TherapeuticOasis

Please print clearl

Client Information
Minor Client Full Name

MINOR CLIENT INFORMATION

Date of Birth

Street Address

Gender

City State Zip

Nickname

Who referred you to this office?

Child Lives with:

Current (Last) School Attended

Years Attended

Grade

Parent/Guardian Information

Parent/Guardian Name Parent/Guardian Name
Address (if different) Address (if different)
Cell Phone Cell Phone
May we leave a message? Y N May we leave a message? Y N
Other Phone Other Phone
May we leave a message? Y N May we leave a message? Y N
Email Email
[J Check here if you do NOT want to receive appointment [J Check here if you do NOT want to receive appointment reminders
reminders
Occupation Occupation
Employer Employer
[J Married [OSeparated [IDivorced [JWidowed [OMarried [JSeparated [IDivorced [Widowed

Step Parent Name & Phone Number

Step Parent Name & Phone Number

851 Broken Sound Pkwy NW, Ste 250
Boca Raton, FL 33487

P- 561-278-6033

F- 561-278-6023

600 Heritage Drive, Stel130
Jupiter, FL 33458

P- 561-766-1072
F-561-766-1097



If parents are separated or divorced, please complete the following section and attach a copy of the custody
agreement to this document.

Custody Arrangements
What custody and/or visitation orders are in place?

What is the arrangement for making medical decisions (including mental health) regarding the child?

Which parent is responsible for payment?

Medical Information
Please identify all medical professionals and clinicians involved in child’s care

Name ‘ Specialty ‘ City Phone #

Primary Care

Does the child have any allergies or other important medical information? []Y [N

If Yes, please list/describe:

Emergency Contact:

Name Phone Relationship to child

| attest that the information provided on this form is accurate and should any information change during
the course of treatment, | will notify the front desk team at the next scheduled appointment.

Signature

Printed Name

Date

Relationship to Minor Client

Intake Therapist:
Date:




Consent for Treatment of a Minor

CONSENT FOR TREATMENT OF A MINOR

Minor Client Full Name Date of Birth

Prior to beginning treatment, it is important to understand Therapeutic Oasis of the Palm
Beaches' approach to child therapy and agree to our policies regarding your child’s
care at our office. Under HIPAA and the APA Ethics Code, Therapeutic Oasis is legally
and ethically responsible to receive informed consent. As treatment progresses, we will
try to remind you of important issues as they arise.

Therapy is not intfended to be the source of additional conflict in a child’s life; therefore,
Therapeutic Oasis expects all parents, guardians and family members to support their
child’s therapy with a focus on helping the child. At Therapeutic Oasis, we treat the
child as the client and expect parents to support the work of the therapist regarding
treatment. Parents have an opportunity to share their thoughts and concerns with their
child’s therapist during the assessment and intake process. After the initial sessions,
parents partake in their child’s treatment process by meeting with a family therapist. A
family therapist will be able to answer questions about how therapy works and how
your family can best support your child. Communication with clinicians occurs within a
scheduled therapeutic appointment. For your privacy, therapeutic information is not
discussed with family members outside of a scheduled therapy session. Email should
not be used to communicate therapeutic information. We both hope and expect that
parents will have an open mind for considering other points of view, even though they
may not always agree with each other, or their child’s therapist.

CONFIDENTIALITY

Therapy is most effective when a frusting relationship exists between the practitioner
and the client. Privacy is especially important in securing and maintaining that trust.
One goal of freatment is to promote a stronger and better relationship between
children and their parents. However, it is often necessary for children to develop a
“zone of privacy” whereby they feel free to discuss personal matters with greater
freedom. This is partficularly true for adolescents who are naturally developing a greater
sense of independence and autonomy. By Signing this agreement, you are waiving
your rights to examine or receive your child’s clinical record.

Page 1 of 6 Initial Here: -
851 Broken Sound Pkwy NW, Suite 250 600 Heritage Drive, Suite 130
Boca Raton, FL 33487 Jupiter, FL 33458

561-278-6033 561-766-1072



Consent for Treatment of a Minor

Therapy is confidential, but not secret. Parents are entitled to understand the nature of
their child’s problem, as well as the method and course of treatment. Telephone, face-
to-face, e-mail, or written communication from either parent is not private and may be
shared with the child and/or the other parent. All communications and messages
become part of the child’'s permanent record.

