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OFFICE POLICIES AND PROCEDURES

WELCOME TO MY OFFICE.  As a licensed psychologist, I am governed by various laws and 
regulations and by the code of ethics of my profession.  The ethics code requires that I make 
you aware of specific office policies and how these procedures may affect you.  However, many 
of these policies will be unrelated to our work together.

PATIENT’S RIGHTS.  Our relationship is strictly voluntary and you may leave the 
psychotherapy relationship any time you wish.  You [the patient] authorize and request that I, the 
psychologist, provide psychological assessment, therapy, interventions and/or diagnostic 
procedures that now or during the course of treatment are advisable.  The frequency and type of 
work we do together will be decided between therapist and patient.  

It is understood that there is an expectation that the patient will benefit from this assessment 
and/or interventions but there is no guarantee that this will occur.  It is understood that maximum 
benefit will occur with consistent attendance and that at times the patient may feel conflicted 
about therapy as the process can sometimes be uncomfortable.

CONFIDENTIALITY:  All information disclosed within sessions, including that of minors, is 
confidential and may not be revealed to anyone without written permission except where 
disclosure is permitted or required by law.  Disclosure may be required in the following 
circumstances:
When there is a reasonable suspicion of abuse to a child, dependent or elder adult.
When there is a reasonable suspicion of knowingly downloading, streaming and accessing 
through electronic or digital media, materials of a child engaged in an act of obscene sexual 
conduct.
When the client or credible third person communicates a serious threat of bodily injury to others.
When the therapist has a reasonable belief that the client may be a danger to him or herself, 
others or property of others.  Threats communicated to family members that are then 
communicated to me may give rise to the duty to warn.
Brief written records are kept regarding your treatment goals and progress.  Certain situations 
may arise where the records are subpoenaed by a judge, and I may be compelled to surrender 
them.  This may occur when you become involved in a legal situation in which your 
psychological state is an issue.
If you are under the age of 18, your parents or legal guardian(s) have the right to be informed of 
your psychological condition, progress and treatment.
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When disclosure is otherwise required by law.

I receive regular professional consultation.  In such cases, neither your name or any identifying 
information about you is revealed.

EMERGENCY PROCEDURES: 
If you have a life threatening emergency please call 911. I am not able to provide 24 hour 
availability.   I usually return calls within 24 hours or the next business day.  If you need to 
contact me between sessions, please leave a message at (818) 707-4443 and your call will be 
returned.  If an urgent situation arises, follow the instructions in the voice mail and I will contact 
you as quickly as possible.  Please do this for truly urgent situations.  If you need help 
immediately, call 911.  When I am out of town or otherwise unavailable, a qualified professional 
will cover for me by being available for urgent needs that cannot wait until my return. 

PAYMENT:  Payment is due at the beginning of each session unless other arrangements are 
made.  Please notify me if any problem arises during the course of your therapy regarding your 
ability to make timely payment.  My fee is based on a 45 minute session unless otherwise 
stipulated.  I reserve the right to periodically adjust this fee. I will give you prior notice of fee 
increases.

In addition to my fee for sessions, I charge for other professional services.  For report writing, 
lengthy telephone conversations, preparation of records or time spent providing any other 
service requested by patients, a charge will be assessed at a prorated session fee rate.  If I am 
required to attend a deposition, hearing or other legal proceeding in the capacity of your current 
or past therapist, you will be billed at $200 per hour for my time, including preparation and travel 
time as well as the time I spend at the legal proceeding. My testimony will not include any 
forensic opinions.

SHARING OF INFORMATION
If you have been referred by an agency, HMO, PPO, or other third party payer, I am usually 
required to furnish information to that agency.  Your signed agreement with them gives them 
permission to request information.  Your signature below indicates the following:

• I authorize release of required information in order to process claims with my payer.  You 
are authorizing payment of psychological/medical health and hospital benefits to me for 
the professional services rendered.

• I authorize Dr. Hart and/or her billing supervisor to furnish information to my third party 
payer concerning my psychological treatment in order to process payments and benefit 
utilization.  

• I authorize communication between Dr. Hart and her bookkeeping/office staff as well as 
other healthcare practitioners for professional consultation pursuant to coordination of 
my care.  I authorize my behavioral healthcare professional to communicate the above 
mentioned confidential information in person, by telephone, by written material, or by 
facsimile.  Dr. Hart cannot be held responsible for maintaining confidentiality once 
information has left her office.  I release the source of these records from any liability 
arising from their release. 

