Eli Solomon, Psy.D., P.C.

Licensed Psychologist (GA 28 14)
485 Huntington Rd., Suite 201, Athens, GA 30606
Office 706-546-8440 Fax 706-369-0390

Initial Evaluation

Demographic Information
(Please complete all questions on this form)

Date:

Patients Name:

Address:

Phone (home): Phone (work):
Date of Birth: Email:

Guardianship (for children and adults when applicable):

Legal Gender: _ Male ___ Female
Identified Gender:__ Male __ Female

Family Members:

Name

Age Sex Relationship




Employer: Occupation:

School (for children, and adults when applicable):

Referral Source:

Insurance Information:
ahsurance Information;

Insurance Company/HMO: Phone:
Member ID #: Managed Care Company:
Subscriber Name: Group Number:
Employer:

Claims Address: Phone:
Emergency Information:

Name of Emergency Contact: Phone:

Relationship to Patient:

Advance Directives:

T'have an Advance Directive/Instruction for Mental Health Treatment: __ Yes ___No

I request that payment of authorized third party benefits be made on my behalf to Dr. Elj
Solomon for any services rendered by him or his assistants. I understand my signature also
authorizes release of any information contained in my records to any relevant insurer, or its
assignees, necessary to pay a particular claim. By my signature, [ acknowledge that [ am
ultimately responsible for payment of all fees in the event that payment is not received by a third
party for any reason. In some cases, a third party may be contacted for confidential collections.

A minimum for 24 hours of cancellation of your appointment is required. I understand that
payment is due at the time services are delivered. I understand that psychological testing reports
will not be released until payment for the evaluation is made in full. T understand that I will be
charged full psychotherapy or psychological testing fees and I agree to pay those fees in the event
that I or my child fails to show up for an appointment or cancellation of an appointment with less
than twenty four hours notice. I agree to pay all legal fees, including preparation, travel, and
expert testimony fees if Dr. Solomon is called upon 1o appear in a legal proceeding. My fees for
legal proceedings are $300 per hour, with a four hour minimum, which must be paid at least 24
hours in advance.

Signature of Patient or Responsible Party Date




FINANCIAL POLICY

ALL FEES ARE DUE AT THE TIME SERVICES ARE RENDERED

AN ACCOUNT 60 DAYS OLD WILL BE CONSIDERED DELINQUENT AND IS SUBJECT
TO BEING TURNED OVER TO AN OUTSIDE AGENCY FOR COLLECTION

The current rates for services provided by this office are listed below. We welcome frank
discussions of services and fees prior to treatment in order to avoid misunderstandings. Fees for
insurances vary based on your individual plan. Fees do not apply to patients with Medicaid or
Peachcare.

Dr. Eli Solomon

Initial Consultation: $150 for 1-hour therapy consult
Psychological Evaluations: $250 per hour

Psychotherapy: $130 per 45-min session

Court Consultations: $300 per bour

(depositions, expert witness, court appearances, travel)
Missed Appointments: $50 per session

Late Cancellations: $50 per session
(cancellations must be called in at least 24 hours in advance)

*Payment for evaluations must be paid in full before any court appearances and before any
testing results will be released by this office.

I understand the above stated fees and policy.

Signature of Client (or parent/guardian of minor) Date




Eli Solomon, Psy.D., P.C.

Licensed Psychologist (GA 2814)
485 Huntington Rd., Suite 201, Athens, GA 30606
Office 706-546-8440 Fax 706-369-0390

Informed Consent for Treatment

Patients Name:

Date:

1, (name of patient/guardian), agree and consent to participate
in behavioral health care services offered and provided at the hand of/by Dr. Eli Solomon. I understand that
I'am consenting and agreeing only to those services that the above-named provider is qualified to perform
within: (1) scope of the provider’s license, certification, and training; or (2) the scope of license,
certification and training of the behavioral health care providers directly supervising the services received
by the patient. If the patient is under the age of eighteen (18) or unable to consent to treatment, I attest that
have legal custody of the above named individual and am authorized to initiate and consent for freatment
and/or legally authorized to initiate and consent to treatment on behalf of this individual.

I, patient or guardian, understand that counseling or psychotherapy or psychological testing has both
potential risks as well as potential benefits. I understand that the risks may include, for example,
uncomfortable levels of unpleasant emotions and that individuals receiving therapy may feels worse
emotionally, before they begin to feel better.