RISKS AND BENEFITS

Counseling and psychotherapy are beneficial, but as with any tfreatment, there are
inherent risks. During counseling, you and your child will have discussions about
personal issues which may bring to the surface uncomfortable emotions such as anger,
guilt, and sadness. The benefits of counseling can far outweigh any discomfort
encountered during the process, however. Some of the possible benefits are improved
personal relationships, reduced feelings of emotional distress, and specific problem
solving. We cannot guarantee these benefits, of course. It is our desire, however, to
work with your child to attain the best possible outcomes.

PROFESSIONAL CONSULTATION

This consent form applies to all therapists and clinicians your child may see at
Therapeutic Oasis. If your child is seeing multiple service providers, those providers may
consult with one another as needed about your care in order to provide the level of
services necessary for your treatment.

PAYMENT

We require a credit card to be kept on file for all minors seeking treatment at
Therapeutic Oasis. Prompt payment for professional services is considered a part of the
treatment agreement and is essential for treatment to continue. Non-payment of fees
may be considered a breach of the freatment agreement, thus a reason to discontinue
treatment. Disagreement or conflict with a co-parent is not an appropriate reason for
discontinuing payment. If circumstances have changed and have made prompt
payment difficult, please discuss that your family therapist

Additionally, we ask that you provide our office with any legal or court documents
pertaining to health care provisions for the minor child and we will follow billing
procedures as they have been ordered. If such documents are not provided, any fees
owed to our office will be the responsibility of the parent who brings the child.
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Consent for Treatment of a Minor

PRIVACY

Therapeutic Oasis follows all ethical standards prescribed by state and federal law. We
are required by practice guidelines and standards of care to keep records of your
counseling. These records are confidential with the exceptions noted below and in the
Notice of Privacy Practices provided to you.

Discussions between a Therapist and a client are confidential. No information will be
released without the client’s written consent unless mandated by law. Possible
exceptions to confidentiality include but are not limited to the following situations: child
abuse; abuse of the elderly or disabled; abuse of patients in mental health facilities;
sexual exploitation; AIDS/HIV infection and possible tfransmission; criminal prosecutions;
child custody cases; suits in which the mental health of a party is in issue; situations
where the Therapist has a duty to disclose, or where, in the Therapist’s judgment, it is
necessary to warn or disclose; fee disputes between the Therapist and the client; a
negligence suit brought by the client against the Therapist; or the filing of a complaint
with the licensing or certifying board. Additionally, we may disclose your health
information to authorized federal officials who are conducting national security and
intelligence activities or providing protective services to the President or other important
officials. By law we cannot reveal when we have disclosed such information to the
government. If you have any questions regarding confidentiality, you should bring
them to the attention of the Therapist when you and the Therapist discuss this matter
further. By signing this Consent Form, you are giving consent to the undersigned
Therapist to share confidential information with all persons mandated by law and with
the agency that referred you and the insurance carrier responsible for providing your
mental health care services and payment for those services, and you are also releasing
and holding harmless Therapeutic Oasis and its service providers from any departure
from your right of confidentiality that may result.

Duty TO WARN/DUTY TO PROTECT

If my child’s Therapist believes that my child is in any physical or emotional danger or
may cause harm to another person, | hereby specifically give consent to my child’s
Therapist to contact any person who is in a position to prevent harm to my child
another, including, but not limited to, the person in danger. | also give consent to my
Therapist to contact the following person(s) in addition to any medical or law
enforcement personnel deemed appropriate:

Name(s) Telephone Number
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Consent for Treatment of a Minor

INCAPACITY OR DEATH

| understand that, in the event of the death or incapacitation of my Therapist, it will be
necessary to assign my child’s case to another Therapist and for that Therapist to have
possession of my freatment records. By my signature on this form, | hereby consent to
another licensed mental health professional, selected by the undersigned Therapist, to
take possession of my child’s records and/or to deliver those records to another
therapist of my choosing.

COURT TESTIMONY

Although Therapeutic Oasis’ responsibility to your child may require involvement in
conflicts between parents, our involvement will be strictly limited to that which will
benefit your child. This means, among other things, that parents will treat anything said
in session as confidential. Neither parent will attempt to gain advantage in any legal
processing between parents from Therapeutic Oasis’ involvement with your child. By
signing this agreement, you agree that in any legal proceedings, neither parent will ask
Therapeutic Oasis’ clinicians or staff members to testify in court, whether in person or by
affidavit. You also agree to instruct attorneys not to subpoena any Therapeutic Oasis
clinical or staff member or to refer in any court filing to anything your child’s therapist
has said or done.