 



• Clinical information may be sent in a written report to your Primary Care Physician 
(PCP).  This communication is important for the coordination of your care.  Dr. Hart will 
first obtain your signature approving this written communication.

• I understand that my records may be reviewed by representatives of my payer to assure 
compliance with Quality of Care standards.  

• I understand that I have the right to access my Private Health Information (PHI) in 
mental health records that are used to make decisions about my treatment as long as 
the PHI is maintained in the record.  I understand that this request may be denied, but in 
some cases this decision may be reviewed.  

• I understand that I have the right to formally appeal decisions regarding authorized 
treatment services by contacting my health plan.  I further understand that I have the 
right to submit a complaint or grievance to my Practitioner regarding any aspect of my 
care or I may submit complaints to my health plan or to the Secretary of the U.S. Dept. 
of Health and Human Services.  I understand that I risk nothing in exercising these 
rights.

TERMINATION OF THERAPY SERVICES:
I may terminate therapy services at my discretion.  I may consider termination if: 
." I do not believe that I can provide you with effective treatment
." Your needs are outside the scope of my experience or training
." You desire to terminate treatment or we mutually agree it is time to
terminate treatment
." You fail to comply with my treatment recommendations
." A conflict of interest develops
." You fail to pay my fee on a timely basis
." You or I believe it is in your best interest

ADDRESS CHANGES:
Please advise me if you change your address, telephone number, place of employment or 
insurance coverage or companies.

A photocopy of this release is to be considered as valid as the original.  This authorization if 
subject to a modification/revocation by either party at any time except to the extent that action 
has been taken in reliance hereon.  If these policies and procedures are to be revised I will 
receive notice by mail.

ACKNOWLEDGEMENT AND AGREEMENT
I have read, understood, and agreed to the conditions stated above.  

________________________________    ______________________________________
Client/Parent/Guardian Name                     Client/Parent/Guardian Signature              Date
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AN INFORMED CONSENT DOCUMENT FOR INDIVIDUALS IN COUPLES COUNSELING

This document deals with privacy issues specific to couples and supplements the document 
already given to you that deals with related issues in therapy. Please read it carefully and jot 
down any questions you might have so that we can discuss them at our next meeting. When 
you sign this document, it will represent an agreement between us.

First of all, I wish to reassure you that I am personally and professionally committed to 
protecting your privacy. I realize that therapy can only take place in a setting in which everyone 
feels secure in the knowledge that his or her thoughts and feelings will remain protected and 
secure within the confines of  the therapy office. To protect your privacy, I have put the following 
policies into effect.

To prevent an inadvertent breach of  confidence, I have a policy of not greeting a client whom l 
meet outside of my office. Thus, should we happen to meet in public; I will intentionally not say 
hello to you, in order to protect your confidentiality. You may, however, feel free to greet me in 
public if you so desire.

Issues concerning personal privacy and professional confidentiality are somewhat more 
complicated when working with married or unmarried couples. In addition to the exceptions to 
confidentiality outlined to you in the document titled " Office Policies and Procedures," work with 
couples sometimes requires certain additional compromises in privacy.  For example, part of our 
couples work will require that I meet individually with you and at other times individually with 
your spouse or partner. During those individual meetings, I will require from you permission to 
share with your partner anything that I deem appropriate. I will strive to use my best professional 
judgment to share this information as considerately and kindly as possible. Therefore, although I 
would hope you would be completely honest with me about your personal as well as relationship 
concerns, you might choose not to share with me certain information if  you are concerned about 
the possibility of  your partner learning of it. Essentially, what I am saying is that unless we make 
a prior agreement about certain specific information, I will use my professional judgment in 
deciding whether or not any information you have shared with me will subsequently be shared 
with your spouse or partner.

In this regard, there may be times when you or your partner requests that I keep certain 
information secret from the other. At times I might agree to keep your secret. Thus, there may 
be times when I might have learned something from you that I will agree to keep secret from 
your partner. Accordingly, there may be times when your partner and I will have agreed to keep 
certain information secret from you. Warning! There is a tendency to feel betrayed when you 
later learn that I kept that information from you. Unfortunately, that is part of the nature of 

http://www.drkarinhart.com/
http://www.drkarinhart.com/


working with couples. Thus, we will all be walking through a complicated maze of  agreements 
and private communications.

