Changing Jides Psychiatuy

2600 NE Hwy 101 Suite 200 Lincoln City, OR 97367

(541) 921-3584 Fax (541) 614-1291

contact-us@changingtidespsychiatry.org

PATIENT INFORMATION FORM

Name: DOB:

Address: State: Zip:
Phone: (Cell) SSN:

Email:

Selectone: [ JMINOR  [JSINGLE [ JMARRIED [ JDIVORCED [ JWIDOWED [ JSEPARATED
Who referred you?

EMERGENCY CONTACT

Primary Contact: Phone:

Relationship: Email:

Secondary Contact: Phone:

Relationship: Email:

RESPONSIBLE PARTY

Name: Relationship to patient:

Address: Phone:

DOB: SSN:

Is this person currently a patient in this office? D Yes D No
INSURANCE INFORMATION

Insurance Company: ID: Group:
Secondary: ID: Group:

X Date:

Signature of patient (or guardian if minor)
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2600 NE Hwy 101 Suite 200 Lincoln City, OR 97367

(541) 921-3584 Fax (541) 614-1291
contact-us@changingtidespsychiatry.org

OFFICE POLICIES AND PROCEDURES

Practice Information

- Office Hours: Monday 9 - 2, Tuesday, Wednesday and Thursday 9-5 and Friday 9-2.
- Emergency Contact: (541) 921-3584

- After-hours Coverage: (541) 921-3584

- Website: https://sites.google.com/view/changingtidespsychiatry/

Appointment Policies
1. Scheduling and Cancellations
Initial appointments are 60 to 90 minutes in length
Follow-up appointments are 30 to 60 minutes in length
- 48-hour notice is required for cancellations
Late cancelations or no-shows will incur a fee of $85.00, except if you carry
Medicaid insurance.
- Repeated no-shows may result in termination of care

2. Payment and Insurance
- Self payis due at the time of service
- Accepted payment methods: Cash, credit card, check
- We accept the following insurance plans: Most plans - please ask
- Patients are responsible for knowing their insurance coverage
- Co-pays and deductibles must be paid at the time of visit

3. Maedication Management (not applicable for therapy)
- Prescription refills require 72-hour notice
- Controlled substances require an appointment for refills at a minimum every three
months
- Lost prescriptions will not be replaced without an appointment
- Random drug screening may be required for certain medications

4. Communication Policies
- Emergency situations: Call 911, 988 or go to the nearest emergency room
- Non-urgent matters: Response within 48 business hours
- Portal communication is for refills, questions related to medications, or a request to
change an appointment.
- Telehealth appointments are available



5. Confidentiality and Records

- Allinformation is confidential except when:
- Patient authorizes release of information
- Patient presents immediate danger to self or others
- Child/elder abuse is suspected
- Courtorder requires information release

- Medical records requests require written authorization

- Processing time for records: seven business days

6. Treatment Agreement

| understand and agree to the following:

- Active participation in treatment is required

- Regular attendance at scheduled appointments

- Compliance with recommended treatment plan

- Honest communication

- Immediate notification of significant changes in condition
- Adherence to payment policies

PATIENT INFORMATION AND CONSENT
CONSENT FOR TREATMENT

I, , have read and understand the above
policies. | authorize Changing Tides Psychiatry to provide psychiatric evaluation and
treatment. | understand that | have the right to revoke this consent in writing at any time
except to the extent that action has been taken in reliance uponit.

Signature:

Date:

PRIVACY PRACTICES ACKNOWLEDGEMENT

| acknowledge that | have received the Notice of Privacy Practices from Changing Tides
Psychiatry.

Signature:

Date:




CREDIT CARD AUTHORIZATION

| authorize Changing Tides Psychiatry to charge my credit card for services rendered,
including missed appointment fees and late cancellation fees.

Card Type:

Card Number: CCvV:

Expiration Date:

By signing this form, | acknowledge that there is a no-show or late cancellation fee of
$85.00.

Signature:

Date:




Changing Tides Psychiatry
2600 NE Hwy 101 Suite 200 Lincoln City, OR 97367

(541) 921-3584 Fax (541) 614-1291
contact-us@changingtidespsychiatry.org

TELEHEALTH/TELEPHONE APPOINTMENT CONSENT FORM

Patient Name:

Date of Birth:

Reason for using telehealth service:

Select one: D Synchronous audio-video D Synchronous audio only
Telehealth visit performed through
Patient was located at

| hereby consent to receive psychiatric care through telehealth/telephone services. |
understand that:

6.

. Telehealth/telephone services involve the delivery of healthcare services using electronic

or telephone communications while the provider and patient are at different locations.

. The same confidentiality protections that apply to in-person visits apply to

telehealth/telephone services.

