Harvey Shubert, Ph.D.
4115 East Valley Auto Drive, Suite 208
Mesa, AZ 85206
480-507-7880 ¢ Fax 480-507-8103

Date:
Client Information Eorm

p S

Note: All information on this form is consideéred strictly confidential within the guidelines of the clinic.

Name: DOB:
Addressi: Age:
Address2: City:
Home Phone: State:
Celiular Phone: ) Work Phone:
Marital Status: , Date of Wedding:
Previous Marriage: Yes No Date:of Previous Wedding:
Spouse/Significant Other Information

Name:

Address1: DOB: Age:
Address2: City: State:

Employer;
Occupation:

How did you hear about us?

Please describe the reason for your visit 10 our clinic?

How distressing is this issue for you (on a scale of 1-10: I=not distressing, 10=most distressing)?
How does this affect your ability to function dccupationally, socially, emotionally, and spiritually?

How long have you been experiencing distress about this issue?

Background Information

Parents

Name: Age: Job/Retired: Physical/Emotional/Mental Problems
{blings

Name: Age Job/Retired: Physical/Emotional/Mental Problems

Child(ren)

Name: Age: JoblGrade Physical/Emotional/Mental Problems

-




mptoms/issues

|

Suicidal Thoughts Anger, Aggression, or Violence
Anxious, Worried Drug/Alcohol Abuse
Confused Eating Habits/Problems
Depressed Moods Lying Frequently
Difficulty Being Alone Perfectionist
Fatigued Physically Abuse Self
Guilt Feelings, Shame Shy, Unieasy With Otbers
Hearing Voices/Hallucinations Unassertive
Memory/Concentration Problems Unwanted Behavior/Habits
Mood Swings Withdrawn
Mofivation Reduced/Absent Eniployment/SchooLIssues
~ Obsessive Thotights Legal‘Probiems
Panic Attacks _ Living Arrangements
Physical Abuse Money ManagementIssues
Low Self-Bsteem Parenting Issues
Sexyal Abuse Relationship/Marital Issues
Sleep Problems Weight Changes
Unusual Thoughts Increase Decrease
Other
Medical History
Date ofi last physical exam Results:
Medical concerns in the last year
Chronic ilinesses
Surgeries:
Disabilities
Current medications/reasons prescribed
Psychological History
1. Current psychological medications/dosages:
2. Counseling (current or previous):
Dates: From — To  Clinic Therapist Reason
3. Psychiatric Hospitalizations
Dates: From - To  Hospital/Clinic Therapist Reason




Abuse Issues:

Please indicate (V) afeas of abuse that you have (o NotApplicable)
encountered:

Past Current

Physical Abuse
Sexua] Abuse
Verbal Abuse
Emotional Abuse
Physical Neglect
Emotional Neglect

Please indicate (V) areas of abuse by vou: (O Not Applicable)

Past Current

Physical Abuse.

Sexual Abuse

Verbal Abuse

Efnotional Abuse
Chemical Use.

) Date Started | Date Ended
Past Use. Type Quantity Frequency | (if applicable) (if applicable)

Alcohol :
Tobacco )
Micit Drugs ‘ -

In the last yeas, what alcoho! and/or mood altering drug have you used? (Include how much & how often)

What is the maximum number of drinks you have had on.any given day in the past year?

Have there been any undesirable results of your chemical use? [ Yes] [No)
(low job or schoo! performance, physical/health problems, relationship problems, DWI’s, legal)

Haye you ever been concerned about your own; chemical use? [ Yes] [No]
Have others expressed concern about your chemical use? { Yes] [No]
Have others who are close to you abused aleohol or drugs? [ Yes] [No]

If'yes, who? (include family and friends)
Have you ever attended a self-help group such as AA, NA, Al-Anon, ACA? [ Yes] [No]
Are you cutrently attending a self-help group or support group? [ Yes] [No]

Name of group:

Describe your daily caffeine consumption? (include coffee; tea, pop, chocolate




Social History
How many close friends do you have at this time?

Approximately how many contacts do you have with these friends? (Check one)

[ 1Daily [ ]3-5timesperweek [ ] Weekly [ J2xpermonth [ ] Monthly

Current living situation: [ ] Apartment [ }House

Others living withyou: [ ] Spouse [ 1Significant Other [ ] Children [ ] Parent(s)
[ ] Other

Recreation, Hobbies, Interests:

Edificational Issues

Problems during school:

Learning disabilities:
Post High School Education: (college, technical school, graduate school)
Thstitution To From | Degree (BA, MA, MD) Major

Employment History

Are you currently employed? [ Yes] [No] Title:
Are you working in the home? [ Yes} [No]
List your last three (3) jobs outside the home?
Position .+ Duties Start Date: | End Date:
Military History
Branch &f the Military Positions Held Dates of Service

Reason for discharge:

Religion
List past and present religious affiliation(s)/spirittal involvement(s)

Culture

Bthnic Background (American Indian, African American, German, Irish, Asian American, etc.)