Some therapists attempt to get around this complication by making blanket rules that I believe 
do not best serve the couples we work with. For example, some therapists have a "no secrets 
policy." These therapists say that everything and anything that they hear in therapy will be 
shared with the other partner. Although that certainly makes it easier for the therapist—he or she 
does not have to decide when or what information will be kept from the other person—I believe 
that it is better for the therapist to make the final determination about what is or is not essential 
for either partner to know.

Other therapists avoid this problem in another way by simply requiring that all couple meetings 
take place conjointly. That is, these therapists ensure that they never hear a private or secret 
communication by arranging to never meet privately with only one member of  the couple. Thus, 
if one spouse or partner cannot make it to a session, the session is cancelled. I, on the other 
hand, believe that couples are best served by giving each member of  the couple the opportunity 
to meet with me individually. Unfortunately, with that flexibility goes certain inevitable 
confidentiality complications.

What are some of the complications that can arise from this policy? I might uncover or discover 
secrets about you or your partner or spouse that the other of  you is unaware of. For example, I 
might learn that (a) your partner or spouse had an affair that is now  ended; (b) is still having an 
affair and wants help in ending it, or (c) is still having an affair and has no intention of ending it.

In brief, my policy concerning private communication is that I reserve for myself the right to 
share or withhold from you or your partner information that I learn from you or your partner 
during individual therapy sessions. My commitment to each of you is to assist you in having the 
kind of relationship you desire. My experience is that the chance of reaching that goal is 
enhanced if I have the flexibility in those privacy and confidentiality issues spelled out in this 
article.

Your signature below  indicates that you have read the information in this document and agree to 
abide by its terms during our professional relationship.

Signature  _____________________________  Date  ________________________



Karin S. Hart, Psy.D.
Clinical Psychologist

Psy16672
_____________________________________________________________________________

ADULT INTAKE FORM

NAME ________________________________  DATE ___________________

IDENTIFYING INFORMATION
(Please answer as many of these questions as you can, as honestly as you can.  This information is confidential and 
will not be released to anyone without your prior consent.)

Home Phone: ___________________________           WorkPhone:_______________________ 

Cell Phone:_______________________

Where may I leave messages?  (Please check)  
Home answering machine_________   Office voicemail_________   Cell phone______________

EMAIL Address: ________________________________________________________________

Home Address:__________________________________City:___________________Zip:_____

Date of birth: __________ Place of Birth:  _______________ Age: _____ Sex: __ SS #: _______

Occupation: 
__________________________________Employer:___________________________________

Couple Status: ________________________________ How Long: _______________________

Partner’s Name: ______________________ Partner’s Occupation: _______________________

Children’s Names and Ages: 
_____________________________________________________________________________

Medical Doctor:  _______________________ Last Date Seen by Medical Doctor: ____________

Your Insurance Company  (Name)__________________________________________________ 
(Address)_____________________________________________________________________

Who is the Subscriber 
(Name)_______________________(Address)________________________________________

(SS#)________________________  Subscriber’s date of birth)___________________________ 
(Relationship)___________________________________

Do you have secondary insurance (No)____(Yes)____(Name/Address)_____________________

___________________________________
30423 Canwood Street, #129, Agoura Hills, CA 91301        

Phone: (818) 707-4443  Fax: (818) 707-1181



REFERRAL SOURCE-I was referred by:

(  ) Insurance Company     Name and Address 
__________________________________________________________________________

(  ) Medical Doctor     Name and Address: 
__________________________________________________________________________

(  ) Friend  (Name if you wish) 
__________________________________________________________________________

 (  ) Other (Please specify) 
__________________________________________________________________________

May I contact this person to thank him/her for the referral?   Yes______ Prefer Not______

Presenting Problem

Reason for seeking help____________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Do you have any other special concerns?  Please specify: _________________________

_______________________________________________________________________

_______________________________________________________________________

Is there anything about the history of these concerns that might be helpful for us to know?  