Therapeutic Oasis has an ethical duty to provide your child with the best care possible.
If asked to provide records or testimony about tfreatment to the court, this can
contribute to a “dual-role” relationship between the therapist and your child. A dual-
role relationship means that your child’s therapist is providing services for conflicting
roles (i.e. parent’s witness and child’s therapist), and can be potentially damaging to
your child and his/her present or future therapy experiences due to possible violations of
therapeutic trust. In addition, your child’s therapist has an ethical responsibility to only
release records and/or test data to persons who are qualified and trained to interpret
the information. Most court personnel have not received sufficient mental health
training to meet these criteria, and providing records and/or test data can also be
damaging for patients. Finally, legislation and ethical standards mandate that
practitioners protect privacy of mental health records. Because the practitioner cannot
conftrol the number of people that have access to the mental health records in the
court setting, concerns for the client’s privacy may exist. For these reasons, unless pre-
arranged prior to initiating services, Therapeutic Oasis, will not provide therapy notes,
test data, recommendations, custody letters or testimony to the court as part of
litigation.

COMMUNICATION

Before a child’s treatment can begin, the therapist will conduct a limited evaluation for
treatment planning by speaking with each parent (and occasionally step-parents) to
hear what problems have arisen in the child’s life, to have each parent answer basic
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Consent for Treatment of a Minor

questions related to understanding the child carefully, and often to use standard
behavior checklists to collect important perspectives about the behaviors in question.
Based on the privacy needs of the child and the support needs of the family, parents
may be given a Communication Agreement outlining how and when communication
between parents and therapist will occur as well as your assigned family therapist.

Therapeutic Oasis expects parents to inform each other about scheduled
appointments. The no-show fee will apply if an appointment is missed, regardless of
which parent scheduled the appointment.

Therapists at Therapeutic Oasis are not responsible for routine communication with
parents who do not attend appointments. We do not send a summary letter, note or e-
mail after each appointment, unless payment arrangements have been made for this
service in advance. Our expectation is that parents will communicate with each other
openly regarding freatment and that each parent will cultivate a healthy relationship
and open communication with their child.

BEHAVIOR/CONDUCT

At times, families in conflict have difficulty maintaining an appropriate decorum in the
waiting room or therapist’s office. Out of concern for your child, other clients, and clinic
staff, family members are asked to behave respectfully to one another. If they do not
behave in a civilmanner, they may be required to attend sessions separately or services
may be terminated. This also applies to appropriate behavior toward office staff.

CONSENT FOR TREATMENT

I/we have brought my/our child, named above, to Therapeutic Oasis for evaluation
and/or treatment. |/we understand that my/our child is a client of Therapeutic Oasis—
not me/us, any other sibling, or other caretaker/parent. This is frue no matter who pays
Therapeutic Oasis for the evaluation/treatment of my /our child.

I/we understand that Therapeutic Oasis’ primary responsibility is my/our child’s best
interest and that my/our child’s therapist will decide to involve me/us in the evaluation
and treatment at their sole discretion. I/we understand that if payment is not received
promptly for services rendered, the services may be suspended or terminated at
Therapeutic Oasis’ sole discretion, pursuant to the ethical guidelines governing
psychological care.

If I/we decide to terminate my/our child’s treatment, |/we agree to let the child’s
therapist have the option of having a closing session with my/our child to properly end
the treatment relationship.
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Consent for Treatment of a Minor

I/we, the parent(s) and/or legal guardian(s) of the minor child listed above, give
Therapeutic Oasis and its therapists full and unconditional authority to proceed with a
clinical evaluation and treatment as clinically indicated. This consent is given by me/us
as parent(s) and or legal guardian(s) of said child. We/l have legal power to consent to
medical, psychological, and mental health assessment and treatment of said minor
child. It is clearly understood that Therapeutic Oasis and its clinical staff are fully
released from any claims and demands that might arise, or be incident to the
evaluation and/or treatment, provided that duties are performed with standard care
and responsibility to the best of their professional abilities.

If consent is not received from both parents, the therapist may not move forward with
treating your child.

| have read and understand this Consent for Treatment. By signing below, | agree to the
terms and conditions of this document.