Client Expectations
What do'you hope to gain from counseling?

How long do you expect to contipue counseling?



CURRENT WELL-BEING
At the present time, how upset or distressed have you been feeling?
@ Notat all distressed ® Very distressed
@ Slightly distressed ® Extrediely djstressed
@ Prétty distressed

At the present-time, how energetic and healthy have you been feeling?
@ Not af all energetic and healthy
@ Slightly encrgetic and healthy
@ Pretty energetic and healthy
@ Very energetic and healthy
@ Extremely energetic and healthy

At the present time, how well do you feel:that you are Eetting along emotionally and psychologically?
Quite poorly; I can barely

Fairly poorly; life is pretty tough. for me at times

So-s0; ] manage to keep going with some,effort

Fairly well; [ have my ups and downs

Quite well; [ have no important complaints

Very well; much the way 1 would like;to,

000680

Afthe present time, iow satisfied Kave you been feeling with your life?
® Notatallsatisfied @ Very satisfied
@ Slighily satisfied ® Extremely satisfied
@ _Prefty satisfied

CURRENT LIFE FUNGTIONING

Please rate how much difficulty you are having in the
following areas of your life:
1

No
Difficulty
Some
Difficulty
A Lot of
Difficulty
Extreme
Difficulty

Ability to perform routifie tasks

Ability to maintain my personal appearance

Ability 10 conceptrate:and completeasKs

Patticipation m,physxcal»actlviﬁ”és

Ability to functibn as an independent person

Abjlily to;manage my finances

_Being the kind of person 1 would like to be

Maintaining good health habits

bl el bk il bl Pl Bad g b

Inferactions with people at-work. - o

10.  Performance at work.or school

11, Developing of managing my career

12.  Creative aclivities.

13, Attendmg«svork/school o1 getting there on time

14, InteraiGRSWith my spofise/fomantic partner

15.  Iniefactions with my, parehts

16. __ Interactions with my bmﬁtex_s,or.sxstem

17 Ability.to form or sustain intifate relationships _

18.  Enjoyméntof sexual activities
19.  Garrying bul fnmﬂy%nsi:gvllties

20.  Interactions'with friends

2].  Participation insocialiactivifies

22, Planning 384 enj@lgiﬁi‘gﬁmt activities
23. _ Ability. 1o control myseif and stay out of trouble

24 Ability to be comToftable with people




PATIENT LETTER OF AGREEMENT

INSURANCE BILLING AND PAYMENT POLICY
PLEASE INITIAL EACH ITEM BELOW

I request Harvey Shubert, Ph.D. to submit billing on my behalf directly to my
insurance carrier.

I authorize the release of any information necessary to process the claim for payment.

Payment liability for Non-insured patients and for charges of DENIED services rests
with the patient, or responsible party, who is the beneficiary of those services.

I agree to be personally responsible for payment of those services, as well as, any legal
fees, court costs, collection fees, and late fees connected with collection of payment.

I agree to pay a $25.00 fee for any personal checks returned for insufficient funds.

I agree that the person who brought the child in to see the doctor, is responsible for all
the fees associated with the visit.

APPOINTMENT POLICY

The cooperation of each patient is necessary to assure that everyone’s needs are met.
Frequently, patients are placed on a “waiting list” for appointment cancellations. It is
therefore necessary that every consideration be given to avoid missed appointments that
could be used by someone else.

Each patient is responsible for keeping appointments with his or her provider. If it
becomes necessary to break an appointment, it is EXPECTED that a patient contact this
office 24 hours in ADVANCE of scheduled appointment.

If a patient misses his or her scheduled appointment or fails to provide 24 hours advance
notice, there will be a charge of $50.00. This charge will not and cannot be billed to
your insurance company. You are personally responsible for this charge. In the event
my account is turned over for collection. I understand that I will be responsible for
all collection costs.

SIGNATURE OF AGREEMENT WITNESSED BY:

DATE DATE




INFORMED CONSENT FOR TREATMENT

I DOB SSN

1. Thave been informed of my rights and responsibilities as a patient of Dr. Harvey
Shubert, Ph.D.

2. Thave been informed about the limits of confidentiality of my records.

3. Thave been informed of the cost of services from Dr. Harvey Shubert. I understand
that 1 am responsible to pay a co-pay and that it is payable each time I come for
treatment.

