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MICHAEL G. PIPICH, M.S., LMFT

8400 E. Prentice Ave, Penthouse Suite, Greenwood Village, CO 80111
PATIENT INFORMATION

Name: _______________________________________________________Date:________________

Full Address: ______________________________________________________________________

Gender________ Patient Date of Birth: _______________ Marital Status_____________
Ethnic Background_______________________________Education Level_____________________
Insurance Holder Birth Date: __________________ Insurance Holder    SS#______________________ 

Insurance Holder’s Employer: ______________________________________
Occupation/Position: ________________________________________________________________
Home Phone Number: ____________________OK to call? _____e mail__________________________

Work Phone Number: _____________________OK to call? _____Cell________________________

Skype Address (if any):_____________________________________________

Referred by: _____________________ Reason: _____________________________________________

In Case of Emergency Contact:

Name:_______________________________________________Relationship: ____________________

Street, City, Zip: ________________________________________ Phone :_______________________

Person Responsible for Payment:

Name:_______________________________________________Relationship: ____________________

Street, City, Zip: _______________________________ Social Security #:_______________________

Week Day Phone: _____________________ Week End/Night Phone: __________________________

You may release information necessary for billing to this person: _____________________________

Primary Insurance Plan:

Name of Company: _______________________________________Phone #: ____________________

Address for Claims: ___________________________________________________________________

Name of Insured: _______________________________________Birth Date: ____________________

Group Number or Name: ____________________________Policy Number: ____________________

CoPay: _________Deductible: ___________Deductible Left: __________Yearly Max: ____________

Secondary Insurance Plan:

Name of Company: _______________________________________ Phone: _____________________

Name of Insured: ________________________________________ Date of Birth: ________________

Group Number or Name: ____________________________ Policy Number: ____________________

CoPay: _________Deductible: ___________Deductible Left: __________Yearly Max: ____________

Primary Care Physician: _____________________________ Phone: ___________________________

Please indicate how best to contact you: ____________________________________________________

By signing this I acknowledge that all of the information is correct, that I am responsible for payment of the bill regardless of whether insurance pays, and I understand that 24 hour cancellation is needed to not be charged for the scheduled appointment time

______________________________    ___________    _________________________________

Signature                                      Date                Printed Name

MICHAEL G. PIPICH, M.S., LMFT
General Instruction
Confidentiality
The information you discuss during a psychotherapy session is protected as confidential under law (CRS 12, 43,214 (l) (d)) with certain limitations.  

· It is my policy to report suspected child abuse, without an investigation, to the proper authorities who may then investigate.

· I also may take some action, such as seek an order for your emergency or involuntary commitment, without your consent if I deem you to be a serious harm to yourself or another.  Any action I take without your consent will be discussed with you.

· If I am unable to collect my agreed upon fee, I may send your name and address to a collection agency.

· If you file an official complaint or a lawsuit against me, according to Colorado law, your right to confidentiality will be waived.

· If you chose to use your health benefit plan, you will have given your insurance or managed care company consent to obtain required confidential information for the purpose of determining eligibility for reimbursement.

· I may seek consultation from another mental health professional.  However, your identity will not be revealed without your consent, and your privacy will be protected by that professional.

· Clerical persons hired by me may have access to limited confidential information.  This information is protected from further disclosure and is used solely for administrative purposes.

· When I am away from my office for a few days, I may ask another licensed therapist to cover emergencies for me.  Generally, I will tell this therapist only what he or she needs to know. 

Health Care Benefits/Financial Policy
In the event that you choose to use your health care benefits and my services are reimbursable under your insurance plan, you will have to give me written authorization to release required information.  Released confidential information may range from identifying information, diagnosis, dates and types of sessions and charges to a complete assessment with treatment goals and progress reports when your benefits fall under managed care.  My policy is to provide only the least amount of information necessary for the purpose of authorizing benefits.  I cannot be in control of the storage of confidential information nor access to your confidential information when it is given to a third party. The insurance company will determine benefit coverage and the kind of service for which they will reimburse.  I will discuss with you my recommendations for treatment, and you will decide how you want to proceed.  