. There are potential risks to telehealth/telephone technology, including:

- Internet or phone service interruptions

- Technical difficulties

- Unauthorized access to confidential information
- Limited ability to perform physical examinations

. I have the right to withhold or withdraw this consent at any time.

. All applicable federal and state laws regarding privacy, security, and access to my

medical information apply to telehealth/telephone services.

Verbal/informed consent obtained from the patient.

Patient Signature: Date:

Provider Name: Date:




Patient Acknowledgment

- lagree to inform my provider of my location at the start of each session.

- lunderstand that telehealth services may not be appropriate for all medical conditions.
- lagree to ensure privacy at my location during sessions.

By signing below, | acknowledge that | have read, understand, and agree to the
Telehealth/Telephone Consent terms above:

Patient Signature:

Date:

Guardian Signature (if applicable):

Date:

Patient Name:

Date:
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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, including the Health Insurance Portability and
Accountability Act (“HIPAA”), regulations promulgated under HIPAA including the HIPAA
Privacy and Security Rules, and the NASW Code of Ethics. 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.

For Health Care Operations. We may use or disclose, as needed, your PHI in order to support
our business activities including, but not limited to, quality assessment activities, employee
review activities, licensing, and conducting or arranging for other business activities. For
example, we may share your PHI with third parties that perform various business activities
(e.g., billing or typing services) provided we have a written contract with the business that
requires it to safeguard the privacy of your PHI. For training or teaching purposes PHI will be
disclosed only with your authorization.



mailto:contact-us@changingtidespsychiatry.org

Required by Law. Under the law, we must disclose 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. Following is a list of the categories of uses and disclosures permitted
by HIPAA without an authorization. Applicable law and ethical standards permit us to disclose
information about you without your authorization only in a limited number of situations.

Child Abuse or Neglect. We may disclose your PHI to a state or local agency that is
authorized by law to receive reports of child abuse or neglect.

Judicial and Administrative Proceedings. We may disclose your PHI pursuantto a
subpoena (with your written consent), court order, administrative order or similar
processes.

Deceased Patients. We may disclose PHI regarding deceased patients as mandated by
state law, or to a family member or friend that was involved in your care or payment for care
prior to death, based on your prior consent. Arelease of information regarding deceased
patients may be limited to an executor or administrator of a deceased person’s estate or
the person identified as next-of-kin. PHI of persons that have been deceased for more than
fifty (50) years is not protected under HIPAA.

Medical Emergencies. We may use or disclose your PHI in a medical emergency situation
to medical personnel only in order to prevent serious harm. Our staff will try to provide you
a copy of this. Notice as soon as reasonably practicable after the resolution of the
emergency.

Family Involvement in Care. We may disclose information to close family members or
friends directly involved in your treatment based on your consent or as necessary to
prevent serious harm.

Health Oversight. If required, we may disclose PHI to a health oversight agency for
activities authorized by law, such as audits, investigations, and inspections. Oversight
agencies seeking this information include government agencies and organizations that
provide financial assistance to the program (such as third-party payors based on your prior
consent) and peer review organizations performing utilization and quality control.

Law Enforcement. We may disclose PHI to a law enforcement official as required by law,

in compliance with a subpoena (with your written consent), court order, administrative
order or similar document, for the purpose of identifying a suspect, material witness or
missing person, in connection with the victim of a crime, in connection with a deceased
person, in connection with the reporting of a crime in an emergency, or in connection with a
crime on the premises.




Specialized Government Functions. We may review requests from U.S. military
command authorities if you have served as a member of the armed forces, authorized
officials for national security and intelligence reasons and to the Department of State for
medical suitability determinations, and disclose your PHI based on your written consent,
mandatory disclosure laws and the need to prevent serious harm.

Public Health. If required, we may use or disclose your PHI for mandatory public health
activities to a public health authority authorized by law to collect or receive such
information for the purpose of preventing or controlling disease, injury, or disability, or if
directed by a public health authority, to a government agency that is collaborating with that
public health authority.

Public Safety. We may disclose your PHI if necessary to prevent or lessen a serious and
imminent threat to the health or safety of a person or the public. Ifinformation 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.

Research. PHI may only be disclosed after a special approval process or with your
authorization.

Fundraising. We may send you fundraising communications at one time or another. You
have the right to opt out of such fundraising communications with each solicitation you
receive.

Verbal Permission. We may also 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 at any time, except to the
extent that we have already made a use or disclosure based upon your authorization. The
following uses and disclosures will be made only with your written authorization: (i) most uses
and disclosures of psychotherapy notes which are separated from the rest of your medical
records; (ii) most uses and disclosures of PHI for marketing purposes, including subsidized
treatment communications; (iii) disclosures that constitute a sale of PHI; and (iv) other uses
and disclosures not described in this Notice of Privacy Practices.




