Fran Kuehn, LICSW, M.Ed.

53 Langley Road Suite 225
Newton, MA 02459

(617) 564-3687

FranKuehn@gmail.com

Registration

Client Information 

       Date: __________

Client's Name _______________________________________        Date of Birth: ___-___-___

Gender  _____________                                        




   
Street Address_________________________________________________________________

City _____________________




         Zip Code _____________

Home Phone (___)_____________



 Work Phone (__ )__________

Cell Phone (__ )____________




Email:____________________
Relationship Status ____________

Who referred you here?  _____________________________________

Family Information
Name



DOB


Relationship to the client

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Employment/School Information

Occupation:  _________________________________________________

Employer:  ______________________


Work Address: _______________________________________________

Town
_____________________
Zip Code _____________

School: _________________________
Grade: _____

Medical Information 

Name of Primary Care Physician (PCP):  ___________________________

PCP Telephone #:  (____)__________________

Have you had prior treatment? Yes No


If Yes:  Clinician:__________________________



   Where?:   _________________________


    
   Address:_______________________________________

    Town:  _____________________ Zip Code _____________



    Date of treatment:____/_____/_____

Emergency Contact Information

Who should be contacted in case of an emergency?____________________________

Phone: _____________________

Telehealth Disclosure

Fran Kuehn LICSW, M.Ed. LLC

Telementalhealth (TMH) Informed Consent
I ______________________hereby consent to engage in telementalhealth

therapy (includes synchronous and asynchronous forms of communication) with

_____________as the main form of my psychotherapy treatment. I understand

that telehealth includes the practice of health care including mental health

delivery, diagnosis, consultation, treatment and education using HIPPA compliant

interactive audio and video.

I Understand that I have the Following rights with respect to Telementalhealth:

(1) I have the right to refuse TMH at any time without affecting my right to

future care or treatment.

(2) The laws that protect the confidentiality of my medical information also

apply to telehealth and that the information disclosed by me in therapy is

confidential with exception of the mandatory reporting laws that include but

are not limited to: child, elder, and dependent adult abuse; expressed

threats of violence toward an ascertainable victim, imminent risk of harm to

myself, and where I make my mental or emotional state an issue in a legal

proceeding. (Refer to the Office Policies and HIPPA notice of Privacy

Practice forms provided to you for more details of confidentiality and other

practice procedures)

(3) I understand that the dissemination of any personally identifiable images

or information from our telehealth interaction shall not occur without my

written consent.

(4) I understand that TMH sessions are not being recorded, and separate

written approval and consent is needed in order to videotape a session

(5) I understand that there are risks from TMH that may include but are not

limited to: the possibility despite all reasonable efforts by my provider, the

transmission of medical information could be disrupted or distorted by

technical failures; the transmission of my medical information could be

interrupted by unauthorized persons; the electronic storage of my medical

information could be accessed by unauthorized persons; and/or

misunderstandings may occur more easily, particularly when care is

delivered in an asynchronous manner.

(6) I also understand that while there is an empirical evidence base

supporting the efficacy of TMH, it may not yield the same results as face to

face services. I understand that if my provider believes that I would be

better served by another form of therapeutic service (such as face to face) I

will be referred to a therapist in my area who can provide such a service.

(7) I understand that my contact information and contact information for my

emergency contact will be available at every session and give consent to

contact my emergency contact if deemed necessary.

(8) I understand that in the event of technical failure, I will provide a phone

number for follow up contact if a plan for technical failures has not already

been arranged with my provider.

(9) I understand that any form of psychotherapeutic service carries risks and

benefits and that despite my efforts and my providers efforts, my condition

may not improve and in some cases may worsen.

(10) I understand that results from telemental health cannot be guaranteed

or assured. The benefits of telehealth may include but are not limited to:

increased ability to express thoughts and feelings, transportation and travel

barriers are reduced, and time constraints are minimized which may offer a

greater opportunity to prepare for sessions in advance and may lead to

fewer cancellations.

(11) I understand that I have access to my medical information and copies of

medical records in accordance with MA laws. I understand that these

services may not be covered by insurance and that I may be responsible for

any fees incurred during psychotherapy which incorporates TMH.

I understand that I may revoke this authorization at any time by giving my written

notice. I may specify the date, event or condition on which this consent expires. If

none is stated, and if no prior notice of revocation is received, this consent will

expire one year after the date it was initiated.

