Registration Form
Rosemarie Calleros, Ph.D., LMFT

PATIENT INFORMATION-pIe
Last Name

Tel. 949-916-8271 CA Lic.

dse complete one registration form for eac

PSY12881 LMFT18234

h patient

INSURANCE INFORMATION-p
Primary Insurance Co

First Middle Initial

Street Address
City State Zp
Date of Birth Sex Social Security #

M F
Marital Status Occupation Work Phone
Home Phone Cell Phone Email
If Minor, Legal Guardian: Phone
Emergency Contact Relationship Phone

lease include a photac opy of front and back of \

Ins Co Phone

your insurance card with this registration form

Policy/ID Number Subscriber Name

Subscriber Date of Birth Deductible Amount Co Pay Amount §
Met? Yes No

Relationship to Patient Subscriber Social Security

Is patient covered Effective Date of Policy

by this policy? .

Is authorization required? Authorization Number(s)
{include all authorization letters)

Secondary Insurance Co Co-pay Amount

Policy/iID Number Relationship to Patient

Subscriber Employer Employer Phone

Employer Address
AUTHORIZATION AND ACKNOWLEDGEMENT

AUTHORIZATION, ASSIGNMENT, AND RESPONSIBILITY OF ACCOUNT

| hereby autharize Rosemarle Calleros, PhD, LMFT ta release any medical or other information needad for claims reimbursement. | hereby assign, transfer, and set over to Rosemarie

Calleros, PhD, LMFT all my rights, title, and interest to medical reimbursement benefits under my insurance policy. | acknowledge and agree it is my responsibility to know my i
and benefits, including co-pay & deductible amounts, covered benefits, and obtaining

balance attributed to “patient responsibility” including, but not limited to co-pay, deductible and/ar co-insurance. | acknowledge and agree that by signing this form, | am giving my
consent to the use and disclosure of my protected health information to carry out treatment, payment erations

Patient/Legal
Guardian Signature

Email: rmcallerosnhd@cnx net



Rosemarie Calleros PhD, MFCT
Clinical Psychologist, #Psy 12881
Marriage, Family and Child Therapist, #Mv 18234
4 Montpellier, Laguna Niguel, CA, 92677
(P) 949-916-8271 (F) 949-499-2397 Email: rmcalleresphd@cox.net

OFFICE POLICY

FEE SCHEDULE: $150 per 45 minute sessions for individual, Couple, or Family Sessions;
$175 for 60 minute sessions.

$200 for initial Sessions.
$225 per hour for Psychological Testing (includes- testing time, scoring interpretation and report
writing.}
$4 per minute for URGENT calls.
PAYMENT FOR SERVICES: Payment is due at the time services are rendered and must be
paid by cash or check. Kindly have your chack written prior to the session.
I understand that | am financially responsible to pay all fees denied by my insurance.
Patentinitinls,

KEEPING APPOINTMENTS: Therapy sessions are 45 or 60 minutes. The last few minutes are
generally reserved to review the session and schedule any further appointments. Time is reserved only
for you. A missed appointment or sesslons cancelfed less than24 hours are charged $75 and cannot be
biiled to the insurance, After two “N&Smws'ourdoctoﬁpaﬁmtmhﬁmsmpwmfnmﬂy be
terminated.

Patient Initials
EMERGENCIES: If you are in imminent danger call 911, your nearest police station, or
emergency room. Otherwise feave a message on my voice mal. Also, my volce malf will have an
alternate number where | can be reached in an emergency

CONFIDENTIALITY: All information between therapist/doctor and patient is held strictly
confidential unless; -

1} You authorize release of information with your signature. 2) Your present a physical danger to

self or others; or 3) child or elder abuse is suspected. :

in the iatter two cases, we are required by law to inform potential victims and legal authorities so that
protective measures can be taken.
CONSENT FOR TREATMENT: | turther authorize and request that my Psychologist carry out
psychological examinations, treatment, and/or diagnostic pracedures which now or during the course of
my care as a patient are advisable. { understand that the purpose of these procedures will be explained
to me upon my request and are subject to my agreement. | also understand that while the course of my
treatment is designed to be helpful, It at times may be difficult and uncomfortahie.

