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Provisional Diagnosis:

Seyma Calihman, LCSW, LMFT
605 Baylor Street, Austin, Texas 78703
Telephone: 512 474-9020 Ext. 1 Fax: 512 472-6739

PATIENT INFORMATION
Patient Name: Marital Status: _~ Today’s Date _ / /
Current Address: Gender: (M) (F) Date of Birth: _ /__ /
City, State, Zip: Social Security
Home Phone: Work Phone: Mobile #:
Employer’s Name: Occupation:
Employer’s Address: E-mail Address:
Family Physician: Referred by:
In case of emergency, notify:
Area Code and Telephone # Relationship

INSURANCE INFORMATION

If you’d like me to file with your insurance company, I will need a copy of your insurance card.

Policy Holder’s Name: Policy Holder’s SS#:

Policy Holder’s ID#: Policy Holder’s Group #: Policy Holder’s Date of Birth: __ /  /

Effective Date of Coverage: __ / /  Policy Holder’s Employer:

Employer’s Phone: Insurance Company’s Claim Phone:

Policy Holder’s Current Address, if different from above:

Policy Holder’s Home Phone: Policy Holder’s Gender: (M)(F) Policy Holder’s Marital Status:

Relationship to Patient:

Insured’s Signature

Insurance Company’s Billing Address:

PLEASE CHECK TO BE SURE YOU HAVE FILLED THIS OUT AS COMPLETELY AS YOU ARE ABLE
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Seyma Calihman, LCSW, LMFT
605 Baylor Street, Austin, Texas 78703
Telephone: 512 474-9020 Ext. 1  Fax: 512 472-6739

OFFICE POLICY REGARDING INSURANCE AND PAYMENT

Payment: Payment-in full is due at the time of service if you are not utilizing health insurance.

Insurance: If [ am a Preferred Provider for your plan, you are responsible for a co-pay, and the insurance
company pays the remainder of your fee. There is usually no deductible. If I am not a Preferred Provider
and you have a PPO plan that reimburses for mental health services, your insurance company will still
pay part of your fee once you have met your deductible. I will file for you if you wish, but we wont know
your portion of the fee until I receive reimbursement. I will need payment-in-full until we know what the
reimbursement will be. I will refund or credit you if I am overpaid.

mmmp TWO IMPORTANT THINGS TO BE AWARE OF:

1. Some plans require preauthorization. The only way to know for sure is to call your insurance
company or consult your manual before you begin therapy. You are responsible for making the
phone call for preauthorization .

2. If you have a deductible, you are responsible for paying it. Insurance companies do not
reimburse until the deductible is paid.

You should understand the rules for your particular policy. I have a Benefit Verification Sheet you can
use to ask your insurance company all the relevant questions. In case you are unable to call them before
the first session, I will need payment-in-full until I know the details of your policy. If you wish me to
make that call, I am happy to do so.

Ultimately, you are responsible for paying for the services you receive. If your insurance company refuses
to pay a claim for a service you request and I provide, it is your responsibility to pay for the service.

Missed Appointments: | understand that from time-to-time you may need to cancel an appointment.
Please notify me at least 24 hours beforehand so another client may have access to that time. If you cancel
a session less than 24 hours ahead of time, the entire fee ($125) will be billed to you (since your insurance
company will not reimburse for missed sessions), as will all appointments missed without notification.

Fee: I understand that the fee is $125 per 50-minute session, and (if applicable) my co-pay is
per session. Longer sessions will be charged at a prorated fee.

I have read and understand the above:
Signature
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Seyma Calihman, LCSW, LMFT

TREATMENT PHILOSOPHY - GOAL OF CARE AND SERVICES

I provide psychotherapy services to adults as individuals and couples for a wide variety of complaints. I
work with clients to define the exact issues requiring attention and the kind of outcome desired. I am
trained in many different treatment approaches. I suggest various ways to achieve your goals, and with
your input, select one or more approaches. I check frequently during the course of treatment to be sure we
are on track and welcome your input. If your stated goal is unsafe, illegal or unethical, I will help you find
safer or more ethical alternatives.