If yes, please specify: _____________________________________________________

_______________________________________________________________________

_______________________________________________________________________
Psychiatric History

Have you previously sought psychiatric or psychological help for this or any other 

problem?  If yes, please explain: ____________________________________________

_______________________________________________________________________

_______________________________________________________________________

Have you ever been hospitalized for psychological problems?  If yes, please explain and 

give dates: ______________________________________________________________



Have you ever taken prescribed medication for psychological problems?  If yes, please 

give name(s) of medication and approximate dates of use _________________________

Medical/Physical History

Have you had any significant health related events or conditions?  If yes, please explain:

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Have you been medically hospitalized for any illnesses or conditions?  If yes, please 

explain: ________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Do you have any allergies?  If yes, please specify: ______________________________

_______________________________________________________________________

Are you currently taking any prescribed medications?  If yes, please give the name of the 

medication(s) and the name of the prescribing physician(s): ______________________

_______________________________________________________________________

_______________________________________________________________________

Family History

Siblings (ages and sex): ___________________________________________________

Relationship with parents (describe briefly): ___________________________________

Relationship with siblings (describe briefly): 
_______________________________________________________________________

Psychological problems evident in parents and/or siblings? ________________________

_______________________________________________________________________

_______________________________________________________________________

Physical, sexual, or emotional abuse?  If yes, describe briefly: _____________________

_______________________________________________________________________

Briefly describe how often and what types of alcohol and drugs were taken by your 



family members during your childhood: _______________________________________

_______________________________________________________________________

Briefly describe how often and what types of alcohol and drugs are taken in the present 

time by your family, spouse, and/or children: ___________________________________

_______________________________________________________________________

_______________________________________________________________________

How often do you currently drink alcohol and/or take drugs? ______________________

Social/Emotional History

Occupational History:  ____________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Marital History: __________________________________________________________

_______________________________________________________________________

Educational History: ______________________________________________________

_______________________________________________________________________

What people, organizations, and activities do you turn to during a crisis? _____________

_______________________________________________________________________

Have you or members of your family experienced physical, sexual, or emotional abuse?

(If yes, please explain) ____________________________________________________

_______________________________________________________________________

Have you or members of your family experienced an important loss such as the death of a 

family member, a pet, or a friend?  (If yes, please explain) ________________________

_______________________________________________________________________

Have you had any upsetting experiences that have not been already mentioned? (If yes, 

please explain) ___________________________________________________________

_______________________________________________________________________



Date: ____________________________________   Name:______________________________________

Symptom Index for Adults

Please note here, in your own words, the reason for coming to counseling today.  If your problem is a long-
standing one, what happened that led you to start counseling just at this time?  ______________

______________________________________________________________________________________

Please read and circle the number by any problems that you are experiencing.

1. My energy is low nearly every day.
2. Recently, I’ve noticed a weight change.
3. I feel depressed or sad.
4. I have felt depressed for over 2 years.
5. I feel on edge or agitated.
6. Recently I’ve begun to move more slowly.
7. I feel worthless.
8. I feel guilty
9. It’s difficult to make decisions.
10. I keep thinking of dying.
11. I’ve been thinking about suicide.
12. I have a plan to commit suicide.
13. I can’t concentrate.
14. I’ve lost interest in daily activities.
15. I’ve felt very sad daily for at least 2 weeks and I’ve 

had similar episodes during my lifetime.
16. This is the only time it’s been so bad.
17. My sadness has been interrupted by periods of 

feeling especially excited or irritable.
18. A specific event caused my sadness/depression.  

_____________________________________.
19. I have difficulty falling asleep.
20. I have difficulty staying asleep through the night.
21. An event occurred recently, which I have been 

reacting to with both depression and anxiety.
22. An event occurred recently in which I have been 

reacting by acting differently (Ex. Breaking rules I 
used to live by.) 
_____________________________________.

23. An event occurred which I have been reacting to 
with both emotional upset and by acting differently.

24. A specific event occurred recently, which I am 
nervous and jittery about. 
________________________________.

25. My heart pounds and/or palpitates.
26. My heartbeat is fast.
27. I experience trembling and/or shaking.
28. I experience frequent sweating.
29. Sometimes I feel shortness of breath or smothering 

sensations.
30. Sometimes I feel I am choking.
31. I get chest pains or discomfort.
32. Sometimes I feel nausea or abdominal distress.
33. I sometimes feel dizzy, unsteady, or faint.
34. Sometimes I feel detached from myself.
35. Sometimes I fear losing control and going crazy.
36. I have a fear of dying.
37. I get numbness or tingling sensations.
38. I get chills or hot flashes.

