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Group Registration
Child’s Name: 




__


Age: 



Parent’s Name(s) 











Home Address: 











City: 




State: 


Zip Code: 



Home Telephone: 




Work Telephone: 




Cellular Telephone: 




Email: 






Emergency Contact: 




Contact Telephone: 




Relationship to Child: 











Who will be bringing your child to and from the group? 







What concerns do you have regarding your child?  What do you hope he/she will learn during this group?  












Has your child ever been diagnosed with AD/HD or have attention problems?




Does he/she have any food allergies we should be aware of? 




  

Do you have any objections to your child being served a snack during the last group? 


How or where did you hear about this group: 








May we send correspondence to your mail address and to your email address? 





Group Policy
Please initial each of the following group policies and sign at the bottom:

1) Please pick up and drop off your child on time.  This is very important to the structure and flow of the group process.  Please note that we cannot be responsible for your child or their safety if you should pick up your child late.  If you are more than five minutes late, your child will be asked to sit unattended in the hallway in the building to wait for your arrival.   ________  

2) Please attend every session.  We provide very important skills each week and group attendance is vital for friendship development and group cohesiveness.  If your child does miss the session, we are happy to provide the skill teaching worksheets covered during that particular session.  ________ 

3) You may pay for group in full at the beginning of the group, or pay each week.  Payment is expected before each session starts.  Also note that you are responsible for payment for every group, regardless of whether you attend or not.  For this reason, we request that you complete and sign a credit card authorization prior to starting group that will be charged in the event of a missed group session. ________
4) Please notify group leaders if someone else will be picking up your child from the group.  This is very important for safety and security.  ________

5) Confidentiality in our groups is very important.  Group members will be talking with each other about very sensitive and personal situations.  While we expect and hope that your child will review with you the lesson content from each session, we will teach your child to respect the privacy of other members by not sharing personal information about each other outside of group.  Also, please be especially considerate and sensitive when you know other children or families from you school or community who attend this group.  ________
6) At the first session, or prior to the group start date, you will receive a curriculum agenda for the group.  Outlined will be specific skills and discussions we will provide at each group session.  Also, there may be tips, ideas, and suggestions for things you can do with your child after each lesson.  Please also be prepared to complete a small amount of homework WITH your child after each group session.  This is very important in helping your child integrate and practice the material.  


  

7) We are happy to address specific concerns or questions you have during the course of the group.  Please know that the time before and after each group session is often very busy for the group leaders and we are not often able to address you concerns at that time.  Please call us anytime at (303) 828-3080.  
Parent or Guardian

  Bridget Engel, PsyD     

526 Briggs Street  Erie, CO 80516

www.frontrangepsychology.com
303-828-3080

Credit Card Authorization

I, 



, agree to allow Bridget Engel of Front Range Psychological Associates to process my credit card weekly, or at the time of appointment for services rendered to 



(child’s name).  

I understand that this information will be kept strictly confidential/private, and that this  

authorization is valid until canceled in writing. I understand that charges for ongoing services will normally be posted to my credit card account within a day of each service date.  

Furthermore, I agree that I will not dispute any charges with my credit card company unless I have already attempted to rectify the situation directly with Dr. Engel and those attempts have failed. I further authorize Dr. Engel to disclose information about attendance/cancellation of appointments to my credit card issuer if I dispute a charge.

Cardholder Name as Listed on Card

Billing address

Card Type (circle one):      Visa      MasterCard  
Account Number




Expiration Date

V-Code (3-digit pin number)

Cardholder signature & Date

Notice of Psychologists’ Policies and Practices to Protect
the Privacy of Your Health Information
THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Front Range Psychological Associates

Bridget Engel, PsyD

526 Briggs Street

Erie, Colorado 80516

303-828-3080

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations
I may use or disclose your protected health information (PHI), for treatment, payment, and health care operations purposes with your consent. To help clarify these terms, here are some definitions:

“PHI” refers to information in your health record that could identify you.

“Treatment, Payment and Health Care Operations”
-
Treatment is when I provide, coordinate or manage your health care and other services related to your health care. An example of treatment would be when I consult with another health care provider, such as your family physician or another psychotherapist.
-
Payment is when I obtain reimbursement for your healthcare. Examples of payment are when I disclose your PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or coverage.
-
Health 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 office and practice group, such as sharing, employing, applying, utilizing, examining, and analyzing information that identifies you.