4. Thave been informed of Dr. Harvey Shubert’s qualifications.

5. lunderstand that I may address any concerns or grievances with my
therapist/doctor at any time. | understand that [ may also contact the licensing
board which regulates therapist’s/doctor’s professional practice.

6. Iam freely choosing to enter into treatment, and I understand that I may
discontinue treatment at any time. However, | agree to let Dr. Shubert know before
stopping treatment.

7. lagreethatif atany time I feel that [ may be a threat to myself or others, I will call
Dr. Shubert or Banner Helpline (602) 254-4357 before calling 9-1-1.

8. Igive my authorization and consent to receive outpatient diagnostic and treatment
services from Dr. Harvey Shubert. I understand that my therapist/doctor believes
that this treatment will help me and there is no guarantee as to the result. I also
understand that on occasion there are negative consequences totreatment and |
agree to inform Dr. Harvey Shubert if there are unexpected changes in my condition.

Signature of patient or legal consenter Date

Signature of staff providing the information



Harvey Shubert,, Ph.D.

4115 E. Valley Auto Drive, Ste. 203, Mesa, AZ 85206

List/Name of Meds

TEL: {(480) 507-7880 FAX: (480)507-8013

List of Medicines

Dosage Reason for Taking

[
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Harvey Shubert, Ph.D.
4115 E. Valley Auto Drive, Suite 208
Mesa, AZ 85206
Phone: 480-507-7880
Fax: 480-507-8013

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I, _ — acknowledge that I have received a copy of
Harvey Shubert, Ph.D. Notice of Privacy Practices. This.notice describes how Harvey Shubert,
Ph.D. may use and disclose my protected health information, certain resfrictions on the use of
my healtheare information, and rights I may have regarding my protected health information.

Signature of‘patient or personal representative Date

Relationship to patient



Harvey Shubert, Ph.D.

NOTICE OF PREVAGY. PRACTICES
THIS NOTICE DESCRIBES HOW PROTECTED HEALTHINFORMATION ABOJT ¥OU MAY BE
GSED AND BISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT GAREFULLY

This notice tells you about the ways in which Harvey Shubert, Ph.D. may collect, use, and disclose your
protected health information and your rights concerning your protected health informatin. “Protected Health
Information? is information about you, including demographic information, that can reasonably be used to
identify you and that relates to"your pagt, present, or future physical or mental heaith or condition, the-provision
of health care ta you or the payment for that care,

We are reguired by Federal apd State laws 10 provide yoy with this Notice abous your rights and our legal.duties-and
privacy practices With respect to-your protected healih information, We must follote the terms.of this Norice while it
isdn efféct. Some of the uses-and disclosures described in iS/Noti¢ce may be:limited in certain cases'by applicable
state laws that are @orestribgent than the federal standards. The HIPAA, Privacy Rulé for the first time creates
national standards to profect individusls’ medical records and other persénal health information.

RMATIO

We may use and distlose your protected health information for different purposes. The examples below are
provided wdllustrate the types of ses and distlosures we may make without your authorization for payment, health
care operstions and ireatment.

PAYMENT; Wé use sud disclose your protegted health informatian to your insurance ¢ompany. iy order to receive
payment for yur covered health expenses. '

E: We may use and Bisclose your protected health infbrpation to otber health carg providers
{phy=icians, healthcare professionals, lsboratories, o haspitals) to better assist i your diagnosis-and treatment.

WMM We-will disclose your protected bealth information if we receive a réguest fom
agq_tﬁm%@sidﬁwhmis treating ypU of xm»’g”e treating yon, with 2 sigied Tequest from you, We will disélese your
orotected heskvinformation to arotier physidian if we roféiiyou 1o that physician. We will disclose your prdfeciel

MARKETING: If our office ever decides to use & paticnt’s protectsd healtrinformation for marketifigipurposes, 2
patient’s prioy veritten anthorization to usethis paticot’s formation will be requirsd. Danicl J. Chriftiano, Ph.D.
will neve sell fists of parient’s ufime/infGiifation w any thirll party.

As Required by Law: We must disclose pmtected-hcalﬂ:inﬁormzdan about you whenrequired to do so by law.
Puarents & Mirjors. State law governs disclosures to parents:

Patients 18-92, who are financially depepdent on their parepts, yet lezplly are adults: ‘Without ptior Aithorization, we

cémnoEdisclose 2n adultpatient: health status 1o anyone including-parents (and in some cases, we cannét disclose a
minor’s individual health datz).