We will agree on frequency of services together. I do not have a preconceived idea regarding how often
you should schedule sessions, unless you are in crisis or have concerns about safety. My intention is to
help you reach your goals as quickly as possible.

In general, at the conclusion of treatment, I want you to feel better, have more choices of behavior, and
have a greater capacity to connect with yourself and others in mutually satisfying ways. You are always
welcome to return after we conclude treatment.

At the time of conclusion, we will discuss follow-up and community-based options for support, if
appropriate.

Hours: This office is open Monday through Thursday, 9:30 AM -7:30 PM and Friday 9:30 AM — 5:00 PM. You
may leave me a message any day or time at 512 474-9020x1. In the event of an after-hours emergency, you may call
512 263-2088.

Cost: The out-of-pocket fee for services is $125 for a 50 minute hour. Time beyond that is prorated. If you have
health insurance that has a co-pay, I will accept that and file for you if you wish, provided your deductible has been
met. (See “OFFICE POLICY REGARDING INSURANCE AND PAYMENT”).

Your Involvement in Your Care: Your involvement in your therapy will determine your success. You will know
best what solutions fit for you. You may prepare for sessions by noticing any changes in your behavior, feelings,
ideas or relationships (positive and negative changes, big and small ones). I will often suggest things for you to do or
pay attention to between sessions.

Feel free to question any approach and provide feedback at any time.

Refusal to Participate: You are engaging in treatment voluntarily. You may refuse treatment or a specific approach
at any time.

Confidentiality
All information you share about yourself and family is protected and kept confidential unless I am subpoenaed, a

child is in danger, or you threaten another person with harm, under which (rare) circumstances I am legally bound to
break confidentiality.

If your insurance company requires that I share details of treatment before they authorize more sessions, I will share
as little as possible. If you have concerns about this please check with me.

Authority to Release Records: Only with your signed permission, I will release information to your insurance
company, primary care physician or psychiatrist for the purpose of coordinating care.
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Seyma Calihman, LCSW, LMFT
605 Baylor St, Austin, Texas 78703
Board Certified Diplomate ® TID: 742468963

NOTICE OF PRIVACY PRACTICES

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

This notice takes effect on 4/11/2004, and remains in effect until I replace it.

1. MY PLEDGE REGARDING MEDICAL AND MENTAL HEALTH INFORMATION

The privacy of your medical and mental health information is important to me. I understand that this information is
personal, and I am committed to protecting it. I create a record of care you receive at my office. We need this record
to provide you with quality service, and to comply with certain legal requirements. This notice will tell you about
the ways I may use and share information about you. It also describes your rights and certain duties I have regarding
the use and disclosure of any information I receive from you.

2. MY LEGAL DUTY

Law requires me to:

1. Keep your medical/mental health information private.

2. Give you this notice describing my legal duties, privacy practices, and your rights regarding your
medical/mental health information.

3. Follow the terms of the notice that is now in effect.

I have the right to:

1. Change my privacy practices and the terms of this notice at any time, provided the changes are
permitted by law.

2. Apply changes in my privacy practices to all medical and mental health information that I keep,
including information previously created or received before the changes.

Notice regarding change to Privacy Practices
Before making any change to my privacy practices, I will change this notice and make the new notice available upon
request.

3. USE AND DISCLOSURE OF YOUR MEDICAL AND MENTAL HEALTH INFORMATION

The following section describes different ways I may use and disclose medical information. Not every possible use
or disclosure has been listed. However, I have listed all the different ways I am permitted to use and disclose this
information. I will not use or disclose information about you for any purpose not listed below without your specific
written authorization. You may revoke any specific written authorization you provide at any time by writing to me.

