Joni E. Prince, Ph.D.

New Patient Intake 
	

Today’s Date: _________________________________________


Name: ________________________________________________________________________________________

Street Address: ______________________________________________________________________________
                                
City/State/Zip: ______________________________________________________________________________

Home Phone: __________________________   Permission to leave a message?  ___ Yes  ___ No

Cell Phone: _____________________________  Permission to leave a message?   ___ Yes  ___No

Work Phone: __________________________   Permission to leave a message?  ___ Yes  ___ No
 

Date of Birth:  _____________/_________________/__________________   Age:  _____________________

Gender:  _________________________                            Marital Status: ___________________________




Referred by (if anyone): ____________________________________________________________________
Contact permission?         _____ Yes  _____ No




Emergency Contact Name: _________________________________________________________________

Phone number: ___________________________ Relationship: __________________________________




Are you currently employed? ____________________

Employer:  ___________________________________________________________________________________

Position: ______________________________________________________________________________________






Responsible Party/Spouse/Parent Information:
Name: ________________________________________________________________________________
            Date of Birth:  _____________/_________________/__________________  
Phone: ________________________ _______________________ ________________________ 
			Cell 			Home 			Work
 


Have you previously been in therapy? 
_______  No
_______ Yes  Previous provider(s)? ___________________________________________________
		________________________________________________________________________________
When? _________________________________________________________________________________
 

Please list all medical conditions:___________________________________________________________
_________________________________________________________________________________________________

Please list all prescription medications:____________________________________________________
_________________________________________________________________________________________________

Are you currently in a relationship?  _______________________________________________________







Primary Care Physician Information


Name:	_________________________________________________________________________________________

Address: ______________________________________________________________________________________

    ______________________________________________________________________________________

Phone:	 ________________________________________________________________________________________


How long have you been a patient of this physician? _____________________________

For purposes of continuity of care, may we contact your physician to let him/her know of your visit today?      Yes _________	No __________

If yes, 

I _________________________________ give permission to _______________________________
to send a general statement notifying my primary care physician of my visit today.  The information sent will be used for coordination of care, and will be limited to a brief description of the problem area and/or diagnosis, and a general outline of treatment.


___________________________________			_____________________
Patient Signature						Date





Consent for Treatment

The following information pertains to my therapy and financial policy.  I hope this will answer any questions you may have, but if you do have any questions or special concerns please do not hesitate to discuss them with me at the first session. 

· My fee is $190.00 per 45-50 minute therapy session and $200.00 for couples or family sessions, payable at the end of each session.   The fee for the initial diagnostic session is $215.00.  Charges for consultations outside the usual therapy hour will be determined on an individual basis.   

· Since your appointment time is reserved for you, please notify me as soon as possible if you find that you must cancel an appointment.  Appointments not canceled with at least 24 hours notice will be billed at the usual fee of $190.00 or $200.00.  Missed appointments cannot be billed to the insurance company.

· Payment is expected at the end of each session.  Collection of insurance benefits or any other arrangement regarding third party payment is your responsibility.  If you are a member of an insurance company in which I participate, I will file insurance for you.  After the billing manager verifies your insurance eligibility and level of benefits, I will gladly accept only the co-payment.  Until that time, please plan on paying the full contracted amount.  


Statement of Confidentiality:  Under Georgia law communications between patients and psychologists are confidential, and under ordinary circumstances only the patient can waive this privilege.  However, there are three clear exceptions in which a psychologist is legally and ethically bound to break confidentiality:  (1) the patient is imminently dangerous to him or her self, (2) the patient is imminently dangerous to others and/or has made specific threats to harm an identifiable third person, (3) actual or suspected incidents of child abuse.  Although legally and ethically bound to break confidentiality under the aforementioned circumstances, I will not do so without attempting to discuss it with you.  

I acknowledge responsibility for all fees incurred, and if it is necessary, I consent to have my account collected through an attorney or collection agency.  I also agree that I will be responsible for all costs of litigation including attorney’s fees.  I have read and understand the above policies.