39. I worry about getting stuck someplace, and 
experiencing any of the above symptoms.

40. I’ve had several panic attacks and fear getting 
another one.

41. I worry about losing control and going crazy.
42. I have become much more careful.
43. I worry about being away from my home alone.
44. I fear or avoid some social situations. (Ex: crowds.)
45. I fear or avoid some performance situations.
46. I fear a specific activity or action (Ex: Flying)
47. I experience thoughts or images coming back to my 

mind over and over again.
48. I feel driven to perform certain behaviors over and 

over again. (Ex: hand washing). 
________________________________________

49. I have experienced an event which I felt endangered 
or violated me or someone else. 

50. Within a month of the above event I began 
experiencing images, dreams, recollections, or 
“flashbacks” about the event. 

51. Sometimes I feel like I am re-experiencing the event.
52. Usually I just do not want to talk about the event.
53. I avoid reminders of the event; including activities, 

places, feelings, or people who bring it to mind. 
54. Sometimes I feel detached; like I am observing my 

feelings.
55. Sometimes, when I feel I should be emotional, I just 

feel numb.
56. I often feel that I am in a “daze”.
57. Sometimes, I do not feel real.
58. I startle easily.
59. I experience difficulty in concentrating.
60. In unfamiliar situations, I scan the environment 

around me for possible problems.
61. It has been difficult to get help for this because I do 

not want to talk about it.
62. I tense up when I am reminded of the event.
63. I believe that there are significant parts of the event 

that are difficult for me to recall.
64. I find myself staying away from people I used to be 

closer to.
65. Some of my stronger feelings (Ex: love) are not as 

intense as they used to be.
66. I’ve been worried or anxious most of the time in the 

last six months.
67. I feel keyed up.
68. I am easily fatigued.
69. I have difficulty concentrating. 

70. I have ongoing muscle tension.
71. I have difficulty falling or staying asleep.
72. I feel intense anxiety due to a medical disorder.  _________________________________________________________________
73. I experience anxiety when I get intoxicated.



74. I experience increased anxiety when I go through withdrawal.
75. I am having a problem with my significant other or spouse.
76. I am having a problem with my brother or sister.
77. I am having a problem with my minor daughter or son.
78. I am having a problem dealing with stresses associated with the physical or mental illness of someone close to me.
79. I am having a problem at work or in my career.
80. I find it difficult to take care of myself (bath, eat)
81. Sometimes I want to hurt others.
82. Sometimes I get lost and don’t know where I am.
83. Sometimes I forget to take care of myself (Ex: take medication, lock the door, turn gas off on the stove.)
84. My primary reason for coming to counseling is complicated by other problems in my life. (Please circle all below that apply)

Family or Support Group.  Access to Services.  Community Issues.  Education.  Occupation.  Housing.  Economics.  Legal.  
Crime.

85. My physician/psychiatrist has prescribed medication to relieve the above symptoms.  Please list the medications:  
_______________________________________

86. I sometimes help myself to feel better through using over-the-counter medications:  Please list those medications:  
________________________________________

87. I sometimes help myself to feel better through drinking alcohol or smoking marijuana.  Please list what and how much you 
drink or smoke on average per day:  ______________________________________________

88. Please list any other medication (prescribed or over-the-counter) or drugs (prescribed or street drugs) you are taking and how 
frequently.  If you know dosage or amounts, please list those: 

                  ______________________________________________________________________________________________



Karin S. Hart, Psy.D.
Clinical Psychologist

Psy 16672
Financial Agreement

Please read the following and sign below.

All professional services provided are charged to the patient unless there is an agreement with 
a third party payer.  Patients are personally responsible for payments of co-payments, co-
insurance amounts, deductibles, and percentage shares of charges for services rendered, and/
or all charges incurred if insurance coverage terminates or changes during the course of 
treatment.  The payment is due at the time of the session.  All co-payments must be paid at the 
time of service.  If your check is returned, there will be a $15.00 fee charged, a cancellation fee, 
plus the bank charges will be added to your account.

IF YOU ARE QUOTED THE INCORRECT CO-PAYMENT AMOUNT, YOU WILL BE 
REQUIRED TO MAKE UP ANY DIFFERENCE AS INDICATED BY YOUR HEALTH PLAN OR 
THIRD PARTY PAYOR EXPLANATION OF BENEFITS.

