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Julie Corbin, Ph.D., LPC
NJ License # PC2812

55 Madison Avenue, Suite 400    Morristown, NJ 07960    973-886-3294

drjcorbin@aol.com/www.jcorbinphd.com

________________________________________________________________________
New Patient Welcome Packet

Please complete the attached forms so that I can provide you with the best service to fit your individual needs. All information is confidential.

Name: ___________________________________________________________

Address: _________________________________________________________

Phone: _________________________(h) ______ ________________________ (w/c)

Is it ok to leave a message for you at this number?  Yes / No

Emergency Contact Person/Number _________________________________
Email: ____________________________________

DOB:  _____________________         Occupation: _____________________________

Employer: _______________________________________
Primary Insurance: _________________________
Group #: _______________________________
ID#: ___________________________________

Name of Insured: ________________________/ DOB of Insured: _______________
*** Please note that I am an In-Network Provider for the following insurances;

 - Cigna

 - Approved Out of Network
1. What brings you in for psychotherapy at this time? 
	Please rate how well you are doing:
	N/A
	Cannot Function
	Serious Problems
	Moderate Problems
	Mild Problems
	No Problems

	On your job
	· 
	· 
	· 
	· 
	· 
	· 

	In your marital/significant other relationship
	· 
	· 
	· 
	· 
	· 
	· 

	In your family relationships
	· 
	· 
	· 
	· 
	· 
	· 

	In relationships with people outside your family
	· 
	· 
	· 
	· 
	· 
	· 


Current Symptoms Checklist: (check once for any symptoms present, twice for major symptoms)

	(
	) Depressed mood
	(
	) Racing thoughts
	
	(
	) Excessive worry

	(
	) Unable to enjoy activities
	(
	) Impulsivity
	
	(
	) Anxiety attacks

	(
	) Sleep pattern disturbance
	(
	) Increase risky behavior
	(
	) Avoidance

	(
	) Loss of interest
	(
	) Increased libido
	
	(
	) Hallucinations

	(
	) Concentration/forgetfulness
	(
	) Decrease need for sleep
	(
	) Suspiciousness

	(
	) Change in appetite
	(
	) Excessive energy
	
	(
	) ________________

	(
	) Excessive guilt
	(
	) Increased irritability
	
	(
	) ________________

	(
	) Fatigue
	(
	) Crying spells
	
	
	

	(
	) Decreased libido
	
	
	
	
	
	


2. When did this start to become a problem for you?
3. On the scale below please check the severity of your concerns:

_____ mildly upsetting                    Any additional comments:

_____ moderately upsetting

_____ very severe

_____ extremely severe

_____ totally incapacitating

4. Have you seen a therapist/psychologist or psychiatrist for this problem? If so what was the outcome?

5. Are you currently taking any prescription medication? Is so what, how much and with what results?

6. What is the condition of your physical health?
7. Are you under the care of a Psychiatrist or Medical Doctor?
8. What are your goals of therapy?

9. Who referred you for therapy?

10. Have you ever sought help before for this or any other psychological or emotional issue? If so when?

___ yes 

___ no

11. If yes, what was the nature of the problem, how long were you in treatment and was it helpful?
Please feel free to include anything else you feel is important to share.
Julie Corbin, Ph.D., LPC
NJ License # PC2812
55 Madison Avenue, Suite 400    Morristown, NJ 07960    973-886-3294
drjcorbin@aol.com/www.jcorbinphd.com

Practice Policies 
 
This document contains important information about my professional services and business policies.  Please read it carefully and sign at the bottom.
 
Psychotherapy Sessions:
My normal practice is to conduct a psychosocial evaluation that will last from 1 to 2 sessions.  During this time, we can both decide whether I am the best therapist to provide the services that you need in order to meet your treatment objectives.  If psychotherapy is initiated, a 50 minute session per week at a mutually agreed time will be conducted, although sometimes sessions will be more frequent.  As this appointment hour is scheduled specifically for you I ask that you provide 24 hours advance notice of cancellation [unless due to circumstances beyond your control] to avoid a cancellation fee.  Please be aware that if you arrive late, I may not be able to extend your session past your scheduled appointment time.
 
Professional Fees; Reports, Extended Calls, Email and Letters:
My rate is as follows

:

·  Initial Intake Evaluation - 90 minutes: $275.00
·  Individual Psychotherapy Session - 50 minutes: $175.00 
· Couples/ Marriage Counseling - 50 minutes: $175.00
· Mindfulness Based Stress Reduction - 50 minutes: $150.00

· Emotional Support Animal Evaluation - 90 minutes: $225.00

Payment is due at the end of each session. Due to the additional time and cost incurred, it is my policy to charge this amount on a prorated basis for other professional services you may require such as; report writing, telephone conversations that last longer than 10 minutes, extended e-mail correspondence, attendance at meetings or consultations with other professionals which you have authorized, preparation of records or treatment summaries and/ or the time required to perform any other services done on your behalf for insurance companies/agencies. FYI: Cell phones; faxes, and email, correspondence are not secured forms of communication. That is, when we communicate through these media unintended third parties may be able to access our communications. I will use these media with you as long as you understand their inherent limits. Email and postal correspondence are also prone to misunderstandings. The written word is more limited than face-to-face communication. For this reason, I will always inquire as to your understanding of such communication so that misunderstandings are kept to a minimum.

