Craig A. Porterfield, Ph.D.

Licensed Psychologist

http://addcollegebound.com

219 Old Camden Rd., Camden, DE  19934

	· Kent County Phone: 302-697-6848
	· Kent County Fax: 302-697-6849


New Castle County Phone: 302-476-2541

Client Registration
A. Client Information

Client Name:_________________________________________________ 
DOB_____/______/__​​___
Sex:_______
 Marital Status_______
  

Parent/legal Guardian’s Name

if Client <18__________________________________________________

Home Address_________________________________________________






(Parent/guardian’s work # if client <18)
Home #____-____-_______
Work # (client) ____-____-_______
(Mother/guardian # if client <18)  
(Mother/guardian email if client <18)
Cell # 1  ____-____-_______
 Email #1____________________________
(Father/guardian # if client <18)  
(Father/guardian email if client <18)
Cell # 2  ____-____-_______
 Email #2____________________________

Emergency Contact & telephone #_________________________________

Who referred you to this office?___________________________________

Primary Care Physician__________________________________________
Parent/legal guardian if client is < 18

Signature: ____________________________________________________
B. HIPAA Authorization Form
Acknowledgement of Receipt of "Notice of Psychologists' Policies and Practices to Protect the Privacy of Your Health Information"

Effective April 14, 2003, the federal government requires clinicians to give healthcare clients a notice (hereafter referred to as "Notice") regarding the protection of their private health care information in  compliance with the Health Insurance Portability and Accountability Act ("HIPAA") Privacy Rule (45 C.F.R. parts 160 and 164).

This acknowledgement documents that Dr. Porterfield has given you the "Notice" that is required.  HIPAA covers what is called "protected health information" (PHI) that is used for treatment, payment, and health care operations.  PHI is information in your health record that could identify you.

The Notice contains basic information about:

1. how your PHI may be used and disclosed for treatment, payment and healthcare operations (these terms are defined in the Notice)

2.  which uses and disclosures require or don't require authorization from you 

3.  how you may revoke an authorization you have made

4. certain rights you have to restrict use and disclosure of PHI, to receive confidential communications by alternative means and at alternative locations, to inspect and copy your records, to amend your records, to have an accounting of disclosures

5. a list of my duties to protect the privacy of your PHI, my right to change the privacy policies and practices described in the Notice, and how I will inform you of changes

6. what you can do if you have any complaints about violations of your privacy rights, about decisions about access to your records I may make

7.  any restrictions and limitations you or I may put on the use and disclosure of your PHI.

Click here to read and print Privacy Notice
I acknowledge that Dr. Porterfield has given me a copy of the Privacy Notice (version dated ____________) as required by the federal government's HIPAA legislation.











/
/


Signature of client/parent/guardian/legal representative

Date

______________________________      
____________________________________

Print Client's Name                                   
Print Name of Parent/Legal Representative

If you are parent/legal representative, describe your role/authority to sign for the client: 

C. Release

This form when completed and signed by you, authorizes Dr. Porterfield to release protected information from your clinical record to the person you designate, or to obtain such information from another clinician or organization. 

I authorize the following professional or organization, __________________________________
______________________________________________________________________________,

and/or the administrative and clinical staff to release the following information:
This information should only be released to (name and address of person to whom the information is to be released)_______________________________________________________

______________________________________________________________________________

As Dr. Porterfield's client, it is optional for me to give the reason here.  If I prefer, I may leave the reason blank. 











This authorization shall remain in effect until the following date or event:

______________________________________________________________________________
I realize that I may revoke this authorization, in writing, at any time by sending such written notification to Dr. Porterfield's office address.  However, my revocation will not be effective if Dr. Porterfield has taken action based on the authorization or if this authorization was obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim. 

I understand that Dr. Porterfield generally may not condition psychological services upon my signing an authorization unless the psychological services are provided for the purpose of creating health information for a third party.  

I understand that, after the information changes hands, the recipient might redisclose this information, and the information may be no longer protected by the HIPAA Privacy Rule.