PARENT/LEGAL GUARDIAN PARENT/LEGAL GUARDIAN
Printed Name Printed Name

Signature Signature

Relationship Relationship

Date Date
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OFFICE POLICIES

Please read, initial each section, and sign at the end stating you read and understand the
information contained in this document.

Wellness is more than the absence of disease; it is a state of optimal well-being. It goes beyond
the curing of illness to achieving health. Through the ongoing integration of our physical,
emotional, mental, and spiritual self, each person has the opportunity to create and preserve a
whole and happy life. We are staffed by skilled and experienced licensed professional
counselors, registered dietitians, licensed clinical social workers, doctors of psychology, and
interns. Our services are designed to provide our clients an integrated solution for their mind,
body, spirit, and life to enhance their lives and resolve issues. Effective therapy is founded on
mutual understanding and good rapport between client and therapist. It is our intent to convey
the policies and procedures used in our practice, and we will be pleased to discuss any
questions or concerns you may have.

COUNSELING: We provide counseling designed to address many of the issues our clients
are dealing with. Your first visit will be an assessment session in which you and your Therapist will
determine your concerns, and if you both agree that your Therapist can meet your therapeutic
needs, develop a plan of freatment. Should you choose not to follow the plan of tfreatment
provided to you by your Therapist, services to you may be terminated.

The goal of Therapeutic Oasis is to provide the most effective therapeutic experience available
to you. If at any fime you feel that you and your current Therapist are not a good fit, please
discuss this matter with your Therapist to determine if fransferring to a more suitable Therapist is
right for you. If you and your Therapist decide that other services would be more appropriate,
we will assist you in finding a provider to meet your needs.

CLIENT/THERAPIST RELATIONSHIP: You and your Therapist have a professional relationship
existing exclusively for therapeutic treatment. This relationship functions most effectively when it
remains strictly professional and involves only the therapeutic aspect. Your Therapist can best
serve your needs by focusing solely on therapy and avoiding any type of social or business
relationship. Gifts are not appropriate, nor is any sort of tfrade of service for service.

APPOINTMENTS AND SCHEDULING: Please plan on arriving at least 5 minutes before your
scheduled appointment time so that you can make payment and take care of any
administrative items. Please turn your cell phone to silent mode and finish your phone calls
before you enter the building. It should go without saying that weapons of any kind are not
permitted on the premises. Furthermore, alcohol or drugs are not permitted, nor should you
arrive to your appointment under the influence. Appointments are typically scheduled on a
weekly basis. More frequent sessions or an intensive outpatient schedule are available if
determined appropriate by your Therapist. Should you request a “standing appointment”
please consult with your therapist.

851 Broken Sound Parkway NW, Suite 250 600 Heritage Drive, Suite 130
Boca Raton, FL 33487 Jupiter, FL 33458
(P) 561.278.6033 (P) 561.766-1072
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L

7
Therapeutic Oasis Office Policies

APPOINTMENT REMINDERS: Therapeutic Oasis sends email reminders to clients as a
courtesy. It is your responsibility to keep your appointment whether or not you receive any
reminder from us.

CANCELLATION POLICY: In fairness to both our clinical providers and other clients we
kindly ask that should you need to cancel or reschedule your appointment, you do so no less
than 48 business hours before your scheduled appointment time (Friday by 12:00 pm for
Monday & Tuesday appointments). To cancel or reschedule your appointment, we ask that you
call the main office as soon as possible and inform the front desk. Please do not rely on email or
text message to cancel your appointment. If your appointment is missed or cancelled with less
than 48 hours notice, we will charge your credit card on file for the full rate of the scheduled
appointment. Please note that insurance will not cover missed appointments.

Please note that frequent cancellations, no-shows or late appointments will require pre-
payment of future appointments.

LATE APPOINTMENTS: If you are more than 15 minutes late, your appointment may be
forfeited and a late cancel fee will be charged.

GROUP THERAPY: A commitment is required for all Group Therapy. Groups must be is pre-
purchased for a pre-determined number of consecutive weeks. Missed groups cannot be
made up, nor can they be refunded.

PAYMENT: Payment of fees, including any copayment, is expected at the time of each
appointment. We request that payment be made before your session begins. Full payment for
group therapy must be made before attending the first session. Refunds will not be issued for
individual or group services.