Appoinments and Cancellation:  Appointments are scheduled and rearranged by telephone.  
Since the scheduling of an appointment involves the reservation of time specifically for you a 
MINIMUM OF 24 HOURS NOTICE is required for rescheduling or cancellation of an 
appointment.  The full fee will be charged without such notification.  This policy is necessary 
because a professional time commitment is set aside and held exclusively for you.  If I receive 
24 hours notice, you will not be charged.  I do not accept, review or respond to emails or texts 
from you or someone on your behalf. 

Delinquent Accounts:    If your account becomes delinquent (past 30 days) our office may 
begin collection procedures.  We will attempt to contact you directly. However, if your account 
remains delinquent we may utilize the services of an outside collection agency, retain an 
attorney, or utilize small claims court action.  In the event collection or legal action should 
become necessary to collect any unpaid balance due to services rendered to me and my family, 
I agree to pay collection, attorney, and court costs.

A copy of this assignment is as valid as the original.  

__________________________________          _______________________
Patient/Responsible Party          Signature Date

__________________________________
Patient’s Printed Name



Karin S. Hart, Psy.D.
Clinical Psychologist

Psy 16672

HIPAA NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

 Effective Date: September 20, 2013.

I understand that your health/mental health information is personal and I am committed to protecting this 
information. I am required by applicable federal and state law to maintain the privacy of your health information. 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA), also requires that I give you this Notice 
about my legal duties, my privacy practices, and your rights concerning your health information.  I must follow the 
privacy practices that are described in this Notice while it is in effect.  

Individually identifiable information about your past, present, or future health/mental health or condition, the 
provision of health/mental health care to you, or payment for the health/mental health care is considered “Protected 
Health Information (PHI).”  Whenever possible, the PHI contained in your record remains private.   In some 
circumstances, it is necessary for me to share some of the PHI contained in your record (or your child’s record).  In 
all but certain specified circumstances, I will share only the minimum necessary PHI to accomplish the intended 
purpose of the use or disclosure.

I reserve the right to change this notice and to make changes in my privacy practices.  Any changes will be effective 
for all PHI that I maintain, including health/mental health information created or received before I made the 
changes.  I will post a copy of the current notice in my reception area and on my website (if applicable). You may 
also request a current copy of this notice from me. For more information about my privacy practices, please contact 
me at the number listed at the end of this notice.

How I May Use and Disclose Health/Mental Health Information About You:

The following categories describe different ways that I use and disclose your PHI.  For each category, I explain what 
I mean, and offer an example.  In some instances a written authorization signed by you is required in order for me to 
use or disclose your PHI; in others it is not.  I have tried to identify which instances do not require your signed 
authorization and which do. 

Uses and Disclosures of PHI For Which No Signed Authorization is Required:

o For Treatment:  I may use/disclose your PHI (or your child) to provide you with mental health 
treatment or services. For example, I can disclose your PHI to physicians, psychiatrists, and other 
licensed health care providers who provide you with health care services or are involved in your 
care.  If a psychiatrist is treating you, I can disclose your PHI to your psychiatrist in order to 
coordinate your care.  

o For Payment:  I may use/disclose your (or your child’s) PHI in order to bill and collect payment 
(from you, your insurance company, or another third party) for services provided by me.  For 
example, I may send your PHI to your insurance company to get paid for the services we provided 
to you or to determine eligibility for coverage.  



o For Health Care Operations:  I may use/disclose your (or your child’s) PHI to your health care 
service plan or insurance company for purposes of administering the plan, such as case 
management and care coordination.  

o Appointment Reminders or Changes in Appointments:  I may use/disclose your (or your 
child’s) PHI to contact you as a reminder that you have an appointment.  I may also contact you to 
notify you of a change in your appointment.  For example, if I am ill, I may have someone in my 
office contact you to notify you that the appointment is cancelled.    If you do not wish me to 
contact you for appointment reminders or changes in appointment times, please provide me with 
alternative instructions (in writing).

o When Disclosure is Required by state, federal or local law; judicial or administrative 
proceedings; or law enforcement:  I may use/disclose your (or your child’s) PHI when a law 
requires that I report information about suspected child, elder or dependent adult abuse or neglect; 
or in response to a court order. I must also disclose information to authorities that monitor 
compliance with these privacy requirements.

o To Avoid Harm:  I may use or disclose limited PHI about you when necessary to prevent or 
lessen a serious threat to your health or safety, or the health and safety of the public or another 
person. If I reasonably believe you pose a serious threat of harm to yourself, I may contact family 
members or others who can help protect you.  If you communicate a serious threat of bodily harm 
to another, I will be required to notify law enforcement and the potential victim. 