Name_______________________________________ Date_______________

Signature___________________________________
RELEASE OF INFORMATION TO INSURANCE COMPANY

Client Name  ___________________________ Date of Birth  ___-___-___

I hereby authorize Fran Kuehn to release from my medical records to my health insurance company information necessary for processing my claims, administering benefits, and managing care, including but not limited to diagnosis and treatment plan.

Name of Insurer  ___________________________________________

Please note any restrictions on type of information to be released:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This information is not to be re-released to any person or agency, except as provided by law.

This release shall expire one year after the completion of my treatment with Fran Kuehn, unless otherwise specified.  I understand that I may revoke this consent at any time.

I also understand that any release that was made prior to my revocation that was made in reliance upon this authorization shall not constitute a breach of my right of confidentiality.  I also understand that Federal Regulation 42CFR Part 2, Confidentiality of Alcohol and Drug Abuse Treatment Record may protect the above information.

_____________________________           ____________________       ___/___/___

Signature of Client/Parent

 
Relationship


Date

_____________________________

Witness

Payment Waiver

I ____________________________
agree to pay any co-insurance.


(Your Name)

I am responsible for, according to the rules and regulations of my insurance company:

________________________________________________

(Name of Insurance Company)

If for any reason my insurance company does not pay for services rendered Fran Kuehn, I agree to pay the full amount for said services.

_____________________________           ____________________       ___/___/___

Signature of Client/Parent

 
Relationship


Date

Therapeutic Contract

The client is responsible for payment of services rendered under the therapeutic contract.  The fee is two hundred and twenty five ($225) dollars.  Such payments will be made during each session or as otherwise arranged. If the full payment cannot be made at the time of appointment, a payment plan can be arranged.  Each payment will be made at the time of appointment agreed upon by the therapist and client.  Any remaining balance will be paid at the end of treatment.  

Cancellation Policy

The client is responsible for missed appointments or cancellations made without 24 hours notice.  The full fee of two hundred twenty five ($225) dollars will be charged to the client upon the next visit.  Emergencies, such as accidents, family emergencies and illness may serve as exceptions to the policy.  

I ________________________________________ have read the therapeutic contract and cancellation policy.  I understand and agree to the terms of the contract.

Signed:__________________________________________________

Exchange of Information

Client Name: ____________________________________  Date of Birth:_____________

I hereby consent to the exchange of information between:

Name:_____________________________________________________________

Address:___________________________________________________________

__________________________________________________________________

Telephone:_________________________________________________________

and

Fran Kuehn LICSW. M.Ed.

53 Langley Road Suite 225
Newton, MA 02459

I understand the information is intended exclusively for use in my treatment and is not to be re-released to any person or agency not affiliated with Fran Kuehn.

This release shall expire one year after the completion of my treatment with Fran Kuehn, unless otherwise specified.  I understand I may revoke this consent to release information at any time.

I also understand that any release which was made prior to my revocation and which was made in reliance upon this authorization shall not constitute a breach of my rights to confidentiality.  I understand that the above information may be protected by Federal Regulations 42 CFR Part 2, Confidentiality of Alcohol and Drug Abuse Treatment Record.

___________________________         _____________________         ______________

Signature of client or guardian 
   relationship


       date

 if client is under 16

Witness: ________________________________________

Fran Kuehn LICSW, M.Ed.

Licensed Independent Clinical Social Worker

10 Langley Road Suite 401

Newton, MA 02459
NOTICE OF PRIVACY PRACTICES

This notice describes how medical information about you may be used and disclosed and how you can gain access to this information.  Please review it carefully. If you have any questions about this Privacy Notice, please contact Fran Kuehn at (617) 674-2032

Understanding Your Health Record/Information 

Each time you visit a hospital, healthcare provider, or mental health clinician, a record of your visit is made. Typically, this record contains your symptoms, evaluation and test results, diagnoses, treatment, and a plan for future care or treatment. This information, often referred to as your health or medical record, serves as a: 

· basis for planning your care and treatment; 

· means of communication among the many health professionals who contribute to your care;

· legal document describing the care you received;

· means by which you or a third party payer can verify that services billed were actually provided; 

· tool in educating health professionals; 

· source of information for public health officials charged with improving the health of the nation; 

· source of data for facility planning and marketing; 

· tool with which we can assess and continually work to improve the care we render and the outcomes we achieve. 