I'understand that all information disclosed by either myself or child in therapy or during psychological
testing is maintained in strict confidence and that documents pertaining to treatment will not be released to
other parties except when mandated by law. I understand that is the therapist has a reason to believe that a
child or elderly person has been abused or neglected, and then the therapist is legally required to file a
report with the appropriate authorities. I understand that if I or my child express serious intent to physically
harm my/themselves or another person, then a report to appropriate individuals will be required. I further
understand that there may be conditions (such as court order) that may place limits on the therapist’s legal
ability to maintain mine or my child’s confidentiality.

I understand that Dr. Eli Solomon is a clinical psychologist in independent practice.
Talso acknowledge that I have read and understand HIPPA Georgia Notice Form.

My signature below indicates that I have read, been advised of, and understand the above information and
that I give my consent for myself or child to receive psychological services under these conditions.

Signature:

Date:

Relationship to Patient (if applicable):




Eli Solomon, Psy.D., P.C.

Licensed Psychologist (GA 2814)
485 Huntington Rd., Suite 201, Athens, GA 30606
Office 706-546-8440 Fax 706-369-0390

ATTENDANCE POLICY

I value all of my clients and stay committed to providing individual and
focused attention on their current situation. All appointments are scheduled
to allow for the maximum clinical attention during each session. Due to a
large number of individuals seeking assistance and limited time slots, it is
important that clients keep all appointments.

Individual therapy appointments can vary in length from approximately 20
to 55 minutes with the amount of time geared to provide the most efficient
and comprehensive service. Please ask Dr. Solomon if you wish to discuss
treatment length and frequency of appointments. If you fail to attend an
appointment and/or cancel less than 24 hours in advance, you risk
cancellation of all future appointments. If this occurs, you will only be
allowed to schedule one appointment at a time. The second violation of this
policy can result in removal from the schedule and a referral to another
mental health provider.

If you do not keep any appointments scheduled within a 45-day period,
treatment will be terminated and your therapeutic relationship with Dr. Eli
Solomon will have ended.

The above policy was developed to help provide the highest level of service
and scheduling flexibility to all clients.

Your signature below indicates that you have read, been advised of, and
understand the above information and that you consent to receive
psychological services under these conditions.

Signature of Client or Responsible Party Date




Eli Solomon, Psy.D., P.C.

Licensed Psychologist (GA 2814)
485 Huntington Rd., Suite 201, Athens, GA 30606
Office 706-546-8440 Fax 706-369-0360

Authorization to Disclose Protected Health Information

Communication between your behavioral health provider(s) and other relevant parties (i.e.,
primary care physician, school personnel) is important to make sure all care is complete,
comprehensive, and well-coordinated. This form allows your behavioral health provider to share
valuable information with other parties. No information will be released without vour signed
authorization. Once completed and signed, please give this form to your behavioral health
provider.

Section 1: The Patient

Full Patient Name:

Date of Birth: (MM/DD/YYYY)
Phone Number;
Insurance Company
Member/Subscriber Number from ID Card:

I hereby authorize the disclosure of protected health information about the individual named
above.
I'am __the individual named above

.. & personal representative because the patient is a minor, incapacitated, or deceased

Section 2: The following represents authorization for the release of information between Dr.
Eli Solomon, Psy.D., P.C. and those parties identified by the patient (or legal gunardian) in
the list below. This consent allows for Dr. Solomon to provide information to individuals
and/or agencies listed, and for Dr. Solomon to receive information from these individuals
and/or agencies.

Name of Authorization 1: Phone number:
Name of Authorization 2: Phone number:
Name of Authorization 3: Phone number;

Authorization for Primary Care Physician:

Name of Primary Care Physician: Phone number:;

Name of any other Physicians: Phone number:




Section 4: What Information About the Individual Will Be Disclosed?
Any applicable behavioral health and/or substance abuse information, including diagnosis,
treatment plan, prognosis, and medication(s) if necessary.

Section 5: The Purpose of the Disclosure
To release (and receive) behavioral health evaluation/intervention information with the authorized
party to ensure quality and coordination of care.

Section 6: The Expiration Date of Event
This authorization shall expire 1 year from the date of signature below unless revoked prior to
that date.

Section 7: Important Rights and Other Required Statements You Should Know

* You can revoke this anthorization at any time by writing to the behavioral health provider
named above. If you revoke this authorization, it will not apply to information that has
already been used or disclosed.

* The information disclosed based on this authorization may be redisclosed by the recipient
and may no longer be protected by federal or state privacy laws. Not all persons or
entities have to follow these laws.

®  Youdo not need to sign this form in order to obtain enrollment, eligibility, payment, or
treatment for services.

* This authorization is completely voluntary, and you do not have to agree to authorize any
use or disclosure.

* You have aright to a copy of this authorization once you have signed it. Please keep a
copy for your records, or you may ask for a copy at any time by contacting your
behavioral health provider named above.