For treatment: 1 may use medical/mental health information about you to provide you with psychotherapy treatment
and services. | may disclose this information about you to your other healthcare providers to assist them in treating
you.
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Privacy Practices
-

For Payment: 1 may use and disclose your medical and mental health information in order to receive insurance
reimbursement.

Suspected victims of abuse, neglect or domestic violence: 1f 1 reasonable believe you are a possible victim of abuse,
neglect or domestic violence, or the possible victim of other crimes, I may disclose information about you to
appropriate authorities. I may share medical and mental health information if it seems necessary to prevent a serious
threat to your health or the safety of others. I may share such information when necessary to help law enforcement
officials capture a person who has admitted to being part of a crime, or who has escaped legal custody.

Workers Compensation: 1 may disclose health/mental health information when authorized and necessary to comply
with laws related to workers compensation or other similar programs.

Health Oversight Activities: 1 may disclose medical/health information to an agency providing oversight for
oversight activities authorized by law, including audits, civil, administrative or criminal investigation or
proceedings, inspections, licensure or disciplinary actions or other authorized activities.

Law Enforcement: Under certain circumstances, [ may disclose health/mental health information to law
enforcement officials. These circumstances include reporting required by certain laws (such as reporting suspected
child abuse), pursuant to certain subpoenas or court orders, reporting limited information concerning identification
and location at the request of a law enforcement official, reports regarding suspected victims of crimes at the request
of a law enforcement official, reporting death, crimes on my premises and crimes in emergencies.

4. YOUR INDIVIDUAL RIGHTS

You have a right to:

1. Copies of your records. If, in my opinion, accessing your actual records will be deleterious to your
condition, I will make a synopsis of the records available to you. Please make your request in writing.
If the record is lengthy, I reserve the right to charge a reasonable fee for copying and postage, if you
want it mailed.

2. Receive a list of any and all times I shared your medical or mental health information for purpose
other than treatment, payment and healthcare operations and other specified exceptions.

3. Request that we place additional restrictions on my use or disclosure of your medical or mental health
information.

4. Request that I communicate with you about your medical and mental health information by different
means or to different locations.

5. Request that I change your medical or mental health information. You may request in writing that
these changes be communicated to others, and that I include the changes in any future sharing of this
information. I may deny the request for change if I did not create the information, or for certain other
reasons. If I do, I will furnish you with a written explanation. You may respond with a statement of
disagreement that will be added to the information you want changed.

6. You have the right to a paper copy of this notice if you originally received it electronically.

5. QUESTIONS AND COMPLAINTS

If you have any questions about this notice, or if you think I have violated your privacy rights, please contact me.
You may also submit a complaint to The U.S. Department of Health and Human Services.
I will not retaliate in any way if you choose to file a complaint.
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Privacy Practices
-3-

| 6. ADDITIONAL USES AND DISCLOSURES

Notification of other if you are at risk: If, for your safety, I have to notify or help notify a family member, your
personal representative or another person responsible for your care of your condition. I will get permission from you
beforehand, if possible. If you are not able to give or refuse permission, I will share only what is directly necessary
for your healthcare, according to my professional judgement.

Disaster Relief: In case of disaster, I may be asked to release medical/mental health information to a public or
private organization or person who can legally assist you.

Court Orders and Judicial and Administrative Procedures: 1 may disclose medical/mental health information in
response to a court order, subpoena, discovery request, or other lawful process, under certain circumstances. Under
limited circumstances, such as a court order, warrant or grand jury subpoena, I may share your medical/mental
health information with law enforcement officials. I may share limited information with a law enforcement official
concerning the medical/mental health information of a suspect, fugitive, material witness, crime victim or missing
person. I may share medical/mental health information of an inmate or other person in lawful custody with a law
enforcement official or correctional facility under certain circumstances.