Mgésx_l%i:s our office policy ihat any chitd ander the age of 1§.must be.accompanied by a parent orlegal
guardian,on fyeirfirst Visit to ofig office: The parent or represgntative may then sign an sutharization for Featniént of
the child when they-ife not with ther.




General Public Health Activities. We may disclose protecied health information o public health agencies for
reasans such as preventing or conttolling disease, injury, or disability.

Victims of Abuse, Neglect, or Domestic: Viglence. Wemay disclose protected health information to government
ageacies dboutabuse; heglect or domestic violence.

EMLAM@ We may disclose protected health information to government oversight agencies (e -2
state insufince departments) foractivities atthotized byjaw,

udicial 2id Administretive Procsedines. We may disclose protected health mﬁolm&wumtgponse o a court or
administrative order: We mayalso disélose protected health information sbout you in certain cases in reésponse to 2
subpoena, discovery request or other lawful process , and discloSe records to legat counsel for the purposé of seeking legal advice.

We may disclose protected health information under limited circumstancesto @ law gnforcement
official i mmp;msqw a'warraat or similarprocess; to identify or locate a suspect; ortoprovﬁie information about the
victim ofa e,

.oroners, Faneral,Directors, Organ Donations. Wemay release protweted health information to coroners or funeral
directors as necessary  allowsthem to-carry out their duties. We may-also disclose protected heakth information in
connection with organ ortissue donation,

Research. Under certain circumstances, we may disclose. progected health information aboutyon for research
purposes; provided certain measureShave been taken to protect your privacy.

-t i afety. We may disclose protected health informarion about you, with some
hmxtanons, when necessary to pmem a segious thmt 10 your health and safety or the health and safety of the public
or anather person.

Special Government-Fupctions, We may disclose protectzd health information about you, with sorae limitations,
when necessary to prevent a,serious threat towyour health and safety or the health and safety of the pubdlic or anather

peéTson.

Special Govergment Functions. We may disclose protected heélth.information a5 required by military authorities or
to muthorized federal officials for national security and intellipence activities.

.\ZQM_C&MM_ We may disclose profected health information to the extent pecessary to comply with
state law for workers’ conspensation programs.

Orher uses or disclosuressof your protéctedihealth informarion wilkbe made only with yourweitfen sythtization,
unless otherwise peimitied or required by-law. Youmay revdke-an authorization at any time.in writing, effoctive
with the dite of the letfer-of revocation.

; 8 . You have the right’to yeview or obtain
oogxes ofyour pro&ctcd;hglth mfotmanon recmds Yourreqn& 10 review and/or obtain a.copy-of your
protected

bealth mﬁonnaaonmox:gsmhsfbegad’e in wiling. Wemay charge a fee for the costs of producing, copying,
mﬂmg yourreguested information, but we-will tell you the cost in advance.

3 JRE TE 4 ATION If you fégl that the protectedthealth
mmﬁy our ofﬁce is focorrect or inccmpjeta, yomay request thatiwe amend the infarmation,
Ovf requestiniist be,made in writiig apd must ingluds the:egson you are:seekipg a change, We may depy your
request, for example, you may-ask us 1o amendsomething 'in yourrecord that:was not created by our.office, as is
often The case when the,information may come to us from another physician, healfh care professional, la&i-atory or

2



hospital. We-may deny your request if you ask us 1o amend a record-that i already accurate and complete,

If we deny yonr request to amand, we will notify you in writing. You then have the fight to submit & us a wrinten
statement of disagreement with our deciSion and we have the right to rebut that statement.

RIGHT: OF DISC PLAN. Youhave theright to request an accounting

m&mmww

of disclosires we have made-af your prote&ied healthiinformation. Your réquest foran accounting of disclosures
must be made in writing and ooustistate.a time period for which you want an accowtting. This time*period may not
be long®r than six years, and may not include dates before September21, 2009. Your request should itdicate in
what 6t you want the list (example: og.paper or electronically). The first accouming that you reqiest withiin a 12-
month period will be free. For aditional Iists, we reserve the right to charge for the cost of providing the [ist.

DN THE US} SCLOSUR OUR PROTECTED HEAL
bave:thie right'to request that we restrictor limit bow disélose yoir protected
operations. We o ;
agmgwewﬁiwmplymthyom’faqﬁ&tunlwsﬁwmﬁ)gnﬁ%mncededfotfm : Your request for a
restriction must be-made in writing. In your request, telhus‘(1) what information you want'to liit; (2) whedhér you
want to Jimit how we use o disclose yourinformation, or both; and (3) to whom you wafikithe restictions to apply.