Section 8: Signature of Personal Representative (Signature of Guardian — if applicable)

Signature: Date:

Relationship to the individual:

Section 9: Signature of the Individual (If Patient is an adult and his/her own legal guardian)

Signature: Date:




Child Therapy Contract

Prior to beginning treatment, it is important for you to understand my approach to child
therapy and agree to some rules about your child’s confidentiality during the course of his/her
treatment. The information herein is in addition to the information contained in the Informed
Consent for Treatment. Under HIPAA and the APA Ethics Code, [ am legally and ethical
responsible to provide you with informed consent. As we go forward, I will try to remind you of
important issues as they arise.

One risk of child therapy involves disagreement among parents and/or disagreement
between parents and therapist regarding the best interests of the child. If such disagreements
occur, I will strive to listen carefully so that I can understand your perspectives and fully explain
my perspective. We can resolve such disagreements or we can agree to disagree, so long as this
enables your child’s therapeutic progress. Ultimately, you will decide whether therapy will
continue. If either of you decides that therapy should end, I will honor that decision, however I
ask that you allow me the option of having a few closing sessions to appropriately end the
treatment relationship.

Therapy is most effective when a trusting relationship exists between the psychologist
and the patient. Privacy is especially important in securing and maintaining that trust. One goal
of treatment 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 particularly true for adolescents who are
naturally developing a greater sense of independence and autonomy.

It is my policy to provide you with general information about treatment status. I will raise
issues that may impact your child either inside or outside the home. If it is necessary to refer
your child to another mental health professional with more specialized skills, T will share that
information with you. I will not share with you what your child has disclosed to me without your
child’s consent. I will tell you if your child does not attend sessions.

If your child is an adolescent, it is possible that he/she will reveal sensitive information
regarding sexual contact, alcohol and drug use, or other potentially problematic behaviors.
Sometimes these behaviors are within the range of normal adolescent experimentation, but at
other times they may require parental intervention. We must carefully and directly discuss your
feelings and opinions regarding acceptable behavior. If I ever believe that your child is at
serious risk of harming him/herself or another, I will inform you.

Although my responsibility to your child may require my involvement in conflicts
between the two of you, I need your agreement that my involvement will be strictly limited to
that which will benefit your child. This means, among other things, that you will treat anything




that is said in session with me as confidential. Neither of you will attempt to gain advantage in
any legal proceeding between the two of you from my involvement with your children. In
particular, I need your agreement that in any such proceedings, neither of you will ask me to
testify in court, whether in person, or by affidavit. You also agree to instruct your attorneys not
to subpoena me or to refer in any court filing to anything I have said or done.

Note that such agreement may not prevent a judge from requiring my testimony, even
though I will work to prevent such an event. If I am required to testify, I am ethically bound not
to give my opinion about either parent’s custody or visitation suitability. If the court appoints a
custody evaluator, guardian ad litem, or parenting coordinator, I will provide information as
needed (if appropriate releases are signed or a court order is provided), but I will not make any
recommendation about the final decision. Furthermore, if I am required to appear as a witness,
the party responsible for my participation agrees to reimburse me in advance at the rate of $300

per hour, with a four hour minimum, for time spent traveling, preparing reports, testifying, being
in attendance, and any other case-related costs.

Signature of Responsible Party Date

Signature of Responsible Party Date




Eli Solomon. Psv.D.
GEORGIA NOTICE FORM

Notiee of Psvchologist’s Policies and Practices to Protect the Privacy of Your Health Fnformation

THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATICN
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY. ,

1. Uses and Disclosures for Treztment, Payment snd Health Care Operations

1 may use or disclase your protected health information (PHD), for trectment, payment, and health care
gperations parposes with your comserst. To help clarify these terms, here are some definitions:

°  "PHI” refers to information in your health record that conld identify you. k

©  “Treatmeri, Payment and Health Care Operations™

*  Treqiment is when I provide. coordinate ar manage your healih care and other services related to
your health care. An example of treatment world be when I consult with another healfh cars
provider, such as your family physician or another psychologist. .

¢  Payment is when I obtain reimbursement for your healthcare. Examples of payment are when I
disclose your PHI to your health insurer to obtain refmbursement for your health care or to
determine eligibility or coverage. )

o  Heaith Care Operations are activities that relate to the performance and operation of my practice.
Examples of health care operations are quality assessment and Improvement activities, business-
related matters such as audits and administrative services, and case management and care
coordination,

®  “Use” applies only to activities within my such as shering, employing, applying, utilizing, examining,
and anelyzing information that identifies you.

e “Disclosure” applies to activities outside of my such as releasing, transferring, or providing zccess to
mformation about you to other partes.