. Patient Initials
Release of Information to Health Plan: | authorize the release of information for the
benefit of my Health Plan. Patient Initials__

Release of Information to Primary Care Physician and/or Pesychiatrist:

I authorize the release of information to my primary care physician.

Primary Care Physician (name}

Psychiatrist (name) for purposes related to my

health. : Patient Initials
_Immewnmmmmmmmmmmgmmdmm

determinations, work excuses and requests for change in job conditions or other legal or administrative

proceedings.

I have read the attached Health insurance Portability and Accountabliity (HIPAA} form.

t understand and agree to all the above information.

Putient name Signature, Date,
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o Nonea of Privacy. Practwes
'f‘hls Bpotice Mbes lmw ggedtga’l mfonnam bout you may be used and disclosed and how you can get aceess to this
g, mfoma% Please review it carefully!
With your consent, my practice is permitted by. federal privacy laws to make uses and disclosures of your health
information for purposcs of treatment; mymmt, and health carc operations. Protected health information is the information
we create and obtain in providing our services to you. Such information may include documenting your symptoms,
examination and test r&suhs, d:agnoses treatment, and app!ymg for fumve care or treatment. It also includes i:ulhng
documents for those sefvices. -
Exsmple of use of your hesith infhmutinn for treatment purposes;
I obtain treatment information about you and record it in your case record.  During the course of your treatment, I determine
a iiezd to consult with another specialist in the area. | will share the mfcnnanon with such speomhst for input.
Example of use of your heslth information for payment pnrposu
I submit a requiest for payment to your health insurance company. ‘i‘he insurance company :equests information from me
rcgardmg psychological care given. 1 wiil provide information to them about you and the care given,
Example of usé of your information for health care opmnﬁona.
1 obtain services from my insurers or other business associates such as quality assessment, qua]sty improvement, outcome
evaluatwn, protocol and clinical gmdelmes development, training programs, credential, medical review, legal services, and
ingurance, I'will share mfomauon about you with such insurers of othér business assoc:ams as necessary to obtain these
services.
Your Health Information mghls ' : '
The health record I meintain and tnﬁmg moords are the physwal propeﬁy of m,y pmotzce_ The mfomanon in it however
belongs to you. You have a right to: & =
% Requesta resiriction on certain uses ‘and d!sclosums af your health information by delivering the request in writing
 to our officc. We are not required to ‘grant the requiest but we wil] comply with any request granled;
Request that you be allowed to inspect and copy your health record and brlimg recordwyou may exercise this right
by delivering the request in writing to our office; ‘
‘Appeal a denial of access to your ‘protected fealth information except in cr.ttam mrcumstanees
Raquest that your health care record be amended to correct mcomplete or incorrect mt‘onnatmn by delivering a
wriiten jequest to our office;. =
File a statement of disagreement if your amendme:nt is fienied and require that the request for amendment and any
. denial be attached in all future disclosures of you protected health information
; 'Obtam an accountmg of dasa!osutes o!’yonr heaith information as required to be maintained by law by delivering a
written request to our office. ‘An acgousiting will not include internal uses of information for treamtne, payment, or
, ,operatinns, disclosures made fo you of. made at your. mquest, or disclosures made 10 fam:!y members of friends in
 the course of prtmdmg care; ‘
~ » Request that communication. of your health mformatmn as required io be mam!mned by faw by dcl;venng a written
' mquwttomyoff‘ce,and, T
» Revoke authorizations that you made pwvmualy to use of disclose mfonnatmn &xcept to the extent mformatton or
action has already been taken by delivering a writien revocation to my office.
ifynn want 10 exercise any.of the above nghts please contact my office; in person or in writing, during normal hours. T
will provide’ you with assistarice on lhe sieps to takya to exercise your nghts
" Ouir Responsibilities .
My practice is required ta: -+ . N ' :
% .- Maiptain the pnvwcy of your hea!th mfonnatwn as reqmred by law, '
a5 Pmmde you with'a notice of my.dﬂhes and pnvacy practtces gsto the mfmnanon ! coltwt and maintain about you;
P Abxde by the terms of this Netice; . -
> Notify you if I cannot acmmnwdate a mquested msenctson or reque.st and , '
> Accommodate you reasonable reqiésts regm-dmg methods to communicate healih information with You.
- 1reserve the nght to amend, change, or eliminate provisions in my privacy practices and access practices and to enact new
- proyision mgatdmg the pmtecwd health mfonnaﬁon U maintain. If my information practices change, I will amend my
. Notice. You arc entitled to receive axmsed copy of the Notice by milmg, aud mqmstmg a copy of my “Notice™ or by
visiting my office and pmkmg upacopy. -
To Rei RW:M of File a Cq_xgplaint ’
I you have question, would like addifion mﬁnmation, or want to report a prob!em rega.uhng the handlmg of your
infonmation, you may contact my office. -

