Judy Phillips, Ph.D.
5230 Carroll Canyon Rd Ste 110
San Diego CA 92121

619 220-2525
PERSONAL INFORMATION
Name: Age:
Last, First Mi
Street Address: s s
City: __State: Zip:
Phone: () , Cell: { ) s Pl L. )
DOB____ / S S M/F SS# Marital Status:
Employer Work Phone: {_ )

RESPONSIBLE PARTY INi*:::MATION (person who is financially responsible for the account)

Name: Age:
Last, First Ml

Street Address: — -

City: __ State: Zip:

Phone: { ) Cell: { ) _ _ Pager: ()

DOB b el M/F SS# Marital Status:

Employer Work Phone: (____ )
INSURANCE INFORMATION - Insurance Prior Authorization Number:

Primary Ins:_ Phone # for mental health: { )

Subscriber name: . SS# DOB___/ |/
Employer Work Phone: (_____ )}

Relation to client: ID/Membership #: _Group #:

Secondary Ins: _ Phone # for mental health: {____)

Subscriber name: —_— _ SSH# DOB___/  /
Employer Work Phone: [}

Relation to client: 1D/Membership #: _Group #:

REFERRED BY:

| hereby authorize Judy Phillips, Ph.D. to release any information requested by Reliable MH Billing Services that is needed to bil
the above named insurance companies andlor responsible pariy directly. | hereby authorize Judy Phillips, Ph.D. fo release any
information requested by the above named insurance companies that is needed for claim processing, and to pay directiy to Judy
Phillips, Ph.D. any insurance benefits.

| understand that | may need prior authorization from my_insurance company to see Judy Phillips, Ph.D. and ihat it is my

responsibility to gef the authorization prior fo. or on the day of my first appointment. If an approval is required by my insurance
company and ! fail to obtain it. [ understand that | am responsible for the services nof authorized by my insurarce company.

| affirm the above to be true, and give my consent for freatment.

Signature Date




Judy Phillips, Ph.D.
5230 Camoll Canyon Road Suite 110

San Diego, CA 92121
(619) 220-2525 (ph)

AGREEMENT TO PAY FOR PROFESSIONAL SERVICES

APPOINTMENT SCHEDULING:

We ask your cooperation in maintaining a schedule and keeping appointments. If you want a regular
appointment time, we will schedule your sessions for the same days and times each week. New
appointments can also be scheduled after each session.

APPOINTMENT CANCELLATION POLICY:

We ask that you please provide at least 24 hour notice if you need to cancel an appointment.

Other clients might be able to fill a cancelled appointment time. You may be charged the full session
fee if we do not receive 24 hour nofice of cancellation. We recognize that there are times when
emergencies arise, and we ask your cooperation in notifying us as soon as possible when your
plans change.

PAYMENT AGREEMENT:
Although other persons or insurance companies may make payments on your account, you are

responsible for the services provided by Judy Phillips, Ph.D. at the time of service.

INSURANCE REIMBURSEMENTS:
You are responsible for payment at the time of service and for submitting claim forms to your

insurance company. On your request, we will supply you with statements containing information
needed by your insurance company.

Please note that we may release information required by your insurance company in order to process
your claim. While we will attempt to maintain an appropriate level of confidentiality, we have no control
over the information once it leaves our office. Insurance companies should keep your information
confidential. However, you may wish to check with the company providing coverage about their
confidentiality policies.

REFUND POLICY:

We offer a discounted fee with prepayment for 20 sessions. If you decide to terminate neurofeedback
training before completing 20 sessions, already completed sessions will be billed at the usual non-

discounted per-session fee. Any remaining balance will then be refunded to you.

REQUEST:
We serve many chemically sensitive clients, so we ask that you refrain from using fragrances when
coming to this office. Your cooperation is greatly appreciated.

Signature of Client (or responsibie party) Date

Printed Name
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Judy Phillips, Ph.D.
5230 Carroll Canyon Road Suite 110

San Diego, CA 92121
{619) 220-2525 (ph)

CONFIDENTIALITY / MANDATED REPORTER STATEMENT

Judy Phillips, Ph.D., in offering EEG biofeedback, as well as other clinical services, understands the
confidential nature of client information. Although information shared during the course of

treatment is designed fo be confidential, it is important to understand the limits and definitions of
confidential material.

Information shared with Judy Phillips, Ph.D. becomes part of the freatment file. Review of pertinent
treatment material occurs on a regular basis with the treatment team.

Although treatment is designed to be confidential, Judy Philiips, Ph.D. is a licensed clinician and
health provider, who by the nature of her license has specific criteria for when confidentiality can and
must be breached. While confidential information can normally be released by Judy Phillips, Ph.D.
only when there is a written release from the client, there are the following exceptions:

Perscnnel are mandated reporters for a reasonable suspicion of child, dependent
or elder abuse. If such a suspicion arises, they are mandated to report it to the
authorities. Confidentiality can and must be breached when clients present a
danger to themselves or others (suicide or homicidal ideation). While it is their legal
responsibility to report, it is also their ethical responsibility to help negofiate such

a crisis. Intent to destroy property may also be cause for breaching confidentiality.
When treatment records are under a court subpoena, records and confidential
communications can also be breached.

| hereby consent to treatment under the terms and limitations as described in this document.