Public Health Activities: As required by law, I may disclose your medical/mental health information to public
health or legal authorities charged with preventing or controlling disease, injury, disability, including child abuse or
neglect. I may also, when authorized by law to do so, notify a person who may have been exposed to a
communicable disease or otherwise be at risk of contracting or spreading a disease or condition.
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Seyma Calihman, LCSW, LMFT
605 Baylor Street, Austin, Texas 78703
Telephone: 512 474-9020 Ext. 1  Fax: 512 472-6739

PRIVATE PRACTICES ACKNOWLEDGEMENT

I have received the Notice of Privacy Practices and I have been provided an opportunity to
review it.

Name Birthdate

Signature Date
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Seyma Calihman, LCSW, LMFT
605 Baylor Street, Austin, Texas 78703
Telephone: 512 474-9020 Ext. 1  Fax: 512 472-6739

Individual Patient’s Authorization

ALL OF THE INFORMATION YOU DISCLOSE IS PROTECTED. YOU AUTHORIZE ANY AND ALL WAYS
IT IS USED OR DISCLOSED. THIS FORM IS TO CONFIRM YOUR AUTHORIZATION TO USE OR
DISCLOSE YOUR PROTECTED HEALTH INFORMATION FOR A SPECIAL PURPOSE, SUCH AS
INSURANCE REIMBURSEMENT.

Check here if this authorization is for psychotherapy notes.

If this authorization is for psychotherapy notes, it may not authorize the use or disclosure of any other
type of protected health information.

1. INDIVIDUAL PATIENT (OR PERSONAL REPRESENTATIVE) CONFIRMING THE AUTHORIZATION

I give my authorization to use or disclose my protected health information as described in Section 2
below. I give this authorization voluntarily.

Individual Patient’s Name:

Street Address:

City/State/Zip:

Telephone #s: Home: Mobile: Work:
E-Mail Address: Social Security Number:

2. USE AND/OR DISCLOSURE AUTHORIZED

Describe in detail the protected health information you are authorizing to be used and/or disclosed, for
example, dates of sessions, diagnosis. If this authorization is for psychotherapy notes, no other type of
protected health information may be listed here:

Name the people and/or organization (or kinds of people and/or organizations) that you are authorizing to
use and/or disclose the protected health information above.
Seyma Calihman, LCSW

Name the people and/or organizations (such as your insurance company or another health professional)
that you are authorizing to receive and use your protected health information.

Describe each purpose for which you are authorizing your protected health information to be used and/or
disclosed.
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3. ENDING THIS AUTHORIZATION:
Select one of the following choices:
_____ This authorization will end on the following date:
____ This authorization will end when insurance reimbursement is complete

This authorization will end when the following event happens. The event must relate to the
individual or purpose of the authorized use and/or disclosure. Describe the event below.

4. CHANGING YOUR MIND ABOUT THIS AUTHORIZATION:

I understand that I may revoke this authorization at any time by giving written notice to Seyma Calihman,
LCSW, but not for any actions taken before my written revocation notice. In addition, I understand that if
am giving this authorization as a condition of obtaining insurance coverage, and I revoke this
authorization, the insurance company has a right to contest my claims under the insurance policy.

5. SIGNING THIS AUTHORIZATION IS NOT A CONDITION OF TREATMENT:

I understand that under most circumstances a healthcare provider may not refuse treatment if I choose not
to sign this authorization. However, I understand that my insurance company may condition my
enrollment in my health plan or my eligibility for benefits on my providing an authorization permitting
the health plan to make enrollment and eligibility determinations.

6. INDIVIUAL PATIENT’S SIGNATURE:

I have had a chance to read and think about the content of this authorization form and I agree with all
statements made in this authorization. I understand that by signing this form, I am confirming my
authorization for use and/or disclosure of the protected health information described in this form with the
people and/or organizations named in this form.

Signature: Date:

If this authorization form is signed by a personal representative for the client:

Personal Representative’s Name:

Print Name Signature

Relationship to the Individual patient:

YOU HAVE A RIGHT TO A COPY OF THIS FORM AFTER YOU SIGN IT