CREDIT CARDS ON FILE: After the initial appointment, all clients must put a credit card on
file to cover missed appointments, late cancels, and any phone sessions should they be
required. It is your responsibility to inform the Front Desk staff should your credit card information
change at any fime during your treatment here. You may also authorize Therapeutic Oasis to
use the credit card on file for regularly scheduled office visits or other services if you desire.

INSURANCE BENEFITS: Therapeutic Oasis does not participate in any insurance plans. If
you have out-of-network insurance benefits, Therapeutic Oasis can submit claims on your
behalf to your insurance company or provide you with a monthly Superbill that contains the
necessary information for you to file a claim with your insurance company.

PHONE CALLS: Occasionally, you may need to contact your therapist for a brief
consultation or to ask a question about your treatment. Such phone calls will be returned as
soon as practical during regular business hours. Phone calls lasting more than 10 minutes will be
considered a phone appointment and will be billed at the regularly scheduled hourly fee. Most
insurance companies (including Medicare) do not cover phone appointments.

EMAIL & TEXT MESSAGES: Email and text messaging are not recommended as an
effective method of communication between you and your therapist. It may take up to 72
hours for your therapist to respond to an email or text message. Furthermore, it is important to
understand that in spite of your therapist’s best efforts to maintain confidentiality, any email or
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text message may be intercepted by outside sources and therefore may not be completely
confidential and cannot be guaranteed as such.

EMERGENCIES: At some point, you may encounter a situation that requires prompt
attention. If you are experiencing a life-threatening emergency, call 911 or have someone take
you to the nearest emergency room for help. Otherwise, please contact our office regarding
the nature and urgency of the circumstances. We will make every attempt to schedule you as
soon as possible or to offer other options. Because clients may be scheduled back-to-back, it
is not always possible to return a callimmediately. However, we will make every effort to
respond to your emergency in a timely manner. When your Therapist is out of town, you will be
advised and given the name of an on-call Therapist.

REFERALS: Upon request we may suggest you seek treatment from a clinical professional
outside of Therapeutic Oasis. Should we provide you with the name and number of another
professional, it is merely a suggestion. We do not endorse or recommend these professionals
nor do we receive any compensation for referring to them.

By signing below, you indicate you have read and understand the policies described | this
document,

CLIENT NAME — PLEASE PRINT

Signature Date

Printed name of signer

Relationship to Client
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INFORMED CONSENT ADDENDUM FOR TELEHEALTH

This is to be used in conjunction with, but does not replace, the Consent for Treatment that is
required of all clients prior to starting therapy services.

What is Telehealth?

Telehealth includes the practice of diagnosis, treatment, education, goal setting,
accountability, referral to resources, problem solving, skills training, and help with decision
making through the use of internet-based videoconferencing. Telehealth services may include
psychological health care delivery, group therapy, nutrition therapy, consultation, coaching,
and/or counseling. Telehealth will occur primarily through interactive audio, video, and
telephone communications.

Therapeutic Oasis delivers Telehealth to individuals located within the State of Florida. It is the
duty of the client to inform the Clinician if they are or will be located in another state within 48
hours of the scheduled appointment fime.

The current laws that protect privacy and confidentiality also apply to Telehealth. No
permanent video or voice recordings are kept from Telehealth sessions. Clients may not record
or store videoconference sessions or face-to-face sessions. Additionally, all existing laws
regarding client access to mental health information and copies of mental health records
apply.

Telehealth may not be the most effective form of tfreatment for certain individuals or
presenting problems. If it is believed the client would benefit from another form of service (e.g.
face-to-face sessions) or another provider, an appropriate referral will be made.

Risks and Benefits

The main advantage of Telehealth is that it provides flexibly for continuity of care when in-
person sessions cannot be conducted. Telehealth by videoconference allows for both verbal
and non-verbal communication in a way that is similar but not identical to in-person
communication.

Telehealth is not a universal substitute, nor the same as in-person psychological or nutrition
counseling services. Some report that Telehealth services do not provide the same level of
ease, comfort and connection, and may not seem as “complete” when discussing personal
and private matters. Body language isn't as fully visible. Misunderstandings may occur more
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easily. These differences may impact the quality of the professional therapeutic relationship.
Just as with in-person psychotherapy, the effectiveness of Telehealth services cannot be
guaranteed. Discuss any concerns as they arise.