VoW 'v-'v v
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Additionally, if you believe your privacy rights have been violated, you may file 2 written complaint at my office. You
may 2iso file a complaint by mailing it or e-mailing it to the Secretary of Health and Human Services whose street address
is: Federal Office Building, 50 United Nations Plaza- Room 322, San Francisco, CA 94102,
» 1 cannot, and will not, require you to waive the right to file a complaint with the Secretary of Health and Human
Services (HHS) as a condition of receiving treatment form the practice. "
> 1cannot, and will not, retaliate against you for filing a complaint with the Secretary of HHS.

Other Disclosures and Uses

Notification : :

Unless you object, I may use of disclose your protected health information to notify, or assist in notifying, a family
member, personal representation, or other person responsible for you care, about you location, and about you general
condition, or your death.

Communication with Family

Using my best judgment, I may disclose to a family member, other relative, close personal friend, or any other person you
identify, health information relevant to hat person’s involvement in your care or in payment for such care if you do not
object or in an emergency. o

Food and Drug Administration (FDA) '

{ may disclose to the FDA your protected health information relating to adverse events with respect to products and product
defects, or post-marketing surveiilance information to enable product recalls, repairs, or replacement.

Workers Compensation 7

If you are seeking compensation through Workers Compensation, 1 may disclose your protected health information to the
extent necessary fo comply with laws relating to Workers Compensation, ,
Public Health - " : .

As required by law, 1 may disciose your protected health information to public health or lega! authorities charged with
preventing or controlling disease, injury, or disability. '

Abuse and Neglect : ne £ . :

I may disclose your protected health information to public authorities as allowed by law to report abuse or neglect.
Correctional Institutions o : - :

If you are an inmate of a correctional institution, T may disclose to the institution, or its agents, your protected health
information necessary for your health and the health and safety of other individuals.

Aw Epforcement . _ ' '

I may disclose your protected health information for law enforcement purposes as required by law, such as when required
by a court order, or in cases involving felony prosecutions, or the extent an individual is in the custody of law enforcement.
1 may disclose information to researchers when their research hias been approved by an institutional review board that has
reviewed the research proposal and established protocols to ensure the privacy of your protected health information.
Disaster Relief R

I may use and disclose your protected heaith information to assist in disaster relief efforts,

Organ Procurement Organizations I S : ,

Consistent with applicable law, [ may disclose your protected health information to organ procurement organization or
other entities engaged in the procurement; banking; or transplantation of organs for the purpose of tissue donation and
twansplant. 0 o : d Y ‘

For Specislized Government Function , , : ;

I'may disclose your protected health information for specialized government functions as authorized by faw, such as to
Armed Forces personnel, for national security purposes, or 1o public assistance program personnel.

Health Oversight T

Federal law allows us to release your protected health information to apprepriate health oversight agencies or for health
. oversight activities. - . - ' : '

Judicial/Administrative Proceedings ,

1 may disclose your protected health information in the course of any judicial or administrative proceeding as aliowed or
required by law, with your consent, or as directed by a proper court order. e e ,

Other Uses - - A , ' : :
Other uses and disclosures besides those identified in this Notice will be made only as otherwise authorized by law or with
your written authorization and you may revoke the authorization as previously provided, '

Website ' ‘ ' ol

[f1 maintain a website that provides information about my entity, this Notice will be on the website.