Signature Date
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Judy Phillips, Ph.D.
5230 Canell Canyon Road Suite 110
San Diego, CAS2121

2 Sy INFORMED CONSENT

Judy Phillips, Ph.D. offers EEG (brain wave) biofeedback training to clients in connection with a variety of
conditions that appear to be assodated with disregulation of brain activity, including hyperactivity and attention
deficits, behavior problems, sleep disorders, depression, anxiety, chronic pain, brain injury, seizures, and other
conditions. EEG biofeedback training is also provided for clients who wish to enhance brain regulation for
improved performance.

Judy Phillips, Ph.D. is not a physician. She has expertise in various health related professions and is aware,
by experience and through the literature, of beneficial effects of the kind of biofeedback she offers, including
remediation of atftention deficits and hyperactivity, recovery from some of the consequences of brain injury,
and the reduction of incidence and severity of seizures. Scientific investigation is ongoing to determine the
mechanism by which these benefits are achieved. At present, Judy Phillips, Ph.D. recommends the training on
the basis of empirical observations of improvement in clients with similar conditions.

No guarantee is made that any individual client will improve with training. It is possible that for a few clients
who do experience benefit, the improvement may fall off after the cessation of training. Those individuals
would benefit from periodic follow-up or booster sessions. The training appears to be a harmless procedure
as far as is known at present. No injuries are known in the experience of Judy Phillips, Ph.D., orin the
literature reviewed. It is a non-invasive procedure. Nevertheless, beyond this, Judy Phillips, Ph.D. does not
make any representation concerning the safety or efficacy of training. Any questions should be addressed to
the prospective client’s physician. The client should continue ongoing therapies until otherwise advised by a
physician.

itis the client's responsibility to monitor the subjective effects of training and to continue training so long as
benefit is perceived. The research literature indicates that there are some individuals who are apparently
unaffected by the training. Accordingly, Judy Phillips, Ph.D. encourages the client to evaluate progress after
about ten sessions to determine if further fraining is indicated. Judy Phillips, Ph.D. invites discussion at this
point, or at any point in the training.

By signing this form, the client indicates his/her understanding of the principles set forth here, and waives any
claim of damages due to the training, including worsening of the client’s condition for which the training was
undertaken, claimed side effects, or the failure to improve with training. In addition, the client agrees to take
full responsibility for his/her training, the benefit of such training, or the lack thereof, and further agrees to hold
Judy Phillips, Ph.D. harmless from all claims associated with such training.

If there is a need to speak directly with your primary care practitioner, or if we need further information
(reports, tests, etc.), we will request that you sign a release of information allowing us to have that
communication. The client further agrees that the data obtained in connection with the EEG biofeedback
may be used by Judy Phillips, Ph.D. in publications, with the protection of the privacy and preservation of the
anonymity of the client. The client agrees to submit any dispute with Judy Phillips, Ph.D. to binding arbitration
under the rules of the American Arbitration Association.

Signature of Client (or responsible party) Date

Printed Name Page 4 of 4




NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a federal program that requires
that all medical records and other individually identifiable health information used ar disclosed by us in any
form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives you, the
patient, significant new rights to understand and conirol how your health information is used. “HIPPA”
provides penalfies for covered entities that misuse personal health information.

As required by “HIPAA”, we have prepared this explanation of how we are required to maintain the
privacy of your health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes: treatment,
payment, and health care operations.

e Treatment means providing, coordinating, or managing health care and related services by one or
more health care providers. An example of this would include a physical examination.

e Payment means such activities as obtaining reimbursement for services, confirming coverage,
billing or collection activities, and utilization review. An example of this would be sending a bill
for your visit to your insurance company for payment.

® Health care operations include the business aspects of nmning our practice, such as conducting
quality assessment and improvement activities, auditing funcfions, cost-management analysis, and
custamer service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to
individually identifiable information.

We may contact you to provide appointment reminders (by voicemail, postcard, or letters) or information
about treatment alternatives or other health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written autharization. You may revoke such
authaorization in writing and we are required to honor and abide by that written request, except to the extent
that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by
presenting a written request to the Privacy Officer:

e  The right to request restriclions on certain uses and disclosures of protected health information,
including those related to disclosures to family members, other relatives, close personal friends, or
any other person identified by you. We are, however, not requested to agree toa requested
restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to
remove it

e The right to reasonable requests to receive confidential communications of protected health
information from us by alternative means or a alternative locations.

e The right to inspect and copy your protected health information.
s  The right to amend your protected health information.
e The right to receive an accounting of disclosures of protected health information.

= The right to obtain a paper copy of this notice from us upon request.

TTEM 070-6050 25046 © May 2002




NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

1 understand that, under the Health Insurance Portability & Accountability Act of 1996
(HIPAA), I have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and mdirectly.

e Obtain payment from third-party payers.

e Conduct normal healthcare operations such as quality assessments and physician

I have received, read and umderstand your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information. Iunderstand that
this organization has the right to change its Notice of Privacy Practices from time to time and
that I may contact this organization at any time at the address above to obtain a current copy
of the its Notice of Privacy Practices.

1 understand that I may request in writing that you restrict how my private information is
used ar disclosed to carry out treatment, payment or health care operations. I also understand
you are not required to agree to my requested restrictions, but if you do agree then you are
bound to abide by such restrictions.

Patient Name: Representative’s Signature (if applicable):
Signature: Description of
Representative’s relationship:
OFFICE USE ONLY

1 attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy
Practices Acknowledgement, but was unable to do so as documented below:

Date: Initials Ressorc
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