Insurance Reimbursement: 
I have made a choice not to participate in most insurance plans due to the serious compromise made with regard to privacy and the limits set towards the type and duration of services.  As such, I am an In-Network provider for Cigna Healthcare.  If you are a member of Cigna you are responsible for any out of pocket expenses such as deductible, co-pay and/or co-insurance. When entering into therapy I provide individually tailored treatment to meet specific needs, and privacy to those who decide to pay for services themselves rather than using insurance. Under those circumstances no reports are made to anyone and clients do not have to have a psychiatric diagnosis. The range of issues that can be addressed do not have to fit the requirements of what the insurance company deems important which results in treatment that is more flexible, creative and tailored very specifically to meet the goals and interests of my clients. If you have insurance for which I am not a provider, payment in full is due at time of service.  I will be happy to assist you in obtaining out of network benefits by completing my portion of the claim form and/or filing electronically on your behalf.
Contacting Me/Emergency:
Because I am a sole practitioner, I may not immediately be available by telephone, however my office voice mail is private and secured and checked frequently during my normal business hours of; Monday through Wednesday 10:00am - 8:00pm. I make every attempt to return your call within 24 hours of the next business day with the exception of weekends, and holidays. I am available for brief between-session phone calls during normal business hours; however, phone conversations exceeding 10 minutes in duration will be billed accordingly on a prorated basis. At the end of 10 minutes, we can decide whether to make an appropriate appointment or continue talking.  If you are experiencing a crisis or emergency outside of my regular office hours or you cannot wait for me to return your call you need to call the nearest hospital or 911 immediately.
Minors:   
 If you are under eighteen years of age, please be aware that the law may provide your parents with the right to examine your treatment records.  It is my policy to request an agreement from parents that they consent to give up access to your records.  If they agree, I will provide them only with general information on how your treatment is proceeding unless I feel that there is a high risk that you will seriously harm yourself or another, in which case, I will notify them of my concern.  I will also provide them with a summary of your treatment when it is complete.  Before giving them any information, I will discuss the matter with you and will do the best I can to resolve any objections you may have about what I am prepared to discuss.
Confidentiality:
I am required by law to keep the information you share with me completely confidential. What we discuss will not and cannot be shared without your written permission. There are certain limits and exceptions to confidentiality which are important for you to know:
· If you have been referred by the court or an agency of the court, I may be required to provide information to them. 

· If you are involved in litigation and inform the court of my services, you may be waving your rights to keep your records private. 

· If you threaten to harm yourself, others or personal property, I am obligated to inform potential victims or police. If someone’s life is in danger, information will be divulged. 

· If I have reason to suspect child abuse or neglect, I am obligated by law to report this to an appropriate state agency. 

· Disclosure of confidential information may be required by your insurance carrier in order to process your claims. If you instruct me to do so, I will only communicate the minimum necessary information to the carrier. 
· You have the right to revoke consent after signing it. Please let me know in writing and I shall honor your request. 
I have reviewed and agree to the Practice Policies of Julie Corbin, Ph.D., LPC. Please carefully review and sign attached HIPPA/Notice of Privacy statement.

I, ______________________________________, have read and agree to the conditions discussed above.  
   (Print full name(s).  If client is a minor, name of parent or legal guardian.  For couples/family counseling, names of all individuals.)
 
 ____________________________________________                   _________________

 Signature (If client is a minor, signature of parent or legal guardian)                         Date
 
 

Julie Corbin, Ph.D., LPC
NJ License # PC2812
55 Madison Avenue, Suite 400    Morristown, NJ 07960    973-886-3294

drjcorbin@aol.com/www.jcorbinphd.com

Consent to Release Confidential Information

I, _____________________________________ hereby authorize and request,

Name: ______________________________________________

Address: ____________________________________________

                ____________________________________________

to release confidential information including, psychological, psychiatric, and drug/alcohol reports/records from my contact with the above to:

Name: __________________________________________________

Title/Function:___________________________________________

Address: ________________________________________________

               _________________________________________________

Disclosure shall be limited to the following specific type of information:

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________
Use of this information shall be limited to the following purpose(s):

_______________________________________________________________
_______________________________________________________________
________________________________________________________________
I understand that any cancellation or modification of this authorization must be in writing, and that I have the right to receive a copy of this authorization. 

A photocopy of this authorization shall be as effective and valid as the original.

I further release all parties stated here within from any legal liability resulting from the release of this information, with the understanding that all parties involved will exercise appropriate safeguards while using this information.

Client Signature: _________________________________   Date: ______________

Therapist Signature:______________________________   Date: ______________

Julie Corbin, Ph.D., LPC

NJ License # PC2812
55 Madison Avenue, Suite 400    Morristown, NJ 07960    973-886-3294

drjcorbin@aol.com/www.jcorbinphd.com
Consent for Psychotherapy

Thank you for choosing me to help assist you with your current problems. I intend to provide you with the highest quality and confidential outpatient psychotherapy services.