Confidential Page 2 ‘ 9/28/2015



Rosemarie Calleros PhD, MFCT
Clinical Psychologist, #Psy 12881
Marriage, Family and Child Therapist, #Mv 18234
4 Montpellier, Laguna Niguel, CA, 92677
(P) 949-916-8271 (F) 949-499-2397 Email; rmcallerosphd@cox.net

Acknowledgement of Receipt of “Notice of Psychologists’ Policies and Practices to Protect the Privacy
of Your Health Information®

Fhe federal government mandated that as.of April 14, 2003.all health care patients are to receive fiom their

clinicians & notice (hereaftter referred to as "Notice™) regarding the protection of their private health care

information in compliance with the Health Lnsurance Portability and Accountability Act ("HIPAA™) Privecy

Rule (45 C.F.R. parts 160 and 164). ‘ 1

Thhankmwhdgmnmmmnywmemﬂhw&mmmmgmmﬂw "Notice" that is
required. HIPAA covers what is called "protected healfh information” {PHI)-that is-used for treatment,
peyment, snd heslth.care operetions. PHY is information in your heslth record that could identify yon.

The Notice contains basic information about: |

1. how your PHI-may be used and disclosed for treatment, payment and: health care operations (these terms
are defined in the Notice)- . ¢
2. which uses and disclosures require authorization froi you and which don't

3. how you may revoke an authorization you have made

4. certain rights you have to restrict use and disclosure of PHI, 1o veceive confidential communications by
alternative means and at alternative locations, to inspect and copy your records, to amend your records, to
have an accountinig of disclosures

5. a list of my Huties to protect the privacy of your PHI, my right to change the privacypolicies and
practices described in the Notice, and how I will inform you of changes

6. what you-can.do if yon have any.complairts about wiolations of your privacy fights, about decisions abowt
access to your records [ may make

7. any restrictions and iimitations you or I wish to put on the use and disclosare of your PHI.

The Privacy Notice is-a few pages fn-length. Generally, this Notice is given on a patient's first visit unless
themisgoodmonmdeiay.'Amyof&Noﬁceism‘hblehwwaﬁngmomMWinbemmy
website if ] create one. I will also give you a copy of this notice. This page documents that I have given you
a copy of the Notice. :

I acknowledge that Dr. Caileros has given me & copy of the Privacy Notice (version dated 8/24/03) as
required by the federal government's HIPAA legislation. I have been given the opportunity to ‘ask any .
questions [ may have regarding this Notice.

Date
Print Patient's Name Signature
Priht name of Parent or Legal Guardian Signature

Describe your role in regard to the paticnt and/or the authority by which the person is signing for the
patient: '




Rosemarie Calleros PhD, MFCT
Clinieal Psychologist, #Psy 12881
Marriage, Family and Child Therapist, $Mv 18234
4 Montpellier, Laguna Niguel, CA, 92677
(P) 949-916-8271 (F) 949-499-2397 Email: rmeallerosphd@cox.net

Client Tofoemation . Today’s Datec /. /

i T Foems you ks 10 b6 calied
Gl SweFO Box ' o Sate %
Phone: Home:{ ) Cel{_ ) Woek:(__ ) ‘
B-Mail: & _ Bast way to leave messsge: [ Home [ Cell U'Work [lF-mall
Birthdato ___ /__/  Age_____ SSé Gender: DMals 0 Female

Bthoicity: OWhits UBlack OHispanic (1 Oriental CAsies (0 Other:
Madeal Stotue: O Marded ___yrs. ODivorosd__ _yrs.  OSingle U Separated [ Widowed

Braployed?”: DNo I Yes Compeny: Position:
Stdent? ONo U Yes CFulltime OPwttime School you sttend:

Highest Lovel of Bducation Completed: O Grade School 0 Middle School 3 High School
O Vocational School 0 Some College 0 AADegres [ College Graduate T Mastar’s Degree
OPAD. DMD. O Other

. )

e i —t =
m""“""m = -
Plaase share with me low you fisst found out sbout my services: Olnearsnce CiFriend (Neme )

