North Hills Psychological Associates, Inc.
REGISTRATION FORM

(Please Print)

CLIENT INFORMATION

Client’s Last name: First: Middle: Age: DOB: Gender associated |Marital status:
with insurance: Single Married
oM OF Div. Sep. W.

Home phone #: Mobile phone #: Work phone #:

Ok to leave message? Yes No Ok to leave message? Yes No Ok to leave message? Yes No
Street address:
P.O. Box: City: State: ZIP Code:

How did you hear about us? (please check one box): O Dr. O Insurance QO Hospital O Family QO Friend

U Close to home/work Q Yellow Pages O Internet QO Other

Whom may we thank for referring you?

I give my permission for the following friend Relationship to Home phone #: Mobile phone #:
or relative to be called in case of emergency: Client:

INSURANCE INFORMATION

(Please give your insurance card and photo ID to the receptionist.)

Name of primary insurance:

Subscriber’s name: Subscriber’s SS#: Subscriber's DOB: | Group #: Policy ID#:

Employer: Employer address:

Client’s relationship to subscriber: 0O Self O Spouse 0O Child Q Other

Is Client covered by secondary insurance? Name of secondary insurance:

O Yes O No

Secondary Subscriber’s name: Subscriber’s SS#: Subscriber's DOB: | Group #: Policy #:
Employer: Employer address:

Client’s relationship to subscriber: U Self O Spouse U Child 0 Other

AGREEMENT AND RELEASE

I assign directly to NHPA, Inc. all insurance benefits, if any, otherwise payable to me for services rendered. I
understand that I am financially responsible for any balance owed and all services not covered by my insurance. I
hereby authorize NHPA to release all information necessary to secure the payment of benefits. I authorize the use of
this signature on all insurance submissions. I will keep NHPA current regarding any changes in insurance or contact
information. I attest that the above information is true to the best of my knowledge.

Responsible party signature: Date:
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North Hills Psychological Associates, Inc. (NHPA)
CONTRACT AND CONSENT FOR EVALUATION AND TREATMENT

Client’s Name

I understand that by signing this Agreement | am entering into a contract for NHPA to provide professional services under
the following terms and acknowledgements:

1. 1 'will provide the clinical information requested by NHPA to facilitate appropriate treatment.

2. I will work with NHPA to determine a mutually agreeable Treatment Plan and discuss any concerns or questions |
have regarding these professional or administrative services.

3. lunderstand that no promises have been made to me as to the results of treatment provided by NHPA.

4. 1 will respect my commitment to follow up appointments and keep the appointments that | have scheduled. If | am
unable to keep an appointment, | will give at least 24 hours notice. If I do not give this notice, | will be responsible
for fees of $50 for No Show and $25 for Cancellation without 24 hours notice.

5. I understand that copays are due at the time of service. | will be responsible for payment of a $10 fee if | do not pay
my copay at the time of service.

6. | understand that I may stop my treatment with my clinician at any time. | agree to give my therapist notice of this
decision. I will still be responsible for paying for the services | have already received.

7. 1 will keep NHPA informed of current information about my address, phone numbers and insurance coverage.

8. lauthorize direct payment to NHPA of any insurance benefits otherwise payable to me for provided services. |also
authorize my insurance company to furnish NHPA information pertaining to my insurance benefits and the status
of claims submitted by NHPA for services rendered.

9. lacknowledge that while insurance may cover part of all of the fees charged by NHPA, 1 am ultimately responsible
for the cost of the services provided. | understand that benefits quoted are not guaranteed.

10. I will fulfill my responsibilities in keeping any behavioral managed care personnel informed of requested services
and comply with their authorization procedures.

11. I consent to the release to my health plan or insurance company, the medical information necessary for NHPA to
secure payment for services rendered.

12. 1 understand that the fees for office services do not include the cost of telephone calls to provide other professional
services and | agree to be responsible for the cost of these services at the rate of $2.38 per minute if more than five
minutes.

13. 1 understand that some behavioral managed care companies want to review complete records of some patients. You
may release my records without obtaining an additional release.