“Disclosure” applies to activities outside of my office or practice group, such as releasing, transferring, or providing access to information about you to other parties.
II. Uses and Disclosures Requiring Authorization
I may use or disclose PHI for purposes outside of treatment, payment, or health care operations when your appropriate authorization is obtained. An “authorization” is written permission above and beyond the general consent that permits only specific disclosures. In those instances when I am asked for information for purposes outside of treatment, payment, or health care operations, I will obtain an authorization from you before releasing this information. I will also need to obtain an authorization before releasing your Psychotherapy Notes. “Psychotherapy Notes” are notes I have made about our conversation during a 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 not revoke an authorization to the extent that, (1) I have relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, law provides the insurer the right to contest the claim under the policy.

III. Uses and Disclosures with Neither Consent nor Authorization
I may use or disclose PHI without your consent or authorization in the following circumstances: (see Colorado statutes: Section 12-43-218, CRS., in particular).

•
Child Abuse - If I have reasonable cause to know or suspect that a child has been subjected to abuse or neglect, I must immediately report this to the appropriate authorities.
•
Adult and Domestic Abuse - If I have reasonable cause to believe that an at-risk adult has been mistreated, self-neglected, or financially exploited and is at imminent risk of mistreatment, self-neglect, or financial exploitation, then I must report this belief to the appropriate authorities.
•
Health Oversight Activities - If the Colorado State Board of Psychologist Examiners or an authorized professional review committee is reviewing my services, I may disclose PHI to that board or committee.
•
Judicial and Administrative Proceedings - If you are involved in a court proceeding and a request is made for information about your diagnosis and treatment or the records thereof, such information is privileged under state law, and I will not release information without your written authorization or a court order. The privilege does not apply when you are being evaluated or 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 - If you communicate to me a serious threat of imminent physical violence against a specific person or persons, I have a duty to notify any person or persons specifically threatened, as well as a duty to notify an appropriate law enforcement agency or by taking other appropriate action. If I believe that you are at imminent risk of inflicting serious harm on yourself, I may disclose information necessary to protect you. In either case, I may disclose information in order to initiate hospitalization.
•
Worker’s Compensation - I may disclose PHI as authorized by and to the extent necessary to comply with laws relating to worker’s compensation or other similar programs, established by law, that provided benefits for work-related injuries or illness without regard to fault.
IV. Patient’s Rights and Psychologist’s Duties
Patient’s Rights:
•
Right to Request Restrictions - You have the right to request restrictions on certain uses and disclosures of protected health information regarding you. However, I am not required to agree to a restriction you request.
•
Right to Receive Confidential Communications by Alternative Means and at Alternative Locations - You have the right to request and receive confidential communications of PHI by alternative means and at alternative locations. (For example, you may not want a family member to know that you are seeing me. On your request, I will send your bills to another address.)
•
Right to Inspect and Copy - You have the right to inspect or obtain a copy (or both) of PHI in my mental health and billing records used to make decisions about you for as long as the PHI is maintained in the record. I may deny your access to PHI under certain circumstances, but in some cases you may have this decision reviewed. On your request, I will discuss with you the details of the request and denial process.
•
Right to Amend - You have the right to request an amendment of PHI for as long as the PHI is maintained in the record. I may deny your request. On your request, I will discuss with you the details of the amendment process.
•
Right to an Accounting - You generally have the right to receive an accounting of disclosures of PHI. On your request, I will discuss with you the details of the accounting process.
•
Right to a Paper Copy - You have the right to obtain a paper copy of the notice from me upon request, even if you have agreed to receive the notice electronically.

Psychologist’s Duties:
•
I am required 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 PHI.
•
I reserve the right to change the privacy policies and practices described in this notice. Unless I notify you of such changes, however, I am required to abide by the terms currently in effect.
• 
If I revise my policies and procedures, I will provide you with a written copy in person if possible, otherwise a copy will be mailed to you.

V. Complaints
If you are concerned that I have violated your privacy rights, or you disagree with a decision I made about access to your records, you may contact:

Mental Health Occupations Grievance Board
State Board of Psychologist Examiners
1560 Broadway, Suite 1370
Denver, CO 80202
(303) 894-7766

You may also send a written complaint to the Secretary of the U.S. Department of Health and Human Services. The department listed above can provide you with the appropriate address upon request.





