0 Yellow Pages (0 Under “Paychology” O'Under “Marrings™) [ Internet ([Search engink [Y¥ahoo DAOL
0 Other, J O Doctor: O Octher:

Other Household Members:

FEFRTF

Revtoosiiy
Redxtonns
Hatutipanip
]
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Feeasiily
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CONFIDENTIAL INFORMATION (Piease check the answers that best it for you and fill in the appropriate bianks) '
Name; DoB / / Todays Date: / /

1. PRESENTING PROBLEM

a. The main problem | am seeking help for is

I would rate the severity of this problem as (IMild (7} DIModerate (6) [JSevere (5) DIDisabling (4)

b.
c. |have had this problem for [)Several days (JSeveral wks (ISeveral mos (Past year [IPast 2 yrs (JOver 2 yrs
d. During the past year, the best this problem has been was: CNot a problem (IMild (IModerate (JSevere CIDisabling
e. This problem effects my COJWork [JPersonal relationships [JMarriage ClHealth [3School work CIFamily relationships
f. ;é;yn:)pmms I've been experiencing are (please fill in the bubble @=Severe @=Moderate D=Mild (if not an issue, leave
an )
Q@@ DFeeling depressed | @@ DCrying D@ DAvoiding situations | @@ DFeeling over-responsible
D@ DFetling inadequate | DD DFeeling worthless Q@ DAfraid of people @@ Opistressing memories
D@ Dpisinterested DD DFeel like want to die | D@ OPanicky Q@ DOnightmares
@ @ Dwithdrawing @ Q@ Otosing weight @@ D0bsessed with body Q@ OConstantly on edge
3 @ Dreeling guitty @@ D Gaining weight @@ D0iscouraged Q@ OFtashbacks
@@ DAngry and irritable | @ Q@ DAfraid of the future @ @Dt osing control @@ DFeelings of unreality
DD DNot eating well @ @ Oworrying a Iot G @ @Atraid of dying D@ OHighs and lows
@@ OEating o much @ @ DFeeling anxious B Q@ DFeeling faint @@ D8ainge eating
@ @ (DNot concentrating Q@@ ONot focusing @ DAbdominal distress @@ DAfraid of situations
Q@ @ Dreeling hopeless @D ired @ Q@ OPounding heart Dascribe:
@@ DFeeling lethargic Q@D Trembling inside @@ DPain in my chest @@ﬂ?}\fwid of objects
@ @ ONot sleeping well BODD71ense @@ D0bsessing over things || 255eTibe:__
Q@ Qindecisive Q@D Jirtery @ @D Compulsive actions @@ Dorner
2 CE ,
a. inregard to using aicohot (i drink occasionally [ drink regularly () drink daily {31 do not drink at all
b. When { drink, the number of drinks { usually haveis ___ - .
c. What ! like about drinking is |
d. [consider my drinking to be (JA definite problem (A growing problem CJA patential problem CINot a problam
e. Inreqard o illegal drug use (3! do not use any illegat drugs (I have experimented on an occasional basis in the past

[t used for a short period of time but no longer use (31 used for a long period of time but no longer use

(11 have used drugs in the past and continue to use
The drugs | currently use are [JSpeed [JPot (JCocaine JLSD DOHercin DIPCP [Sedatives Oinhalants CJOther

| use drugs (JDaily (I3 to 6 times a week (31 fo 2 times a week [J1 to 3 times a month

What | like about using drugs is
| consider my drug use to be [JA definite problem [JA growing problem (JA potential problem (INot a probiem

~Fa -

PERSQONAL SAFETY .