Please complete the following:

 I, _____________________________, the client, agree to meet with Dr. Julie Corbin, Ph.D. and request such therapist to provide psychotherapeutic/counseling evaluation, treatment and/or diagnostic procedures which now or during the course of my treatment are advisable. The frequency and type of treatment will be decided between Dr. Corbin and myself.

I understand that there is an expectation that I will benefit from psychotherapy but there is no guarantee that this will occur.  I will keep Dr. Corbin fully aware of any changes in my feelings, thoughts and behaviors. I expect us to work together on any difficulties that may arise and to work them out in my long-term interest.
I understand that maximum benefit will occur with consistent attendance and that at times I may feel conflicted about my therapy as the process can sometimes be uncomfortable due to the sensitive nature of the issues discussed.
I understand the basic ideas, goals and methods of therapy and have had all questions answered to my satisfaction.

With enough knowledge and on free will agree to enter into treatment with Dr. Corbin. I have read and fully understand this Consent for Psychotherapy form.

Client Signature: __________________________ Date: _________________

Therapist Signature: _______________________ Date: _________________

Julie Corbin, Ph.D., LPC
NJ License # PC2812
55 Madison Avenue, Suite 400    Morristown, NJ 07960    973-886-3294

drjcorbin@aol.com/www.jcorbinphd.com

_____________________________________________________________________________
Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed  and how you can get access to this information. Please review this notice carefully. 

Your health record contains personal information about you and your health. This information about you that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services is referred to as Protected Health Information (“PHI”). This Notice of Privacy Practices describes how we may use and disclose your PHI in 

accordance with applicable law and the American Psychological Association Code of It also describes your rights regarding how you may gain access to and control your PHI. 

We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy practices with respect to PHI. We are required to abide by the terms of this Notice of Privacy Practices. We reserve the right to change the terms of our Notice of Privacy Practices at any time. Any new Notice of Privacy Practices will be effective for all PHI that we maintain at that time. We will provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our website, sending a copy to you in the mail upon request or providing one to you at your next appointment. 

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU 

For Treatment. Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing your health care treatment and related services. This includes consultation with clinical supervisors or other treatment team members. We may disclose PHI to any other consultant only with your authorization. 

For Payment. We may use and disclose PHI so that we can receive payment for the treatment services provided to you. This will only be done with your authorization. Examples of payment-related activities are: making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services provided to you to determine medical necessity, or undertaking utilization review activities. If it becomes necessary to use collection processes due to lack of payment for services, we will only disclose the minimum amount of PHI necessary for purposes of collection. 

Required by Law. Under the law, we must make disclosures of your PHI to you upon your request. In addition, we must make disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or determining our compliance with the requirements of the Privacy Rule. 

Without Authorization. Applicable law and ethical standards permit us to disclose information about you without your authorization only in a limited number of other situations. The types of uses and disclosures that may be made without your authorization are those that are: 

 Required by Law, such as the mandatory reporting of child abuse, neglect, or abandonment; the reporting of the abuse, neglect, or exploitation of an elderly or disabled person; or mandatory government agency audits or investigations (such as the psychology licensing board or the health department) 

 Required by Court Order 

 Necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public. If information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat. 

Verbal Permission. We may use or disclose your information to family members that are directly involved in your treatment with your verbal permission. 

With Authorization. Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be revoked. 

YOUR RIGHTS REGARDING YOUR PHI 

You have the following rights regarding PHI we maintain about you. To exercise any of these rights, please submit your request in writing to our Privacy Officer: Julie Corbin, Ph.D., LPC 55 Madison Ave, Suite 400 Morristown, NJ 07960. 

 Right of Access to Inspect and Copy. You have the right, which may be restricted only in exceptional circumstances, to inspect and copy PHI that may be used to make decisions about your care. This right includes medical records and billing records but does not include psychotherapy notes. Your right to inspect and copy PHI will be restricted only in those situations where there is compelling evidence that access would cause serious harm to you. We may charge a reasonable, cost-based fee for copies. 

 Right to Amend. If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the information although we are not required to agree to the amendment. 

 Right to an Accounting of Disclosures. You have the right to request an accounting of certain of the disclosures that we make of your PHI. We may charge you a reasonable fee if you request more than one accounting in any 12-month period. 

 Right to Request Restrictions. You have the right to request a restriction or limitation on the use or disclosure of your PHI for treatment, payment, or health care operations. We are not required to agree to your request. 

 Right to Request Confidential Communication. You have the right to request that we communicate with you about medical matters in a certain way or at a certain location. 

 Right to a Copy of this Notice. You have the right to a copy of this notice. 

COMPLAINTS 
If you believe we have violated your privacy rights, you have the right to file a complaint in writing with our Privacy Officer: Julie Corbin, Ph.D., LPC 55 Madison Ave, Suite 400 Morristown, NJ 07960 or with the Secretary of Health and Human Services at 200 Independence Avenue, S.W. Washington, D.C. 20201 or by calling (202) 619-0257. We will not retaliate against you for filing a complaint. 
The effective date of this Notice is April 14, 2008. 