14. I authorize NHPA to complain to the Insurance Commissioner for any reason on my behalf.

15. My primary Care Physician, Doctor Address

Phone # is responsible for my

medical care (or the medical care of my child). You may inform this doctor of the diagnosis and treatments provided
by NHPA. | authorize NHPA:

[]To exchange any applicable information with my Primary Care Physician and their office
[] Not to release information to my Primary Care Physician

16.
17.
18.

19.

NHPA may leave messages regarding appointments on my home answering machine and/or voicemail.

I have received the Notice of Privacy Practice and the NHPA Service Brochure.

I understand that if my account becomes delinquent, a rebilling fee of $3.00 per month will be assessed and my
account could be sent to collections.

I understand that NHPA does not do evaluations or recommendations for the legal system. (Also, if this contract
is for my child, | am aware that requesting the release of treatment plans, notes or reports for forensic purposes, or
subpoenaing testimony about any of the content of my child’s treatment interferes with the therapy relationship
and greatly jeopardizes his/her health and wellbeing.) Therefore, | knowingly and freely waive my right to request
the release of information (other than dates of sessions, length of sessions, attendance at sessions, and fee
information) to my attorney or the Court. | understand that release of clinically-significant information to the
Court shall be by Court Order, signed by a duly appointed Judge, only. | further understand, that if I violate this
agreement and attempt to involve the therapist in a court/custody dispute, I will be billed for the therapist’s time
for these legal issues, at a rate of $4.76 per minute, including, but not limited to, responding to attorneys, phone
calls, writing reports, supervision, preparing for court appearances, travel to and from court, etc. | understand that
payment for these charges is the responsibility of the client or parent/guardian requesting them, regardless of any
custody order.

Signed Date

Client or person authorized to sign for client
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CHILD CHECKLIST OF CHARACTERISTICS

Client’s Name: Date:
Person completing this form:

Many concerns can apply to both children and adults. If you have brought a child for evaluation or treatment,
review this checklist, which contains concerns (as well as positive traits), and mark any items that describe your
child. Feel free to add any others at the end under “Any other characteristics.”

A Affectionate

A Argues, “talks back,” smart-alecky, defiant

A Bullies/intimidates, teases, inflicts pain on others, is bossy to others, picks on, provokes
A Cheats

A Cruel to animals

A Concern for others

A Conflicts w/parents re rule breaking, money, chores, homework, grades, music/clothes/hair/friends
A Complains

A Cries easily, feelings are easily hurt

A Dawdles, procrastinates, wastes time

A Difficulties with parent’s paramour/new marriage/new family

[ Dependent, immature

A Developmental delays

A Disrupts family activities

4 Disobedient, uncooperative, refuses, noncompliant, doesn’t follow rules

A Distractible, inattentive, poor concentration, daydreams, slow to respond

A Dropping out of school

A Drug or alcohol use

A Eating—poor manners, refuses, appetite increase or decrease, odd combinations, overeats
A Exercise problems

A Extracurricular activities interfere with academics

3 Failure in school

A Fearful

A Fighting, hitting, violent, aggressive, hostile, threatens, destructive

A Fire setting

A Friendly, outgoing, social

A Gender, sexual orientation

A Hypochondriac, always complains of feeling sick

A Immature, “clowns around,” has only younger playmates

3 Imaginary playmates, fantasy

A Independent

A Interrupts, talks out, yells

A Lacks organization, unprepared

A Lacks respect for authority, insults, dares, provokes, manipulates

A Learning disability

A Legal difficulties—truancy, loitering, panhandling, drinking, vandalism, stealing, fighting, drug sales
A Likes to be alone, withdraws, isolates

A Lying
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A Low frustration tolerance, irritability over
A Mental retardation

A Moody

A Mute, refuses to speak

A Nail biting

 Nervous

A Nightmares

[ Need for high degree of supervision at home over play/chores/schedule

3 Obedient

A Obesity

A Overactive, restless, hyperactive, overactive, out-of-seat behaviors, restlessness, fidgety, noisiness
3 Oppositional, resists, refuses, does not comply, negativism

A Prejudiced, bigoted, insulting, name calling, intolerant

4 Pouts

 Recent move, new school, loss of friends

A Relationships w/brothers/sisters or friends/peers are poor; competition, fights, teasing/provoking, assaults
A Responsible