As far as any suicidal thoughts are concerned ;
(31 have no thoughts of suicide [JThe thought has crossed my mind but | would never do it.
[1The thought has crossed my mind, and | have thought of ways of doing it but | would not'do it.
3! have had some serious thoughts of sulcide and | am afraid 1 could follow through with them.

b. As far as any thoughts of harming anyona
01 have not had any recent thoughts of harming anyone
) have had recent thoughts of harming someone but | would not act on them
(J( have had some recent thoughts of harming someone and | am afraid | could carry them out

o

4, MAR T 4
a. | have been marted/in this relationshipfor _____years
b. 1have known my partner for _____ years
¢. My commitment to this marriage/relationship is {3100% O Questionable 11 am having serious thoughts about leaving
d. My major dissatisfactions in my marriage/relationship are: {JOur sexual relationship JOur communication '
' CJour finances D)Our parenting DMy in-laws DJOur mutual interests [JOur mutual goals [JOther
e. Major feelings | have with my partner are: JAnger [JResentment [Regret [JSadness OFear DBetrayal

ClAbandonment CIGuit DRejection JUnimportance DHurt DJealousy [IDisappointment [JAbuse
CIDistance OWarm Otoving DRespect (JOther
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10.

12

My current work is - | have been at my present job for years

In regard to my work | am (IPleased (IMostly satisfied CIMixed CIMostly Dissatisfied Ounhappy .

My rrgjor dissatisfactions with my work are: (JThe job itself [IMy career [IMy coworkers {IMy boss OMy income
Other. :

Y Y
My father is CJAlive; | live with him [JAlive; lives nearby CJAlive; iives far away [IDied when [ was - Yyearsold
In general, | would describe my father as OArgumentative (IPhysically abusive (JSexually abusive (ICritical
OAbsent CJEmotionally distant (JSupportive and nurturing OiCaring TiOther :

Major feelings i have with my father are [JAnger CIResentment CIRegret [ISadness [JFear OBetrayat
ClAbandonment [JGuilt (JRejection ClUrimportance CIHunt [JJealousy CIDisappointment [JAbuse
Obistance OWarm Oloving ORespect (10ther '

My mother is ClAlive; 1 live with her (JAlive; lives nearby [JAlive; lives far away [JDied when | was years oid

In general, | would describe my mother as [JArgumentative OPhysically abusive OISexually abusivrﬁCritical
ClAbsent (JEmotionally distant DISupportive and nurturing [ICaring CIOther

Major feelings ! have with my mather are (JAnger (JResentment (JRegret (JSadness (IFear [lBatrayal
OAbandonment [(JGuitt CIRejection OJUnimportance CIHurt [JJealousy CIDisappointment (JAbuse
CJpistance Owarm Oioving [JRespect CJOther

PREVIOUS THERAPY

i have CINever seen a therapist before {JBeen in therapy with (#) different counselors, the last time was

The last ime | saw a therapist my experience was [JPositive [INeutral, received limited benefit {INegative

i was in therapy for (A probiem similar to the one 1 have now (JA different problem

| have been hospitalized for psychiatric or substance abuse problems [INever (JYes, #) times Year(s)
Medications | am now taking are by Dr. CINot taking any
HEALTH _

in the past | have received major medical treatment for CHave not had major medical problems
Currently | am being treated for ONothing in particular
Physical symptoms | am having but not being treated for are ; TIDo not have any physical symptoms
The number of cigarettes | smoke per day are OIDo not smoke

in the past year | have exercised (JReguiarly OJOccasionally (JRarely (INever
| consider myseif to be Clin excellent heaith (Jin good health (Jin fair health (Jin poor health
| consider my dietto be [IVery healthy (JQuestionably healthy [INot very healthy CJOften changing

SOCIAL
In regard to my social network | have (3Virtually no close friends (JOne close friend (A few frisnds (IMany friends

'l mostly make contact with my friends OIRarely (JSpontaneously (JOn special occasion CIAt parties

At organized activities (JTo discuss personal problems [JTo make small tatk C10ther:
In general, my friends influence me positively Jinfluence me negatively CIDon't have a big influence on me

What | most fike to do for fun or recreation is

EOR PAR
The number of children | have is . Their ages and gender are

In regard to parenting, my partner and | (JAre pretty agreeable [JSeem to disagree Jama single parent

My general approach to parenting is to {JPunish misbehavior (JReward good behavior CITeach good behavior
Ory to listen DOGive responsibility [TJBe 2 model Dlinvolve myself (I0ther '

Major feelings | have with my childran are (JAnger TJGuilt ORegret TIDisappointment (IDistance CIWarm OLoving