Although I am on numerous insurance managed care networks, I may not be a member of your particular insurance.  As a courtesy to patients, I will provide billing statements and/or completed claims forms based on information provided by you.  However, it is your responsibility to verify coverage and to obtain all necessary preauthorization of services required by the insurance carrier.  You are responsible for seeing that my services are paid for, regardless of the decisions of your insurance company.

PAYMENT IS DUE AT THE TIME OF SERVICE.  Insured patients need to pay their co pay at the time of service; uninsured patients need to also pay at the time of service.  Acceptable forms of payment are cash, check or Visa or Mastercard.  Responsibility for payment for services to a dependent child rests with the custodial parent who seeks treatment.  

MISSED/CANCELLED APPOINTMENTS - If you are unable to keep an appointment, please cancel as soon as possible.  You will be charged for missed appointments and appointments not cancelled with 24 hour notice.  Your insurance will not be billed for missed or cancelled appointments and they will be your sole financial responsibility. 

Availability
You may leave a voice mail message 24 hours a day, and I or a designated backup therapist will attempt to return your call within 24 hours during the weekdays or on the first working day following a weekend or holiday.  

In the event of an emergency, PLEASE SEEK CARE AT THE NEAREST HOSPITAL EMERGENCY ROOM OR DIAL 911. 

During my vacations or absences from my practice, I attempt to designate a backup therapist to cover any emergencies.

Records
Records include identifying information, dates and types of sessions, an assessment and diagnosis, a treatment plan, progress notes, and any consultations or collateral contacts made.  My private psychotherapy notes are kept separate, and are further protected from unauthorized access.  Your records will be stored safely with attention to your privacy for at least 10 years as required by Colorado Statute.  They will only be released with your written permission and direction, and if you were seen in couple or family sessions, all adults present would have to sign the release.  It is my policy to not release an entire record, even with your consent.  Instead, I may summarize the content related to the request.  You will be granted reasonable access to your record, but not my psychotherapy notes. You may request, in writing, an amendment to your record. If you choose to read your record, it is my policy to be present in order to respond to any questions or confusion you may have about the recordings.

Termination
Termination will usually be agreed upon mutually, but you are free to terminate at any time.  However, in a few special instances I may decide to stop working with you even though you wish to continue.  These include a failure to meet the terms of our fee agreement, a need for special services outside of the area of my competency, and prolonged failure to keep appointments and/or make progress in our work together.  Should this occur, the reason for termination will be discussed with you, and you will be helped to make different plans for yourself or be provided with another referral source.

 I have read the preceding information and understand my rights and responsibilities as a patient. I agree to the payment terms and understand that I need to provide 24 hours notice for a cancelled appointment, or I will be charged.

__________________________
       _______________

Signature                                             Date

DISCLOSURE STATEMENT

MICHAEL G. PIPICH, M.S., LMFT

DEGREES AND CREDENTIALS

Licensed Marriage and Family Therapist – Colorado #744

Licensed Marriage and Family Therapist – California #MFC25770 (Inactive)