4 Rocking or other repetitive movements

4 Runs away

A Sad, unhappy

A Self-harming behaviors; biting or hitting self, head banging, scratching self

A Speech difficulties

A Sexual; sexual preoccupation, public masturbation, inappropriate sexual behaviors
A Shy, timid

A Social Media Concerns

3 Stubborn

A Suicide talk or attempt

A Swearing, blasphemes, bathroom language, foul language

O Temper tantrums, rages

A Thumb sucking, finger sucking, hair chewing

A Tics; involuntary rapid movements, noises, or word productions

[ Teased, picked on, victimized, bullied

A Truant, school avoiding

A Underactive, slow-moving or slow-responding, lethargic

A Uncoordinated, accident-prone

3 Wetting or soiling the bed or clothes

A Work problems, employment, workaholism/overworking, can’t keep a job

Any other characteristics:
a

Q

Please look back over the concerns you have checked off and choose the one that you most want your child to
be helped with.

Which is it?
© NHPA 2019




North Hills Psychological Associates, Inc.
www.nhpa.com

724-759-7500

10475 Perry Highway 200 Cedar Ridge Drive 6315 Forbes Avenue
Town Centre, Suite 110 Cedar Ridge Business Park, Ste 204 Maxon Towers, Suite L121
Wexford, PA 15090 Pittsburgh, PA 15205 Pittsburgh, PA 15217

INFORMED CONSENT CHECKLIST FOR TELEPSYCHOLOGICAL SERVICES

Prior to starting video-conferencing services, we discussed and agreed to the following:

e There are potential benefits and risks of video-conferencing (e.g. limits to patient
confidentiality) that differ from in-person sessions.

e Confidentiality still applies for telepsychology services, and nobody will record the
session without the permission from the others person(s).

e We agree to use the video-conferencing platform selected for our virtual sessions, and
the therapist will explain how to use it.

® You need to use a webcam or smartphone during the session.

e Itisimportant to be in a quiet, private space that is free of distractions (including cell
phone or other devices) during the session.

e Itisimportant to use a secure internet connection rather than public/free Wi-Fi.

e Itisimportant to be on time. If you need to cancel or change your tele-appointment,
you must notify the therapist in advance by phone.

e We need a back-up plan (e.g., phone number where you can be reached) to restart the
session or to reschedule it, in the event of technical problems.

e We need a safety plan that includes at least one emergency contact and the closest ER
to your location, in the event of a crisis situation.

e [f you are not an adult, we need the permission of your parent or legal guardian (and
their contact information) for you to participate in telepsychology sessions.

e You should confirm with your insurance company that the video sessions will be
reimbursed; if they are not reimbursed, you are responsible for full payment.

e Asyour therapist, | may determine that due to certain circumstances, telepsychology is
no longer appropriate and that we should resume our sessions in-person.

Provider's Name / Signature:

Client Name:

Signature of Client/Client’s Legal Representative:

Date:



http://www.nhpa.com/

NORTH HILLS PSYCHOLOGICAL ASSOCIATES, INC.
CREDIT CARD AUTHORIZATION FORM

Please complete all fields. You may cancel this authorization atany time by
contactingus at 724-759-7500. This authorization will remainin effect for one
(1) year from the date of signature.

Credit Card Information

Card Type: [IMasterCard OVISA [IDiscover CJAMEX
[JOther (i.e. HSA)

Client Name:

Cardholder Name (as shownoncard):

Card Number:

Expiration Date (mm/yy):

l, , authorize North Hills Psychological
Associates, Inc. (NHPA) to charge my credit card for balances on my account.

e |understandthat myinformation will be saved securely on file for future
transactionson myaccount.

e Balances on account can include insurance co-payments (copays,
deductibles, co-insurance), cancellations without 24hrs notice fee(s), no
show for appointment fee(s), retainers, and report writing.

e |agree not to dispute charges (“charge back”) for sessions | have received or that |
have not cancelled 24 hours prior to a scheduled session.

e | further authorize NHPA to disclose information about my attendance/cancellation
to my credit card issuer if | dispute a charge.

Client/Legal Guardian Signature Date

©NHPA 2023
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