SELF ASSESSMENT

My problems would seem to clear up (Jif others would change CJif | would change (i | understood mysaelf better
O3 1 could express myseif better I I could Jet go of the past [JIf | could get rid of certain emotions
(i | could make a decision (Jif { could change iy thinking (Jif | had some direct answers

GQALS FOR THERAPY

Three results | am locking for in therapy are:




Rosemarie Calleros, Ph.D., MFT
Licensed Clinical Psychologist #PSY 12881
Licensed Marriage, Family and Child Psychologist #MV18234
Phone: 949-916-8271

Tele-mental Health Informed Consent

i {name of client)("Client”, “You") hereby consent to participate
in tele-mental health with Dr. Rosemarie Calleros (“Practitioner”) as part of
psychotherapy.

| understand that tele-mental health is the practice of delivering clinical health services
via technology assisted media or other electronic means between a praciitioner and a
client who are iocated in two different locations. Client and Practitioner may also be
referred to individually as a “Party” and collectively as the “Parties”.

I understand the following with respect to tele-mental health:

1. Tunderstand that | have the right to withdraw consent at any time without

affecting my right to future care, services, or program benefits to which | would
otherwise be entitled.

2. understand there are several benefits to tele-mental health, including
convenience for scheduling, location and potentially increased access to my
Practitioner. | understand that | may benefit from tele-mental health services, but
that results cannot be guaranteed or assured.

3. lunderstand that there are risks and consequences associated with tele-mental
health, including but not limited to, disruption of transmission by technology
failures, interruption and/or breaches of confidentially by unauthorized persons,
and/or limited to respond to emergencies.

4. | understand that there will be no recording of any of the anline session by either
Party. All information disclosed within sessions and written records pertaining to
those sessions are confidential and may not be disclosed to anyone without
Client's written authorization, except where the disclosure is permitted and/or
required by law.

5. 1understand that the privacy laws that protect the confidentially of my protected
health information (“PHI") aiso apply to tele-mental health uniess an exception to
confidentially applies. Exceptions include, but are not limited to, mandatory
reporting of child, elder or vulnerable adult abuse, danger to self or others, and

. practitioner’s raising mental/femotional health as an issue in a legal processing.

6. lunderstand that if | am having suicidal or homicidal thoughts, actively
experiencing psychotic symptoms or experiencing a mental health crisis that
cannot be resolved remotely, it may be determined by Practitioner that tele-
mental health services are not appropriate, and a higher level of care is required.

Tele-mental Health informed Consent Pagelof3



Rosemarie Calleros, Ph.D., MFT
Licensed Clinical Psychologist #PSY12881
Licensed Marriage, Family and Child Psychologist #MV 18234
Phone: 949-916-8271

7. 1understand that | am responsible for: (a) providing the necessary computer,
telecommunications equipment and internet access for my tele-mental health
sessions, (b) ensuring security on my computer, and (c) arranging a location with

sufficient lighting and privacy that is free from distractions or intrusions for my
tele-mental health session.

8. understand that during a tele-mental health session, we could encounter
technical difficuities resulting in services interruptions. If this occurs, end and
restart the session. If we are unable to reconnect within ten minutes, please call
me at 949-916-8271 to discuss since we may have to re-schedule.

9. lunderstand that my Practitioner may need to contact my emergency contact
and/or appropriate authorities in case of an emergency.

10.1 understand that | have a right to access my medical information and copies of
medical records in accordance with California taw.

ergenc ols

Your Practitioner needs to know your location in case of an emergency. You agree to
inform your Practitioner of the address were you are at the beginning of each session.
Your Practitioner also needs information of a contact person whom your Practitioner
may contact on your behalf in case of a life-threatening emergency only. This
emergency contact person will only be contacted to go to your location or take You to
the hospital in the event of an emergency.

In case of an emergency, my location is:

My emergency contact person’s name:

My emergency contract person’s information is:

Phone:

Email:

Address:

[Signature Page to Follow]
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| have read the information provided above and discussed it with my Practitioner. |
understand the information contained in this form and all of my questions have been
answered to my satisfaction.

Signature of Client/Parent/Legal Guardian Date

Signature of Practitioner Date
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