Scheduling

Telehealth groups and individual sessions are scheduled ahead of time. These appointments
reserve time specifically for our Clients. Just as with in-person appointments and groups, clients
are responsible for keeping and paying for all Telehealth appointments. Groups and
appointments will start and end on time. In all Telehealth sessions, the Clinician will initiate the
Telehealth session, unless other arrangements are made in advance. A window of 15 minutes
will remain open after the start time of the scheduled session. Cancellations and missed
Telehealth appointments are handled in the same way as in-person cancellations and missed
groups/appointments. The Clinician cannot be responsible for the Client’s inability to
participate in sessions, including technological difficulties or disruptions.

Expectations of client during each session

1. Test the account connection before the scheduled appointment time.

2. Adjust lighting and seating to ensure a clear image of each party’s face.

3. Dress and environment must be appropriate to an in-office visit.

4. Only agreed upon participants will be present. The presence of any individuals
unapproved by both parties and not part of the tfreatment plan will be cause for
termination of the session.

5. Valid ID must be presented by the client during the initial consultation. In addition, a
copy must be provided by the client for the medical file.

6. The client must disclose the physical address of their location at the start of the session.
Unknown locations will be cause for termination of the session.

7. The client shall also provide a phone number where they can be reached in the event
of service disruption.

8. For Group Therapy conducted via Telehealth, the same Guidelines for Group
Participation apply.

Emergency protocol

Client is to provide the name and contact information for an additional person in case of
emergency. In addition, in the event of a medical or mental health crisis event, the Clinician
will contact the client’s local emergency services. The contact information for the client’s
nearest hospital will be on record in the event an admission is necessary to address a client
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emergency. The information provided will include the nature of the crisis and immediate
needs of the client.

Security
No electronic transmission system is considered completely safe from intrusion. Therapeutic

Oasis uses software with encryption to maximize your confidentiality, however, Interception of
communication by third parties remains technically possible. Clients are responsible for
information security on their own computer, laptop, tablet, or smartphone. Due to the
complexities of electronic media and the internet, the risks of Telehealth include the potential
for the release of private information, including audio, written materials and images which
may be disrupted, distorted, interrupted or intercepted by unauthorized persons, despite your
therapist’'s reasonable efforts. Consequently, Therapeutic Oasis cannot fully guarantee the
security of Telehealth sessions.

Response to technical difficulties

Should technical difficulties cause session disruption, the Clinician will contact the client via
preferred telephone contact. If the technical difficulties can be resolved quickly, the session
will resume and the client will not experience a shortened session length. If the technical issues
cannot be resolved in a timely manner, the session will be rescheduled for a fime when
functionality is restored. The client will be contacted by telephone to develop a plan for
continuation of the session.

Payment
The cost of a Telehealth is the same as an in-person visit. Payment for Telehealth services is to

be made prior to the time of service. See the Office Policies and Consent for Treatment for a
more detailed discussion of session cost and payment.

Clients relying on insurance reimbursement are responsible for contacting their insurance
company immediately and well in advance to ensure that Telehealth is covered by their
policy. Telehealth must be coded differently for insurance billing purposes. Even when health
insurance covers in-person services, health insurance may limit or deny coverage of Telehealth
services. If your insurance does not cover Telehealth services, you will personally be responsible
for full payment.
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Contact between sessions

Telephone contact can be made in between sessions for the purposes of scheduling or other
needs. Videoconference technology is reserved for therapy sessions only. Please refer to the
Office Policies and Consent for Treatment for costs and policies related to contact outside of
scheduled sessions.

Consent For Treatment

| voluntarily agree to receive Telehealth assessment, care, treatment, or services and authorize
Therapeutic Oasis to provide such care, treatment, or services as are considered necessary
and advisable. | understand and agree that | will participate in the planning of my care,
treatment, or services and that | may withdraw consent for such care, freatment, or services
that | receive through Therapeutic Oasis at any time. By signing this Informed Consent, |, the
undersigned client, acknowledge that | have both read and understood all the terms and
information contained herein. Ample opportunity has been offered to me to ask questions and
seek clarification of anything unclear to me.

Print Name of Client or Legal Representative Relationship to client

Signature of Client or Legal Representative Date

Email Address to send link for Telehealth Appointment:

Physical Address from which | will be communicating privately for Telehealth Sessions:

Street Address State Zip

Please notify your Health Care Provider if you will be receiving Telehealth at a different
location.




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.