Understanding what is in your record and how your health information is used helps you to: 

· better understand who, what, when, where and why others may access your health information;

· make more informed decisions when authorizing disclosure to others;

· ensure its accuracy.

Your Privacy Rights

You have the following rights regarding the health information that Fran Kuehn has about you. 

· Your Right to Inspect and Copy: In most cases, you have the right to look at or get copies of your medical records. You may be charged a fee for the cost of copying your records. (You may need to make an appointment to look at your record to assure that we will have it available for you.) 

· Your Right to Amend: You may ask us to change your records if you feel that there is a mistake. Fran Kuehn can deny your request for certain reasons, but he must give you a written reason for our denial. 
· Your Right to Request Confidential Communications by Alternative Means and at Alternative Locations: You have the right to ask that Fran Kuehn share information with you in a certain way or in a certain place. For example, you may ask him to send information to your work address instead of your home address. He will do my best to accommodate such a request.

· Your Right to Request Restrictions on Our Use or Disclosure of Information: You can ask for limits on how your information is used or disclosed. Fran Kuehn is not required to agree to such requests, but can if he believes it is reasonable to do so.

· Your Right to a List of Disclosures: You have the right to ask for a list of certain disclosures made after April 14, 2003. This list will not include the times that information was disclosed for treatment, payment, or health care operations. The list will not include information provided directly to you or your family, or information that was sent with your permission. It will not include information released without your name or other data that would identify you. The first accounting you request within a twelve-month period will be free, but there is a fee for additional requests during the same 12 month period. 

· Your Right to a Paper Copy of this Notice.  You have the right to obtain a paper copy of this Notice of Privacy Practices at any time.  Even if you have agreed to receive this Notice of Privacy Practices electronically, you may still obtain a paper copy. Your requests must be made in writing to:

Fran Kuehn LICSW, M.Ed. 10 Langley Road Suite 401 Newton, MA 02459
Fran Kuehn’s Responsibilities:

Fran Kuehn will: 

· maintain the privacy of your health information 

· provide you with a notice as to legal duties and privacy practices with respect to information collected and maintained about you 

· abide by the terms of this notice 

· notify you if we are unable to agree to a requested restriction 

· accommodate reasonable requests you may have to communicate health information by alternative means or at alternative locations. 

Fran Kuehn reserves the right to change our practices and to make the new provisions effective for all protected health information we maintain. Should our information practices change, he will mail a revised notice to the address you've supplied us. He will not use or disclose your health information without your authorization, except as described in this notice.

How We Will Use and Disclose Your Health Information

We will use your health information for treatment. 

For example: Information obtained by your therapist, physician or other member of your healthcare team will be recorded in your record and used to determine the course of treatment that should work best for you. These clinicians will document in your record your evaluation and treatment plan. Members of your healthcare team will then record the actions they took and their observations. In that way, we will know how you are responding to treatment. 

When Fran Kuehn makes disclosures to a third party (other than your health plan) for coordination or management of your health care, he will usually obtain your written authorization prior to the disclosure.  A third party is a person or entity who is not affiliated with our organization. In addition, with your authorization, he will disclose your health information to another health care provider (e.g., your primary care physician or a laboratory. 

Fran Kuehn will use your health information for payment.

 For example: A bill may be sent to you or your health insurance company. The information on or accompanying the bill may include information that identifies you, as well as your diagnosis, and the type of visit.  Or, as part of the prior approval process, your HMO may request information regarding your current clinical status.  

Fran Kuehn will use your health information for regular health operations. 

Fran Kuehn may use and share your health information for activities that are known as health care operations.  These are activities that are needed to operate his private practice.  Some of the information is shared with outside parties who perform these health care operations or other services on behalf of Fran Kuehn. These are called "business associates”.  Business associates must also take steps to keep your health information private.  Examples of activities that make up health care operations include:  

· contacting you at the address and telephone numbers you give to us (including leaving messages on answering machines) about: 

· scheduled or cancelled appointments, registration/insurance updates, billing or payment matters, or test results

· information on patient care issues, treatment choices and follow up care instructions

·  other health-related benefits and services that may be of interest to you

· monitoring the quality of care and making improvements where needed

· reviewing medical records for completeness and accuracy and meeting standards set by regulating agencies

· using outside business services; such as storage, auditing, legal or other consulting services

· storing your health medical information 

· information on computers managing and analyzing

Uses and Disclosures (Sharing) of Your Health Information Without Your Specific Permission:

    Fran Kuehn may legally use and/or share your health information with others in the following areas without your specific permission.  In such cases, he will disclose the minimum amount of information necessary to fulfill our obligation.
· As required by state and federal laws and regulations

· When Fran Kuehn believes you might be in danger of harming yourself or other persons or are at risk because of being unable to take care of yourself

· When Fran Kuehn believes that a child, elderly person, or disabled person in your care is being abused or neglected 

· For health oversight activities such as responding to reviews by government agencies or benefit programs such as Medicare or Medicaid

· We may disclose health information about you to a court when a judge orders us to do so. 

