). Nevertheless, | ask your consent in order to make this permission
explicit. The Notice of Privacy Practices describes these disclosures in more detail.
You have the right to review the Notice of Privacy Practices before signing this
consent. | reserve the right to revise my Notice of Privacy Practices at any time. If | do
so, the revised Notice will be posted in the office. You may ask for a printed copy of
my Notice at any time.

You may ask me to restrict the use and disclosure of certain information in your
record that otherwise would be disclosed for treatment, payment, or health care
operations; however, | do not have to agree to these restrictions. If | do agree to a
restriction, that agreement is binding.

You may revoke this consent at any time by giving written notification. Such
revocation will not affect any action taken in reliance on the consent prior to the
revocation.

This consent is voluntary; you may refuse to sign it. However, | am permitted to refuse
to provide heath care services if this consent is not grated, or if the consent is later
revoked.

| hereby consent to the use or disclosure of my Protected Health Information as
specified above.
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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, | am required to insure that your Protected Health Information is kept private. The Protected Health
Information 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. | am required to provide you with this Notice about my privacy
procedures. This Notice must explain when, why, and how | would use and/or disclose your Protected
Health Information. Use of Protected Health Information means when | share, apply, utilize, examine, or
analyze information within my practice; Protected Health Information is disclosed when | release, transfer,
give, or otherwise reveal it to a third party outside my practice. With some exceptions, | may not use or
disclose more of your Protected Health Information than is necessary to accomplish the purpose for which
the use or disclosure is made; however, | am always legally required to follow the privacy practices
described in this Notice.

Please note that | reserve the right to change the terms of this Notice and my privacy policies at any time.
Any changes will apply to Protected Health Information already on file with me. Before | make any
important changes to my policies, | willimmediately change this Notice and post a new copy of it in my
office. You may also request a copy of this Notice from me, or you can view a copy of it in my office.

Ill. HOW | WILL USE AND DISCLOSE YOUR PROTECTED HEALTH INFORMATION.

| will use and disclose your Protected Health Information 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. | may use and disclose your Protected Health Information without your consent for
the following reasons:

1. For treatment. | may disclose your Protected Health Information 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, | may disclose your Protected Health
Information to his/him in order to coordinate your care.

2. For health care operations. | may disclose your Protected Health Information to facilitate the efficient
and correct operation of my practice. Examples: Quality control - | might use your Protected Health
Information 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. | may also provide
your Protected Health Information to my attorneys, accountants, consultants, and others to make sure that
I am in compliance with applicable laws.

3. To obtain payment for treatment. | may use and disclose your Protected Health Information to bill and
collect payment for the treatment and services | provided you. Example: | might send your Protected
Health Information to your insurance company or health plan in .order to get payment for the health care
services that | have provided to you. | could also provide your Protected Health Information to business
associates, such as biling 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
| attempt to get your consent after treatment is rendered. In the event that | try to get your consent but you
are unable to communicate with me (for example, if you are unconscious or in severe pain) but | think that
you would consent to such treatment if you could, | may disclose your Protected Health Information.

B. Certain Other Uses and Disclosures Do Not Require Your Consent. | may use and/or disclose your

Protected Health Information 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: | 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.
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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. | may provide Protected Health Information to law enforcement personnel or persons
able to prevent or mitigate a serious threat to the health or safety of a person or the pubilic.

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 | 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 |
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
| have a reasonable suspicion of elder abuse or dependent adult abuse.

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, | may need to give the county coroner information about you.

11. For health oversight activities. Example: | 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: | may disclose Protected Health Information of military
personnel and veterans under certain circumstances. Also, may disclose Protected Health Information
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, | may provide Protected Health Information in order to
conduct medical research.

14. For Workers’ Compensation purposes. | may provide Protected Health Information in order to comply
with Workers” Compensation laws.

15. Appointment reminders and health related benefits or services. Examples: | may use Protected Health
Information to provide appointment reminders. | may use Protected Health Information to give you
information about alternative treatment options, or other health care services or benefits | 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.

17.1 am permitted to contact you, without your prior authorization, to provide appointment reminders or
information about alternative or other heath-related benefits and services that may be of interest to
you.

18. 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.

19. If disclosure is otherwise specifically required by law.
C. Certain Uses and Disclosures Require You to Have the Opportunity to Object. Disclosures to family,
friends, or others. | may provide your Protected Health Information 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 llIA, 1B, and IIC above, | will request your written
authorization before using or disclosing any of your Protected Health Information. Even if you have signed
an authorization to disclose your Protected Health Information, you may later revoke that authorization, in
writing, to stop any future uses and disclosures (assuming that | haven’t taken any action subsequent to the
original authorization) of your Protected Health Information by me.
IV. What Rights You Have Regarding Your Protected Health Information
These are your rights with respect to your Protected Health Information:
A. The Right to See and Get Copies of Your Protected Health Information. In general, you have the right to
see your Protected Health Information that is in my possession, or to get copies of it; however, you must
request it in writing. If | do not have your Protected Health Information, but | know who does, | 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, | may feel | must deny your request, but if | do, | will give you, in
writing, the reasons for the denial. | will also explain your right to have my denial reviewed. If you ask for
copies of your Protected Health Information, | will charge you not more than $25 per page. | may see fit to
provide you with a summary or explanation of the Protected Health Information, 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 Protected Health Information. You have the

right to ask that | limit how | use and disclose your Protected Health Information. While | will consider your

request, | am not legally bound to agree. If | do agree to your request, | 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 | am legally required or permitted to make.
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C. The Right to Choose How | Send Your Protected Health Information to You. It is your right to ask that your
Protected Health Information 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 email
instead of by regular mail). | am obliged to agree to your request providing that | can give you the
Protected Health Information, in the format you requested, without undue inconvenience.

D. The Right to Get a List of the Disclosures | Have Made. You are entitled to a list of disclosures of your
Protected Health Information that | 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. Disclosure records will be held for six years. | will respond to your
request for an accounting of disclosures within 60 days of receiving your request. The list | 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 Protected Health Information was disclosed (including their address, if
known), a description of the information disclosed, and the reason for the disclosure. | will provide the list to
you at no cost, unless you make more than one request in the same year, in which case | will charge you a
reasonable sum based on a set fee for each additional request.

E. The Right to Amend Your Protected Health Information. If you believe that there is some error in your
Protected Health Information or that important information has been omitted, it is your right to request that |
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. | may
deny your request, in writing, if | find that: the Protected Health Information 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 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 Protected Health Information. If |
approve your request, | will make the change(s) to your Protected Health Information. Additionally, | will tell
you that the changes have been made, and | will advise all others who need to know about the change(s)
to your Protected Health Information.

F. The Right to Get This Notice by Email You have the right to get this notice by email. You have the right to
request a paper copy of it, well.

V. HOW TO COMPLAIN ABOUT MY PRIVACY PRACTICES

If, in your opinion, | may have violated your privacy rights, or if you object to a decision | made about
access to your Protected Heal Information, you are entitled to file a complaint with the person listed in
Section VI below. You may also send a written complaint to the Secrets of the Department of Health and
Human Services at 200 Independence Avenue SW. Washington, D.C. 20201. If you file a complaint about r
privacy practices, | 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: Duane Osterlind LMFT, 6695 East Pacific Coast Highway, Suite 135, Long Beach, CA 90803.
VII. EFFECTIVE DATE OF THIS NOTICE

This notice went into effect on October 1, 2007.
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