H._Ulses and Disclosures Requiring Anthorization

Imay use or disclose PE for purposes outside of treatment, payment, or health care operations when your
appropriate authorization is obtzined. An “cuthorization” is written permission 2bove and beyond the
general consent that permits oxly specific disclosures, In those instances when I am asked for nformation
for purposed cutside of treatment, payment, or bealth care operations, I will obtain authorization from you
before releasing this information. I will also need to obtain an anthorization before releasing your
Psychotherapy Notes. “Psychotherapy Notes™ ave notes that 1 have made gbout our conversation during 2
private, group, joint, or family counseling session, which I have kept separate from the rest of your medical
record. These notes are given a greater degree of protection than PHI.

You may revoke all such authorizations {of PHI or Psychotherapy Notes) at any time, provided each
revocation is in writing, ‘You may notrevoke an authorizztion to the extent that (1) Thave relied on that
authorization; or (2) if the authorization was obtained as z condition of obtaining inswrance coverage, law
provides the insurer the right to contest fhe claim tnder the policy. .

Hi. Uses and Disclosures with Neithey Consent nox Autharization

I may use or disclose PHI without your consent or authorization in the following circumstances:

¢ Child Abuse —1£1 have reasonable cause to believe that a child has been gbused, Tmust report that
belief to the appropriate anthority.

©  ddult and Domestic Abuse — Y€1 have reasonable cause to believe that as disabled adult or elder person
has had a physical injury or infuries inflicted upon such disabled adult or elder person, other than by




accidental means, or has been neglected or exploited, I must report that belief to the appropriate
anthority.

Health Oversight Activities — I 1 am the subject of and inquire by the Georgia Board of Psychological
Examiners, I may be required to disclose protected health information regarding you in proceedings
before the Board.

Judicial and Administrative Proceedings — I you are involved m 2 court proceeding and a request is
made gbout the professional services I provided you or the records thereof, such information is
privileged under state law, and I will not release information without your written consent or a court -
order. The privilege does not apply when wou are being evaluzted for a third party or where the
evaluation is court ordered. You will be informed in advance if this Is the case.:

Serious Threat to Health or Safety—Tf1 determine, or pursuant to the standards of my profession
should deteymine, that you present 2 serious denger of violence to yomself or anotber, I may disclose
information in order to provide protection against such danger for you or the intended victim.
Worker's Compensation—1 may discloss protectsd health mformation regarding you as awthorized by
and to the extent necessary to comply with laws relating 1o worker’s compensation or other similar
programs, esteblished by Jaw, that provide benefits for worke-related injuries or fllness without regard
to fault :

IV. Patient’s Richis and Psyehologist’s Duties
Patient’ s Richts:

L]

Right to Request Restrictions — You have the Tight to request restrictions on certain uses and
disclosures of protected health information. However, I am not required to agree to & restriction you
request,

Right to Receive Confidential Communications by Alternative Means and at Alternative Locations —
You have the right to request and receive confidential commumications ef PHI by alternative means
and alternative locations. (For sxample, you may not went a family member to know that you are
seeing me, Om your request, I will send your bills to another address.)

Right to Amend - You have the right to Tequest an amendment of PHI for as long as the PHT is
maintained in the record. Imay deny your request. Upon your request, I will diseuss with you the
details of the amendment process.

| Right to an Accounting — You generally have the right to receive an, accoumting of disclostres of PHIL

Upon your request, I will discuss with yon #he details of the accounting process,
Right to a Paper Copy— You have the right to obtin 4 paper copy of the notice from me upon request,

Esychologist’s Dhities:

-

L)

T am requived by law to maintain the privacy of PHI and to provide you with a notice of my legal
duties and privacy practices with respect to PEI .

Treserve the right to change the privacy policies and practices described in this notice. Unless Inotify
you of such changes, however, I am required to abide by the terms currently #. effect.

If I revise my policies and procedures, 1 will notify you at the mailing address you provided.

V. Onestions and Complaints

If you have questions about this notice, disagree with a decision I make about access to your records,
or have other concerns about your privacy rights, you may contact me, ‘

Ifyou believe that your privacy rights have been violated and wish to file & complaint, you may send
your written complaint to e,

You may also send a written complaint to the Secretary of the U.S. Department of Health and Homan
Services.

You have specific rights under the Privacy Rule. I will not retaliate agajnst you for exercising your
Tight to file a complaint. :

Ireserve the right to change the terms of this notice and to make the new notice provisions effective
for 21l PHI that I maintain, Iwill provide you with a revised notice by mailing it to you at fae address
youprovided