· We may disclose health information about you in legal proceedings without your permission when:

· your health information involves communications made during a court-ordered psychiatric examination; 

· you introduce your mental or emotional condition in evidence in support of your claim or defense in any proceeding and the judge approves our disclosure of your health information;

· you file a claim against any of our clinicians or staff for malpractice or initiate a complaint with a licensing board against any of our clinicians;

· a judge approves our disclosure of your health information  in a legal proceeding that involves child custody, adoption or dispensing with consent to adoption;

· one of our social workers brings a proceeding, or is asked to testify in a proceeding, involving foster care of a child or commitment of a child to the custody of the Massachusetts Department of Social Services.

· For law enforcement purposes under specific conditions such as reporting when someone is the victim of a crime. Other conditions include

· when the information is provided in response to an order of a court; 

· when you agree to the disclosure

· we determine that the law enforcement purpose is to respond to a threat of an imminently dangerous activity by you against yourself or another person; or

· the disclosure is otherwise required by law.

· With regard to people who have died, to coroners, medical examiners and funeral directors, or for organ, eye or tissue donation at death 

· To avert a serious threat to health or safety


· For specialized government operations

· As authorized by and as necessary to comply with workers compensation laws

Uses And Disclosures (Sharing) Of Your Health Information That You May Ask To Be Limited, Or Request Not Be Made

In general, Fran Kuehn will not give out any information to family or friends without an authorization signed by you. 

In an emergency situation, if you are present and are able to make health care decisions, he will try to find out if you want us to share this information with your family members or others.   If you are not able to make your wishes known, he will use his best judgment to decide whether to share information.  If it is thought to be in your best interest, he will only share information that others really need to know.  

And, if you are not in an emergency situation but are unable to make health care decisions, he will disclose your health information to: your health care agent if he has received a valid health care proxy from you, your guardian or medication monitor if one has been appointed by a court, or if applicable, the state agency responsible for consenting to your care.  

Uses And Disclosures Of Information That Require Your Written Permission. 

· Sharing information about genetic testing (as defined by state law) or genetic test results 

· Sharing information about HIV testing or test results 

· Sharing information from substance abuse rehabilitation treatment programs

· Sharing information about treatment for sexually transmitted diseases

· Information which state law recognizes as “privileged” (sensitive) information can only be shared in administrative and judicial proceedings if you give written permission.

· Privileged (sensitive) information includes information that relates to domestic violence, sexual assault counseling, confidential communications between a patient and a social worker, or confidential details of psychotherapy (from a psychiatrist, psychologist, or licensed mental health nurse clinical specialist)

· such proceedings may include civil or criminal trials and their preliminary proceedings, or hearings before a state, county or local administrative agency  

· Using and sharing psychotherapist notes (notes maintained outside of the medical record for the therapist’s own use); however, specific permission is not required for use or sharing of these notes for your therapist to treat you, for legal defense in an action you bring, or for oversight of the therapist

Withdrawing Permission:  

If you have given permission for your medical information in the above categories to be used or shared, you may withdraw your permission in writing at any time and except to the extent that Fran Kuehn has already acted on it, he will not make any further disclosures of your information. 

Complaints

If you believe your privacy rights have been violated, you may file a complaint with Fran Kuehn or with the Secretary of the U.S. Department of Health and Human Services.

Acknowledgement and Agreement of Privacy Policy

My signature is provided in acknowledgement that Mr. Fran Kuehn has informed me of his privacy policy and of my rights and his obligations regarding the handling of clinical information under the HIPAA law.  Fran Kuehn has presented me, in writing, with a summary of the HIPAA law and his privacy policy as it relates to the law and his handling of information regarding my child, family or myself.  I have reviewed these materials, understand them and hereby accept the conditions for information management outlined in Fran Kuehn’s policy and the HIPAA law.

Signature: ______________________________________ Date:____________________

Print Name:  ____________________________________
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