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 at Secretary of the
Department of Health and Human Services: 200 Independence Avenue S.W., Washington
D.C. 20201.

e 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 is maintained in a
“designated record set”. A designated record set contains mental health/medical and
billing records and any other records that are used to make decisions about your care.
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 or if the
information is contained in separately maintained psychotherapy notes. We may
charge areasonable, cost-based fee for copies. If your records are maintained
electronically, you may also request an electronic copy of your PHI. You may also
request that a copy of your PHI be provided to another person.

¢ Rightto Amend. If you feel that the PHI we have about you is incorrect orincomplete,
you may ask us to amend the information although we are not required to agree to the
amendment. If we deny your request for amendment, you have the right to file a
statement of disagreement with us. We may prepare a rebuttal to your statement and
will provide you with a copy. Please contact the Privacy Officer if you have any
questions.

¢ 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 user or disclosure of your PHI for treatment, payment, or health care operations.
We are not required to agree to your request unless the request is to restrict disclosure
of PHI to a health plan for purposes of carrying out payment or health care operations,
and the PHI pertains to a health care item or service that you paid for out of pocket. In
that case, we are required to honor your request for a restriction.

¢ Right to Request Confidential Communication. You have the right to request that we
communicate with you about health matters in a certain way or at a certain location.
We will accommodate reasonable requests. We may require information regarding
how payment will be handled or specification of an alternative address or other
method of contact as a condition for accommodating your request. We will not ask you
for an explanation of why you are making the request.

e Breach Notification. If there is a breach of unsecured PHI concerning you, we may be
required to notify you of this breach, including what happened and what you can do to

protect yourself.

¢ 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 complaintin
writing with our Privacy Officer at: 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.

Signature of Patient Date

Printed Name

The effective date of this Notice is January 8, 2025
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THERAPY SERVICE POLICIES AND PROCEDURES

Types of Therapy Services Offered

1. Individual Therapy
- Session length: 60 minutes
- Frequency determined by clinical need and treatment plan
- Modalities offered:
« Cognitive Behavioral Therapy (CBT)
« Psychodynamic Therapy
« Solution-Focused Therapy

Therapy Session Guidelines

1. Session Structure

- Please arrive 5- 10 minutes before scheduled time
Sessions start and end at scheduled times
Lat arrivals will not extend beyond scheduled end time
- Regular attendance is essential for treatment success
Telehealth sessions are available

2. Between-Session Contact
- Emergency contact procedures
- Limits on phone/portal communication
- Response timeframes for messages
- Additional fees for extended phone consultations

Therapeutic Relationship Policies

1. Boundaries and Professional Relationship
- No social media connections with therapists
- No business relationships outside of therapy
- No therapist-client contact in public settings
- Gift policy: We do not accept gifts

2. Dual Relationships
- Cannot provide therapy to personal acquaintances
- Cannot enter into business relationships with clients
- Social contact outside therapy is prohibited
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Treatment Planning and Progress

1. Initial Assessment
- Comprehensive evaluation of presenting problems
- Development of treatment goals
- Estimated duration of treatment
- Recommendations for frequency of sessions

2. Progress Review
- Regular review of treatment goals
- Adjustments to treatment plan as needed
- Discharge planning when appropriate
- Outcome measurements used

Coordination of Care

1. Integration with Psychiatric Services
- Communication between therapist and PMHNP
- Coordination of treatment approaches
- Joint sessions when clinically indicated
- Emergency protocols

2. External Provider Communication

- Release of information requirements
Coordination with primary care physicians
Communication with other mental health providers
School/work communications if authorized

Documentation and Records

1. Session Documentation
- Progress notes maintained for each session
- Treatment plans updated regularly
- Access to records upon written request
- Fees forrecord copies: $15.00

Termination of Therapy

1. Planned Termination
- Collaborative decision between therapist and client
- Minimum notice period: two weeks
- Final session recommendations
- Aftercare planning

2. Unplanned Termination
- Multiple missed appointments
- Non-compliance with treatment
- Inappropriate behavior
- Transfer of care procedures



Consent for Therapy Services

I understand and agree to the therapy services policies outlined above. | consent to
participate in therapy services with Changing Tides Psychiatry.

Client Name (print):

Client Signature:

Date:

Financial Agreement for Therapy Services

1. Session Fees
- Individual therapy: $200.00 per session if self pay
- Initial evaluation: $250.00

2. Insurance and Payment
- Verification of benefits required before first session
- Co-pays due at time of service
- Self-pay rates available

| agree to the financial terms outlined above and understand my responsibility for payment of
therapy services.

Signature:

Date:
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