: £0) : S. "You have the right to,request that we us¢ a
certain method 1o communicate with:you if the commuhication colld endanger you. Your request to.recejvé
confidential communications must be made in writing, Your requestmust clearly state that all or part'of the:
commmunication from us conld endangerycu. We will accommodate all reasonable féfjuests. Your request must
specify how or where you wish to be rontacted.

ONRE ING NG YOU JHTS. "Yon may exercise any of the rights
described dbove by contacting Dan Bernal. Sée the end of this Nofice far the contact information.
HEALIH INFORMATION SECURITY

4
Harvey Shubert, Ph.D. requires its cmployecs and associates to follow the the office seeurity policy and
procedures that limit access to health information about’patients to those employees and associates who need it to
perform their job responsibilitics. In addition, Harvey Shubert. Ph.D. maintains administrative, and technical
securify measures to safeguard your protected.health information,

Harvéy Shubert, Ph.D, reserves the rightto change the terms of the Notice at any time, effective for protected health
information that we already have about you as well as any information that we receive in the future. We will provide you
with 2 copy of the new Notice wheneyer we make a matenial change to the privacy practices described in the Notice.

COMPLAINTS
If yoy believe-that your privacy rights have been violated, you may flea oonglmm with vs and/or with the Searetary
ofithe Department of Heaith and Human Services. All comphints must bermade in writing and sent to the Office
listed at the.end ofithis Nofice,. We support your right toprotect the'privacy of your profected health information.
We will nof Tetaliate against you or penalize you for filingia complaint.



IGH ) ¢ T

You ha!e*the vight 10 revoke the HEALTH:CARE AUTHORIZATION'FORM, in writing, at any time. However,
your written Tequest io revoke your AUTHORIZATION is noteffective torthe extent that'we haveprovided services
om‘akep action jn reliance on our authorization. You may ravoke yout AUTHQRIZATION by mailing or hand
delivering a written noficeito our office at the address listed at the end.of the Notice. The revocation is not effective
until itis recetved by our office.

The writfen notice must contain the following information:

. Your name, Social Security Namber and date of birth

. A clear statement of your intent to revoke your AUTHORIZATION,
The date,of your request, and

- Your signature.

The AUTHORIZATION is requested by Harvey Shubert, Ph.D. for its own use/disclosure of your protected health care
information. (Midimum;neccssary standards apply.}

Yéu have the rightto refuse to sign this AUTHORIZATION. If you refuse to sign this AUTHQRIZATION, Harvey
Shiabert, Ph.D. reserves the right-to-réfuse sérvice. A copy of the signed AUTHORIZATION will be provided fo you at your
request.

MISSED APPOINTMENIS Unlikezsome other medical or paramedical professionals-who operate ofy mare
flexible and inextact schedulgs, your counselor commits a specific time period, usually 45:55 minute sessions, to
each patient. It is importantthat you appreciate the fict thirthis block of time has-been set 25idé for you. Our
schedules are usually crowded. Your'canceling or rescheduling your appointment-without sufficient ootice oftan
means thé loss oftan hotir of therapy, and it is difficulf to reassign the hour fo someone else on shart notice, A
charge may-be made for-any appointment.not canceled 24-hours in advance.

PAYINGYOUR BILL We accept insurance payments but you are responsible foranyibalance on the account, Cash
accounts or insurance co-paymepts are\dud at the time 9 service. If we areto submit for reimbursement for your
insurance carrier, it is your responsibility to provide us with the proper forms and necessary signatures. New claim
{8rms may be noeded at the beginning of each calendar year.

OFFICGE HOURS Business hours-are 3:00 am to 12 noon and 2:00 to0 5:00 pm. Monday through Friday. If“gou
telephone. the offive'at other than thasetimes listed or when the therapist is in scssion or out ofjthe Sffice, an
answering mathifie will recard yourméssage.and we will retuniyour call as quickly as possible. You may also use
the answering maching to advise us if Jou nékd to cancel an apfointment. Our affer bour Urgent Caré number is
the Maricopa Crisis Center 24 hour crisis line ot (602)222-9444. Should you liave a life-tiircatenjng
smergency, we suggest thit you call 911 or the 24 hours ¢risis line.

CONTAGTING HARVEY SHUBERT, PH.D. If you have sny questions or complainis about this Notice or you want to submit a
writien request fg our office in any of the previous sections of the Notice, please call (480) 507-78%0 orwrite to us at;

Hatvey Shubert, PH.D.

4115 E. Valley Auto Dr., Suite 20§
Mesa, AZ 85206
Bhone: 480-507-7880, Fax; 480-507-8013
Day number and message number 24 Hoiirs a-day.(480) 507:7880