______________________________________________________________________________

Name of Client/Representative


Signature of Client/Representative
    Date

If you are the client's personal representative, please describe your authority to act for the client.

______________________________________________________________________________

Name of Witness



Signature of Witness
    

    Date
D. CLIENT CONTRACT
Please print a second copy of this for your personal records.

Emergencies:
Please do not email in case of an emergency.  Due to my work schedule, I am often not immediately available by telephone.  If you are unable to reach me, and cannot wait for me to return your call, please contact your family physician or the nearest hospital emergency room.  

Session Length:

Full sessions are generally 45 minutes long.  A follow-up phone appointment sometimes can be scheduled the same day if you need more time to discuss important issues.  Insurance companies do not cover telephone calls with psychologists.

Professional fees:

In addition to regular appointments, I charge $165 per hour on a prorated basis for other professional services such as letter writing, report writing, telephone conversations lasting longer than 5 minutes, consulting with other professionals with your permission, preparing records or treatment summaries, and any other service outside of an office visit.  If I am required to testify in legal proceedings, then you agree to pay my fees, even if you do not want me to testify, and even if the testimony does not help you.
  These fees include testimony, depositions, preparation, waiting time, transportation time and transportation costs, even if another party calls me to testify.  Because of the difficulty of legal involvement, I charge $200 per hour for preparation and attendance at any legal proceedings. 
Financial Policy:

You agree to pay for your services, regardless of your insurance coverage.  We accept some Blue Cross Blue Shield of Delaware plans and Tri-Care Standard.  Sometimes, we will work with other plans.  Our office manager can assist you in verifying our participation with your plan and can answer other questions.  You agree to confirm coverage with your insurance carrier.  We will help you fill out forms and guide you in your insurance reimbursement if we do not participate.  As the responsible party, you agree to the following:

1)
You will give at least 24 hours notice during regular business hours (9:00-5:00 Monday-Friday except holidays) if you must cancel an appointment.  Example: you will call no later than 5:00 on Friday to cancel an appointment scheduled at 5:00 on Monday.  Often we have a long waiting list of current clients seeking appointments, and your advance notice may allow someone else to use the time.  If you miss an appointment without calling to cancel, then you will pay the full fee for the missed appointment.  If you cancel less than 24 business hours in advance due to work demands, child client refusing to come, etc., then you will pay half of the fee.  
2) 
If Dr. Porterfield does not contract with your insurance plan, then you will pay full fee at time of service.
3)
 If Dr. Porterfield agrees to bill your insurance company or another third party as a courtesy to you, then you agree to do the following:

a)
Let us share any clinical information necessary for the insurance company to process claims.  (If you do not want to release this information to the insurance company, then you should pay out of pocket for my services.)

b)
Authorize the insurance company or other third party to pay us directly.

c)
Pay any co-payments or deductibles on your policy at the time of service.

e)
Keep accurate records, know the extent of your insurance coverage, and know the terms of your policy.  Pay all parts of the bill that insurance does not cover.
  You will pay for services that Dr. Porterfield provides after your insurance runs out, parts of the bill that your insurance company should cover but fails to pay, and services that insurance does not cover (such as special reports, travel time to provide services away from the office, school observations, evaluations for court hearings, or for telephone calls).  There is no charge for routine calls about scheduling and billing or for infrequent brief (less than 5 minutes) telephone contacts that are primarily clinical in nature.
4)
You agree that we may have to terminate services if you neglect payment or miss appointments.

5)
You will pay our collection costs, and you give us permission to send information about your account to a collection agency if your bills are 90 days past due.

You agree that you have read this contract and understand this information.  You agree to comply with the conditions of services that are stated or implied above.  You have the right not to sign this form and to discuss your concerns with Dr. Porterfield before we start services.

_____________________________________________ 


__________________

Signature of Responsible Party





Date

_________________________________________ 

   
__________________
Craig A. Porterfield, Ph.D.





Date
� I will never testify against your wishes unless the law requires me to do this.  See the Delaware Privacy Notice mentioned above.


� If you have Blue Cross Blue Shield insurance, then we will obtain your permission before providing services that insurance does not cover.  






