Kim Oppenheimer, Ph.D.

New Patient | nformation

The following information pertains to my financial policy. | hope thiswill 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 thefirst session. Please acknowledge your understanding of this policy by signing at the end of this
form. If you would like a copy of this form for your records | will be happy to provide one for you.

1. My feeis$160.00 per therapy hour and $175.00 for couples or family sessions, payable at the end of
each session. The usual therapy hour consists of 45-50 minutes. The fee for theinitial diagnostic
session is $195.00. Charges for consultations outside the usual therapy hour (i.e., school observations,
hospital visits, depositions, etc.) will be determined on an individual basis.

2. Payment is expected at the end of each session. Please discuss exceptional circumstances with me at
thefirst session. Collection of insurance benefits or any other arrangement regarding third party
payment is your responsibility. However, | will file insurance on your behalf. After the office manager
verifies your insurance eligibility and level of benefits, | will gladly accept only the co-payment. Until
that time, please plan on paying the full amount. My office verifies insurance benefits in an attempt to
obtain accurate information regarding your co-payment and/or deductibles. However, it is very common
for insurance companies to pay differently than what they quoted at the time of your visit. For that
reason, you may receive a bill for services rendered if your insurance company does not reimburse as
anticipated. If your managed care company requires authorization for our sessions, | will complete all
necessary paperwork to obtain them. However, my office cannot adequately track number of sessions
used for each authorization. Therefore, to avoid any disruption in your reimbursement, it is your
responsibility to monitor the number of sessions we have used and to notify me when we are about to
exceed those authorize. | can submit additional clinical information to obtain more sessions.

3. 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 hour s notice will be
billed at the usual fee of $160.00 or $175.00. Missed appointments cannot be billed to the insurance
company. You may leave a message with my answering service after hours and on weekends if you
need to cancel an appointment.

Statement of Confidentiality: Confidentially is protected as described in HIPAA regulations (See
Attached). Under Georgialaw communications between patients and psychologists are confidential, and
under ordinary circumstances this privilege can be waived only by the patient. However, there are three
clear exceptions in which a psychologist is legally and ethically bound to break confidentiality: (1) the
patient isimminently dangerous to himself or herself, (2) the patient is imminently dangerous to others
and/or has made specific threats to harm an identifiable third person, and (3) actual or suspected incidents
of child or elder abuse. Although legally and ethically bound to break confidentiality under the
aforementioned circumstances, | will not do so without attempting to discuss it with you.

| acknowledge responsihility for all feesincurred, and if it is necessary, | consent to have my account
collected through an attorney or collection agency. | aso agreethat | will be responsible for all costs of
litigation, including attorney’sfees. | have read and understand the above policies.

Patient’ s Signature Date

Parent or Guardian’s Signature of minor Date



Insurance Patients. Pleaseread and sign the following assignment of benefitsif you would like usto
fileyour insurancefor you.

Assignment of Benefits

| authorize Dr. Kim Oppenheimer to release any medical or other information necessary for the processing
of insurance claims. | authorize payment of medical benefitsto Dr. Kim Oppenheimer for services
rendered. | accept personal responsibility for any balance remaining for services rendered, including those
that may be determined “not medically necessary” by my insurance carrier.

Patient/ Parent or Guardian Signature Date

Primary Care Physician I nformation

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 ageneral 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



Patient | nfor mation:

NAME:

First
ADDRESS:

Middle Last

Street
PHONE:

City State Zip

Home
SOCIAL SECURITY#:

Work Cell

MARITAL STATUS:

DATE OF BIRTH: AGE:

EMPLOYER:

POSITION:

SEX: Male Femae

Can amessage be |eft at Home?

REFERRED BY:

No Work? Yes  No

May | contact this person? Yes

Cdl? Yes

Have you been in therapy before?

If so, Where?

Yes No

For your current problem? Yes

When?

No

No

No

Next of Kin not living with you:

Phone #:

Address:

Responsible Party/Spouse/Par ent | nfor mation:

Name:

Date of Birth: SS#:

Phone:

Work

Primary | nsurance:

Name of Carrier:

Home Cdll

Name of Insured:

Phone #:

| D#:

Group #:

Release of Authorization/Assignment of Benefits
| authorize the release of any medical/psychological information necessary to process my insurance claims.

authorize and request payment of medical benefits directly to my psychologist/psychiatrist.
authorization will cover al services rendered until | revoke the authorization. | agree that a photocopy of this form
may be used in place of the original. All professional services rendered are charged to the patient. It is customary to
pay for services when rendered unless other arrangements have been made in advance.

financially responsible for charges not covered by this assignment.

Signed:

Date:

| agree that this

| understand that | am
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