_________________________________________             		________________________
Patient’s Signature						Date

_________________________________________			________________________
Parent or Guardian’s Signature of minor			Date



 
Telepsychology via Video Conferencing Agreement
Video Conferencing (VC) is available and has proven to be an effective format for psychotherapy.  We will assess whether or not it is appropriate to conduct sessions via VC in your case and this decision may change over time based on new information, including your clinical status, administrative issues, and legal issues. I reserve the right to decide it is no longer appropriate to engage in sessions via VC at any time for any reason. This means you may be required to come for in-person sessions instead or to consider transfer to another psychologist in your local area if you are unable to come for in-person sessions or choose not to do so.
The VC system Dr. Prince currently uses is Doxy.me. This system meets HIPAA standards of encryption and privacy protection but we cannot guarantee privacy in your home/work. I reserve the right to change the VC system used to conduct VC sessions at any time based on new information. You will be provided with that information, should this arise. 
Risks associated with VC in general may include (but are not limited to): lack of reimbursement by your insurance company, the technology dropping due to Internet or data connections, delays due to connections or other technologies, or a breach of information that is beyond my control. For added security protection, you may wish to create a new email account not associated with your name for use only with the VC provider. Also, you may wish to clear your browser history and cache after engaging in VC sessions. Clinical risks will be discussed in more detail with your clinician, but may include difficulties interpreting non-verbal communication, and importantly, limited access to immediate resources if risk of self-harm or harm to others becomes apparent. We will weigh these advantages against any potential risks prior to proceeding with telehealth sessions and will discuss the specifics of telehealth with you before using the technology. 
To maximize your engagement in VC, I suggest you schedule your VC appointments as you would an in-person therapy session meaning, you would protect the time and ensure you are free from distractions. The VC systems work best when you are able to connect to the Internet. If you choose to rely on a data plan, we cannot ensure your session will have ideal signal and there may be connectivity issues, interrupting the session. Further, you are responsible for any data usage charges your may incur. If, for whatever reason, you are not able to establish a VC connection at your scheduled session time, you will be responsible for paying the full session fee. If your clinician experiences technical difficulties preventing VC connection at your scheduled session time, you will not be charged for the session, provided the connectivity problems persist for at least one third of your allotted session time. It is recommended you consider who may be in the vicinity to hear or see you as you engage in a VC session and that you take steps to ensure your privacy including use of ear phones, shielding your screen from view, etc. It is also recommended you are completely free from the effects of illicit substances and alcohol while engaging in VC sessions. 
Below, please include the names and telephone numbers of your local emergency contacts (including local physician; crisis hotline; trusted family, friend, or confidant). By signing the document below, you are stating that you are aware if Dr. Prince believes you may be at risk for harming yourself and is not able to contact you directly, she may choose to contact the people listed below to request assistance in assessing your safety risk. Furthermore, by signing below, you are acknowledging your clinician may contact the necessary authorities in case of an emergency and this may include calling the police to request that they do a “wellness check”. You are also acknowledging that if you or I believe there is imminent harm to yourself or another person, you will seek care immediately through your own local health care clinician or at the nearest hospital emergency department or by calling 911. 
The address where you plan to engage in VC appointments most of the time: 
Street:____________________Apt:_____City:________________ State:____ Zip:______ 
Your PCP: 
Name: ________________________
Phone #:___________________________

Your Psychiatrist, if you have one: 
Name: ________________________
Phone #:___________________________

Family member name & relationship: _______________________________    
Phone #: __________________________

Friend name & relationship: ____________________________________ 
Phone #: _________________________
By signing this document you are declaring your agreement with the following statement: 
I have read this document and have had the opportunity to ask questions. I have discussed this with my clinician and understand the risks/limitations and benefits/ and optimal conditions for use of VC. 
Patient Printed Name: _______________________                                 
Signature: ________________________
Signature Date: _______________________ 
If for minor, 
Parent or Legal Guardian Name: ________________                               
Signature: ________________________
Signature Date: ______________________
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