M.S., Clinical/Community Psychology, California State Univ., 1986

B.S., Psychology, Loyola Marymount Univ., 1983
REGULATION OF PSYCHOTHERAPISTS
The practice of licensed or registered persons in the field of psychotherapy is regulated by the Mental Health Licensing Section of the Division of Registrations.  The regulatory boards can be reached at 1560 Broadway, Suite 1350, Denver, CO 80202, 303.894-7800.  The regulatory requirements for mental health professionals provide that a Licensed Clinical Social Worker, a Licensed Marriage and Family therapist, and a Licensed Professional Counselor must hold a masters degree in their profession and have two years of post-masters supervision.  A Licensed Psychologist must hold a doctorate degree in psychology and have one year of post-doctorial supervision.  A Licensed Social Worker must hold a master’s degree in social work.  A Psychologist Candidate, a Marriage and Family Therapist Candidate, and a Licensed Professional Counselor Candidate must hold the necessary licensing degree and be in the process of completing the required supervision for licensure.  A Certified Addiction Counselor I (CAC I) must be a high school graduate, and complete required training hours and 1000 hours of supervised experience.  A CAC II must complete additional required training hours and 2,000 hours of supervised experience.  A CAC III must have a bachelor’s degree in behavioral health, and complete additional required training hours and 2,000 hours of supervised experience.  A Licensed Addiction Counselor must have a clinical master’s degree and meet the CAC III requirements.  A Registered Psychotherapist is listed in the State’s Database and is authorized by law to practice psychotherapy in Colorado, but is not licensed by the state and is not required to satisfy any standardized educational or testing requirements to obtain a registration from the state.

CLIENT RIGHTS AND IMPORTANT INFORMATION

a.
You are entitled to receive information from me about my methods of therapy, the techniques I use, and the duration of your therapy, and my fee.   Please ask if you would like to receive this information.  

b.
You can seek a second opinion from another therapist or terminate therapy at any time.


c.
In a professional relationship (such as ours), sexual intimacy between a therapist and a client is never appropriate.  If sexual intimacy occurs, it should be reported to the Board that licenses, certifies or registers the therapist.


d.
Generally speaking, information provided by and to a client in a professional relationship with a psychotherapist is legally confidential, and the therapist cannot disclose the information without the client’s consent.  There are several exceptions to confidentiality which include:  (1) I am required to report any suspected incident of child abuse or neglect to law enforcement; (2) I am required to report any threat of imminent physical harm by a client to law enforcement and to the person(s) threatened; (3) I am required to initiate a mental health evaluation of a client who is imminently dangerous to self or to others, or who is gravely disabled, as a result of a mental disorder; (4) I am required to report any suspected threat to national security to federal officials; (5) I am required to report abuse of a senior, who is 70 years of age or older, which I believe has probably occurred, including institutional neglect, physical injury, financial exploitation, or unreasonable restraint; and (6) I may be required by Court Order to disclose treatment information. 

e.
When I am concerned about a client’s safety, it is my policy to request a Welfare Check through local law enforcement.  In doing so, I may disclose to law enforcement officers information concerning my concerns.  By signing this Disclosure Statement and agreeing to treat with me, you consent to this practice, if it should become necessary.


f.
Under Colorado law, C.R.S. § 14-10-123.8, parents have the right to access mental health treatment information concerning their minor children, unless the court has restricted access to such information.  If you request treatment information from me, I may provide you with a treatment summary, in compliance with Colorado law and HIPAA Standards.

g.
I agree not to record our sessions without your written consent; and you agree not to tape record a session or a conversation with me without my written consent.
DISCLOSURE REGARDING DIVORCE AND CUSTODY LITIGATION
If you are involved in divorce or custody litigation, my role as a therapist is not to make recommendations to the court concerning custody or parenting issues.  By signing this Disclosure Statement, you agree not to subpoena me to court for testimony or for disclosure of treatment information in such litigation; and you agree not to request that I write any reports to the court or to your attorney, making recommendations concerning custody.  The court can appoint professionals, who have no prior relationship with family members, to conduct an investigation or evaluation and to make recommendations to the court concerning parental responsibilities or parenting time in the best interests of the family’s children.
INFORMED CONSENT FOR TREATMENT

I have read this Disclosure Statement, understand the disclosures that have been made, and acknowledge that a copy of it has been provided to me.  I hereby provide consent for treatment of the following client(s):  _______________________________________________
I have read the preceding information, and it has been presented to me verbally.  I understand the disclosures that have been made to me.  I also acknowledge that I have received a copy of this Disclosure Statement.

______________________________   _____    ________________________________    _____
Client Signature or Responsible Party    Date     Client Signature or Responsible Party      Date

NOTICE OF PRIVACY PRACTICES

OF

MICHAEL G. PIPICH, M.S., LMFT

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.