Therapeutic Oasis of the Palm Beaches and Therapeutic Oasis of the Treasure Coast cooperate with each
other under an Organized Health Care Arrangement (OHCA). An OHCA is an arrangement or relationship,
recognized in the HIPAA privacy rules, that allows two or more Covered Entities who participate in joint activities
to share the PHI about their patients in order to manage and benefit their joint operations. We will share
information with each other as necessary for treatment, payment and health care operations.

Your health record contains personal information about you and your health. This information, which may
identify you and 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 Notfice of Privacy Practices describes
how we may use and disclose your PHI in accordance with applicable law. 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 Nofice of Privacy Practices at any fime. Any new Notice of
Privacy Practices will be effective for all PHI that we maintain at that time. We wiill 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 feam members. We may disclose PHI fo any other
consultant only with your authorization.

For Payment. We may use or disclose PHI so that we can receive payment for the freatment 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 addifion,
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.

Following is a list of the categories of uses and disclosures permitted by HIPAA without an authorization.

Abuse and Neglect Judicial and Administrative Proceedings
Emergencies Law Enforcement
National Security Public Safety (Duty to Warn)

For Health Care Operations. We may use or disclose, as needed, your PHI in order to support our business
activities including, but noft limited fo, quality assessment activities, employee review activities, reminding you of
appointments, to provide information about freatment alternatives or other health related benefits and
services, 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 confract with the business that requires it to safeguard the privacy of your PHI. For training or feaching
purposes PHI will be disclosed only with your authorization.

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:

e Required by law, such as the mandatory reporting of child abuse or neglect or mandatory government
agency audits or investigations (such as the social work licensing board or health department)

e Required by Court Order

e 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
tfreatment 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 your personal PHI maintained by our office. To exercise any of these
rights, please submit your request in writing to our Privacy Officer.

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. 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 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 medical matters in a certain way or at a certain location.

Breach Nofification. If there is a breach of unsecured protected health information 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 complaint in writing to: Privacy
Officer, at 851 Broken Sound Parkway NW, Suite 250, Boca Raton, FL 33487 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 March 24,2021.




Receipt and Acknowledgment of
Notice of Privacy Practices

Client Name: DOB:

| hereby acknowledge that | have received and have been given an opportunity to
read a copy of Therapeutic Oasis’ Notice of Privacy Practices. | understand that if |
have any questions regarding the Notice or my privacy rights, | can contact the
Privacy Officer at the address or phone listed in that document.

Signature Date
Client, Parent, Guardian or Personal
Representative*

*If you are signing as a personal representative of an individual, please describe
your legal authority to act for this individual (power of attorney, healthcare
surrogate, etc.).

851 Broken Sound Parkway NW, Suite 250 600 Heritage Dr., Suite 130
Boca Raton, FL 33487 Jupiter, FL 33458
P- 561-278-6033/ F- 561-278-6023 P- 561-766-1072/ F- 561-766-1097



CREDIT CARD ON FILE AUTHORIZATION AGREEMENT

For Client: Date:

| authorize Therapeutic Oasis to hold the credit card information listed below “on file”
for the purposes listed in this agreement. Therapeutic Oasis may not use this card for
any other purpose unless instructed to do so in writing.

|, the cardholder named below, authorize Therapeutic Oasis to charge the designated
credit card for the purpose(s) listed below. | understand that if a scheduled
appointment is missed or cancelled less than 48 business hours in advance, | will be
charged the full fee for the scheduled appointment. This agreement may be rescinded
at any time, however appointments falling within the 48-hour cancellation period may
be charged if a replacement card has not been provided.

M Regularly scheduled office visits
Phone sessions with Therapeutic Oasis Staff
M Appointments missed or cancelled with less than 48 business hours notice
M Group therapy sessions at Therapeutic Oasis
M Books and services from Sacred Treehouse

Print name exactly as it appears on credit card:

Card Number: - - -

Security code: st Expiration Date: / ko

Address where CC bill is mailed:

Street City State Zip

This agreement is valid until or until the expiration date listed above. | agree to
inform Therapeutic Oasis within 14 business days should my credit card information change
during this time.

I agree to the terms and conditions of this agreement:

Signature of Cardholder Date
851 Broken Sound Parkway NW, Suite 250 600 Heritage Drive, Suite 130
Boca Raton, FL 33487 Jupiter, FL 33458

P- 561-278-6033/ F- 561-278-6023 P- 561-766-1072/ F- 561-766-1097
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