o Law Enforcement Officials:  I may disclose your (or your child’s) PHI to the police or other law 
enforcement officials as required or permitted by law or in compliance with a court order or grand 
jury or administrative subpoena.

o For Health Oversight Activities:  I may disclose PHI to a health oversight agency for activities 
authorized by law.  For example, I may have to provide information to assist the government when 
it conducts an investigation or inspection of a health care provider or organization.

o Specialized Government Functions:  I may disclose you (or your child’s) PHI to units of the 
government with special functions, such as the U.S. military or the U.S. Department of State under 
certain circumstances.

o Disclosure to Relatives,  Close Friends and Other Caregivers:  I may use or disclose your PHI 
to a family member, other relative, a close personal friend or any other person that you indicate is 
involved in your care or the payment of your care unless you object in whole or in part. If you are 
not present, or the opportunity to agree or object to a use or disclosure cannot practicably be 
provided because of your incapacity or an emergency circumstance, I may exercise my 
professional judgment to determine whether a disclosure is in your best interests.  If I disclose PHI 
to a family member, other relative or a close personal friend, I would disclose only information 
that I believe is directly relevant to the person’s involvement with your health care or payment 
related to your health care.

o Workers’ Compensation:  I may disclose your PHI as authorized by and to the extent necessary 
to comply with California law relating to workers’ compensation or other similar programs.

o As required by law:  I may use and disclose your (or your child’s) PHI when required to do so by 
any other law not already referred to in the preceding categories.

Uses and Disclosures of PHI For Which a Signed Authorization is Required:  For uses and disclosures of PHI 
beyond the areas noted above, I must obtain your written authorization.  Authorizations can be revoked at any time 
in writing to stop future uses/disclosures (except to the extent that I have already acted upon your authorization).

o Psychotherapy Notes:  I keep “psychotherapy notes” as that term is defined in 45 CFR Section 164.501, 
and any use or disclosure of such notes requires your authorization unless the use or disclosure is:



1. For my use in treating you.
2. For my use in training or supervising other mental health practitioners to help them improve their 

skills in group, joint, family, or individual counseling or therapy.
3. For my use in defending myself in legal proceedings instituted by you.
4. For use by the Secretary of Health and Human Services to investigate my compliance with HIPAA.
5. Required by law, and the use or disclosure is limited to the requirements of such law.
6. Required by law for certain health oversight activities pertaining to the originator of the 

psychotherapy notes.
7. Required by a coroner who is performing duties authorized by law.
8. Required to help avert a serious threat to the health and safety of others.

o Marketing Purposes:  I will not use or disclose your PHI for marketing purposes.
o Sale of PHI:  I will not sell your PHI in the regular course of my business.
o Fundraising Purposes:  I will not contact you for fundraising purposes.

Your Rights Regarding Your (or Your Child’s) PHI:

You have the following rights regarding PHI I maintain about you (or your child):

Right to Inspect and Copy:  You have the right to inspect and copy your (or your child’s) health/mental 
health information upon your written request.  However, some mental health information may not be 
accessed for treatment reasons and for other reasons pertaining to California or federal law.  I will respond 
to your written request to inspect records.  A charge for copying, mailing and related expenses will apply.  

If Your Request to Inspect and Copy is Denied, you may have the right to request to have this denial 
reviewed by a licensed health care professional who I designate to act as a reviewing official.  The 
reviewing official will be an individual who did not participate in my determination to deny access.  I will 
provide or deny access in accordance with the determination of the reviewing official.

Right to Request Restrictions:  You have the right to ask that I limit how I use or disclose your PHI.  I 
will consider your request, but I am not legally required to agree to the request.  If I do agree to your 
request, I will put it into writing and comply with it except in emergency situations.  I cannot agree to limit 
uses and/or disclosures that are required by law.

Right to Amend:  If you believe that there is a mistake or missing information in my record of your health/
mental health information, you may request, in writing, that I correct or add to the record.  I will respond to 
your request within 60 days of receiving it. I may deny your request for an amendment if it is not in writing 
or does not include a reason to support the request.  In addition, I may deny your request to amend 
information that: was not created by me, not part of my records, not part of the information that you would 
be permitted to inspect and copy or is accurate and complete.