Effective April 14, 2003

If you have any questions or requests about this Notice, please contact Michael Pipich.  

My Practice is required by State and Federal law to maintain the privacy of protected health information.  In addition, the Practice is required by law to provide patients with this Notice of Privacy Practices explaining our legal duties and privacy practices with respect to your mental health information, and to request that you sign the attached written acknowledgement that you received a copy of this Notice.  This Notice describes how the Practice may use and disclose your protected health information.  This Notice also describes your rights regarding your protected health information and how you may exercise your rights.

“Protected Health Information, PHI”, is information the Practice has created or received about your physical or mental health condition, the health care we provide to you, or the payment for your health care; and identifies you or could be reasonably used to identify you.  It includes your identity, diagnosis, dates of service, treatment plan, and progress in treatment.


USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
Permissible Uses and Disclosures Not Requiring Your Written Authorization Your mental health information may be used and disclosed in the following ways.

·  SEQ CHAPTER \h \r 256Treatment:  Your mental health information may be used and disclosed in the provision and coordination of your healthcare. For example, this may include coordinating and managing your health care with other health care professionals.  Your mental health information may be used and disclosed when I consult with another professional colleague, or if you are referred for medication, or for coverage arrangements during my absence. In any of these instances only information necessary to complete the task will be provided.

· Payment: Your mental health care information will be used to develop accounts receivable information, to bill you, and with your consent to provide information to your insurance company or other third party payer for services provided.  The information provided to insurers and other third party payers may include information that identifies you, as well as your diagnosis, dates and type of service, and other information about your condition and treatment, but will be limited to the least amount necessary for the purposes of the disclosure.

· Health Care Operations: Your mental health information may be used and disclosed in connection with our health care operations, including quality improvement activities, training programs and obtaining legal services.  Only necessary information will be used or disclosed.

· Required or Permitted by Law: Your mental health care information may be used or disclosed when I am required or permitted to do so by law or for health care oversight. This includes, but is not limited to: (a) reporting child abuse or neglect; (b) when court ordered to release information; (c) when there is a legal duty to warn or to take action regarding imminent danger to others; (d) when the patient is a danger to self or others or gravely disabled; (e) when a coroner is investigating the patient’s death; or (f) to health oversight agencies for oversight activities authorized by law and necessary for the oversight of the health care system, government health care benefit programs, or regulatory compliance.

· Contacting the Patient: You may be contacted to remind you of appointments and to tell you about treatments or other services that might be of benefit to you.

· Crimes on the premises or observed by the provider: Crimes that are observed by the therapist or the therapist’s staff, crimes that are directed toward the therapist or the therapist’s staff, or crimes that occur on the premises will be reported to law enforcement.

· Business Associates: Some of the functions of the practice may be provided by contracts with business associates.  For example, some of the billing, legal, auditing, and practice management services may be provided by contracting with outside entities to perform those services.  In those situations, protected health information will be provided to those contractors as is needed to perform their contracted tasks.  Business associates are required to enter into an agreement maintaining the privacy of the protected health information released to them.

· Involuntary Patients: Information regarding patients who are being treated involuntarily, pursuant to law, will be shared with other treatment providers, legal entities, third party payers and others, as necessary to provide the care and management coordination needed.

· Family Members: Except for certain minors, incompetent patients, or involuntary patients, protected health information cannot be provided to family members without the patient’s consent.  In situations where family members are present during a discussion with the patient, and it can be reasonably inferred from the circumstances that the patient does not object, information may be disclosed in the course of the discussion.  However, if the patient objects, protected health information will not be disclosed.

· Emergencies: In life threatening emergencies the practice will disclose information necessary to avoid serious harm or death.

Uses and Disclosures Requiring Your Written Authorization or Release of Information
Except as described above, or as permitted by law, other uses and disclosures of your mental health information will be made only with your written authorization to release the information.  When you sign a written authorization, you may later revoke the authorization in writing as provided by law.  However, that revocation may not be effective for actions already taken under the original authorization.