Right to Request Restrictions for Out-Of-Pocket Expenses Paid for in Full:  You have the right to 
request restrictions on disclosures of your PHI to health plans for payment or health care operations 
purposes if the PHI pertains solely to a health care item or a health care service that you have paid for out-
of-pocket in full.

Right to an Accounting of Disclosures:  You have a right to get a list of when, to whom, for what purpose, 
and what content of your (your child’s) PHI has been disclosed.  This applies to disclosures other than those 
made for purposes of treatment payment, or health care operations.  Your request must be in writing and 
state a time period (which may not be longer than six [6] years and may not include dates before April 14, 
2003).  I will respond to your request within sixty (60) days of receiving it.  The first list you request within 
a 12 month period will be free.  There may be a charge for more frequent lists.  In such a case, I will notify 
you of the cost involved and you may choose to change or withdraw your request before any costs are 
incurred.

Right to Request Confidential Communications:  You have the right to request that I communicate with 
you about health/mental health matters in a certain way or at a certain location.  For example, you can ask 
that I only contact you at work or by mail.  To request confidential communications, you must make your 



request in writing.  Please specify how or where you wish to be contacted.  I will accommodate all 
reasonable requests.

Right to a Paper Copy of this Notice:  You have a right to a paper copy of this notice.  You may ask me to 
give you a copy of this notice at any time.
  

Complaints:

If you think that your privacy rights have been violated you may contact me and file a complaint with me, as the 
Privacy Officer for my practice.  My address and phone number are listed at the top of this form.  You may also file 
a complaint with the Secretary of the U.S. Department of Health and Human by sending a letter to the following 
address:

Office of Civil Rights
90 7th Street, Suite 4-100
San Francisco, California 94103
(415) 437-8310
(415) 437-8329 fax

 You will not be penalized for filing a complaint.

Acknowledgement of Receipt of Notice of Privacy Practices

Client’s Name:  _________________________  Date of Birth:  ____________________

Parent/Guardian’s Name (if client is a minor):  __________________________________

By signing below, I hereby acknowledge receipt of the Notice of Privacy Practices.

_______________________________  _________________________
Signature of Client (Parent or Guardian if             Date
 Client is a minor)



AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION 
(HIPAA and California Law)

By completing this form, you are authorizing the disclosure and/or use of 
individually identifiable health information, as outlined below, consistent with 
California and Federal law concerning the privacy of such information.  All 
information requested must be provided for this Authorization to be valid.

Use and disclosure of Mental Health Information:     

Client Name: ___________________Date of Birth: __________________ 
 
My therapist, KARIN HART, PSY.D., is authorized to (check all that apply): 

 Release or disclose records and/or information to
 Obtain or use records and/or information from 
 Mutually discuss and exchange records and/or information

This Information should only be released to: (Provide name or function of 
person(s) or organizations to whom the information is to be released). 
_____________________________________________________________
           (Name of Person or Organization)      

_____________________________________________________________
 (Phone Number, Fax Number)

Specific Information to be Released/Obtained:
 All health/mental health information including diagnosis and treatment 

received. 

Please specify if any information is to be excluded: 
_____________________________________________________________

This disclosure of information authorized by Client is required for the following 
purpose:______________________________________________________. 

This authorization shall become effective immediately and expire in one year.



A photocopy or facsimile of this form is to be considered as valid as the original.
Please note:  If you have authorized the disclosure of your mental health 
information to someone who is not legally required to keep it confidential, it may 
be redisclosed and may no longer be protected.  California law prohibits recipients 
of your health information from redisclosing such information except with your 
written authorization or as specifically required or permitted by law.

Your Rights:
• You may refuse to sign this Authorization.
• You may revoke this Authorization only by delivering your revocation in 

writing to Dr. Karin Hart. Your revocation will be effective when Dr. Hart 
receives it.  However, this revocation will not extend to information that was 
already obtained or released (used or disclosed) prior to the revocation. 

• You have the right to receive a copy of this Authorization.  
• You may inspect or obtain a copy of your mental health information, within 

the limits of California and federal laws.
• Neither treatment, payment, enrollment or eligibility for benefits will be 

conditioned on your providing or refusing to provide this Authorization.

Signature of Client/Parent/Guardian:                          Date: 
__________________________________________       _____________________ 

Your Relationship to the Client: _______________________________________ 

To Revoke Authorization Only:  

Authorization Revoked: ___/___/___       
__________________________________________________________________
     Signature of Client/Parent/Guardian