· Psychotherapy Notes: Psychotherapy notes are maintained separate from your mental health record.  These notes will be used only by your therapist and disclosure will occur only under these circumstances: (a) you specifically authorize their use or disclosure in a separate written authorization; or (b) the therapist who wrote the notes uses them for your treatment; or (c) they may be used for training programs in which students, trainees, or practitioners in mental health learn under supervision to practice or improve their skills; or (d) if you bring a legal action and we have to defend ourselves; and (e) certain limited circumstances defined by the law. 
YOUR RIGHTS AS A PATIENT
Additional Restrictions: You have the right to request additional restrictions on the use or disclosure of your mental health information.  However, the clinician does not have to agree to that request, and there are certain limits to any restriction, which will be provided to you at the time of your request.  Ask your clinician for the Request Form for Protected Health Information.

Alternative Means of Receiving Confidential Communications: You have the right to request that you receive communications from the practice by alternative means or at alternative locations.  For example, you may request that bills and other correspondence be sent to an address other than your home address.  Ask your clinician for the Request Form.

Access to Protected Health Information: You have the right to inspect and obtain a copy of your protected health information in the mental health and billing record.  However, any psychotherapy notes are for the use of your therapist, and are treated differently.  If it is thought that access to your mental health records would harm you, your access may be restricted.  Ask your clinician for the Request Form for PHI and the appeal process.

Amendment of Your Record: You have the right to request an amendment or correction to your protected health information.  If the clinician agrees that the amendment or correction is appropriate, the Practice will ensure the amendment or correction is attached to the record.  An appeal process is available if the clinician determines the record is accurate and complete as is.  Ask your clinician for the Request Form PHI and the appeal process available to you.

Accounting of Disclosures: You have the right to receive an accounting of certain disclosures the practice has made regarding your protected health information.  However, that accounting does not include disclosures that were made for the purpose of treatment, payment, or health care operations.  In addition, the accounting does not include disclosures made to you, disclosures authorized by you, or disclosures made prior to April 14, 2003.  Other exceptions will be provided to you, should you request an accounting.  Ask your clinician for the Request Form.

Right to Revoke Consent or Authorization: You have the right to revoke your consent or authorization to use or disclose your mental health information, except for action that has already taken place under your consent or authorization.  

Copy of this Notice: You have a right to obtain a copy of this Notice upon request.

The Practice is required to abide by the terms of this Notice, or any amended Notice that may follow.  The Practice reserves the right to change the terms of this Notice and to make the new Notice provisions effective for all protected health information that it maintains.  When changes are made, the revised Notice will be posted at the Practice’s office and copies will be available upon request.

If you believe the Practice has violated your privacy rights, you may file a complaint with the person designated within the Practice to receive your complaints, Michael G. Pipich.  You also have the right to complain to the United States Secretary of Health and Human Services by sending your complaint to the Office of Civil Rights, U.S. Department of Health and Human Services, 200 Independence Avenue, S.W., Room 515F, HHH Bldg., and Washington, D.C. 20201.  It is the policy of the Practice that there will be no retaliation for your filing of such a complaint.

 TC \l1 "
Acknowledgement of Receipt of Notice of Privacy Rights TC \l1 "
I, _________________________________, acknowledge that I received a copy of the Notice of Privacy Practices for Michael G. Pipich, M.S., LMFT.   _____________ date

Consent to release information to an Insurer enables me to release diagnosis, treatment dates, treatment plan to your insurance company when submitting for payment. 

Authorization to Release Information is to obtain information from past or other providers, or to provide information to other treatment providers, designated persons.

__________________________________________
_______________

Patient's Signature (Guardian for Minor)


Date

ADDITIONAL PATIENT INFORMATION

FOR

________________________________________

(Parent/Guardian: Please fill out for your child)
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Please add any additional info:

