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SABITA NANDY M. Sc., Ed. S., LMFT 

1525 E. 53rd St. Suite 408, Chicago, IL 60615 || 125 S Wacker Dr. Suite 308, Chicago, IL 60606

CLIENT/FAMILY INFORMATION SHEET


** INDICATES REQUIRED INFORMATION

PLEASE COMPLETE THE FORM AND E-MAIL TO SABITANANDY.COM OR PRINT & BRING FOR YOUR SESSION
DATE      


NAME**      
DATE OF BIRTH** 
     

SOCIAL SECURITY NO.      

ADDRESS**      
CITY      

STATE  FORMDROPDOWN 

ZIP      

PHONE CELL**      
HOME**      

EMPLOYER/SCHOOL      
WORK PHONE      

PROFESSION      
E-MAIL**      

EMERGENCY CONTACT** 

NAME      
RELATIONSHIP      
PHONE      
[image: image2.jpg]



INSURANCE INFORMATION**      
INSURANCE COMPANY & ID NO                                                                

POLICY/GROUP NO.**      
PHONE      

RELATIONSHIP

STATUS:
 FORMDROPDOWN 


PHYSICIAN      
PHONE      

MEDICAL CONCERNS      


CURRENT MEDICATIONS      
DATE OF LAST PHYSICAL CHECKUP FROM A PHYSICIAN       

PREVIOUS OR PRESENT COUNSELING OR THERAPY:  FORMDROPDOWN 

WHEN      
WHERE      
NAME OF THERAPIST OR COUNSELOR      
PHONE      
HAVE YOU EVER BEEN HOSPITALIZED FOR A PSYCHIATRIC PROBLEM?  FORMDROPDOWN 

WHEN      
WHERE      
REASON      
SOURCE OF REFERRAL **      
REFERRAL SOURCES WILL BE CONTACTED TO INFORM THEM THAT YOU HAVE BEEN SEEN FOR AN INITIAL INTERVIEW

LIST ALL INDIVIDUALS LIVING AT HOME: 
NAME

RELATIONSHIP
AGE
OCCUPATION

     
     
     
     

     
     
     
     

     
     
     
     

     
     
     
     

LIST OF ALL INDIVIDUALS THAT MIGHT BE INFLUENCING YOUR LIFE

     

CONCERNS CHECKLIST: ARE YOU NOW OR HAVE YOU EVER BEEN CONCERNED ABOUT 

(PLEASE MARK ALL THAT APPLY TO YOU)

 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 


 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 


OTHER
     

BRIEFLY DESCRIBE THE PRIMARY CONCERN THAT BROUGHT YOU HERE

     

AGREEMENT OF PAYMENT

I understand that I will be responsible for payment of all services provided.

THERE IS A 24 HOUR LEEWAY FOR CANCELING APPOINTMENTS.  IF YOU KNOW THAT YOU WILL NOT BE ABLE TO KEEP AN APPOINTMENET PLEASE CALL AT LEAST 24 HOURS IN ADVANCE.  SERVICES WILL BE DISCONTINUED AFTER THREE CONSECUTIVE MISSED OR CANCELED APPOINTMENTS WITH LESS THAN 24 HOURS NOTICE. $50 SERVICE CHARGE WILL BE ASSESSED PER CANCELLED APPOINTMENT.

SIGNATURE       
(Initials for Electronic Submission)

PRINT NAME       
DATE       
SABITA NANDY M. Sc., Ed. S., LMFT

1525 E. 53rd St. Suite 408, Chicago, IL 606015 || 125 S Wacker Dr. Suite 308, Chicago, IL 60606

Phone: 312 607 4277

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

EFFECTIVE DATE : 1/5/2009

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!

The office is permitted by federal privacy laws to make uses and disclosures of your health information for purposes of treatment, payment, and health care operations.  Protected health information is the information we create and obtain in providing our services to you.  Such information may include documenting your symptoms, examination, and test results, diagnoses, treatment, and applying for future care or treatment.  It also includes billing documents for those services.

Examples of Uses of Your Health Information for Treatment Purposes are:

· A nurse obtains treatment information about you and records it in a health record.

· During the course of your treatment, the physician determines he/she will need to consult with another specialist in the area.  He/she will share the information with such specialist and obtain his/her input.

Example of Use of Your Health Information for Payment Purposes:

We submit requests for payment to your health insurance company.  The health insurance company (or other business associate helping us obtain payment) requests information from us regarding medical care given.  We will provide information to them about you and the care given.

Example of Use of Your Information for Health Care Operations:

We obtain services from our insurers or other business associates such as quality assessment, quality improvement, outcome evaluation, protocol and clinical guideline development, training programs, credentialing, medical review, legal services, and insurance.  We will share information about you with such insurers or other business associates as necessary to obtain these services.

Your Health Information Rights

The health and billing records we maintain are the physical property of the office.  The information in it, however, belongs to you.  You have a right to:
· Request a restriction on certain uses and disclosures of your health information by delivering the request to our office -- we are not required to grant the request, but we will comply with any request granted;

· Obtain a paper copy of the current Notice of Privacy Practices for Protected Health Information ("Notice") by making a request at our office;

· Request that you be allowed to inspect and copy your health record and billing record – you may exercise this right by delivering the request to our office;

· Appeal a denial of access to your protected health information, except in certain circumstances;

· Request that your health care record be amended to correct incomplete or incorrect information by delivering a request to our office/hospital.  We may deny your request if you ask us to amend information that:

· Was not created by us, unless the person or entity that created the information is no longer available to make the amendment;

· Is not part of the health information kept by or for the office/hospital;

· Is not part of the information that you would be permitted to inspect and copy; or,

· Is accurate and complete.

If your request is denied, you will be informed of the reason for the denial and will have an opportunity to submit a statement of disagreement to be maintained with your records;

· Request that communication of your health information be made by alternative means or at an alternative location by delivering the request in writing to our office/hospital;

· Obtain an accounting of disclosures of your health information as required to be maintained by law by delivering a request to our office/hospital.  An accounting will not include uses and disclosures of information for treatment, payment, or operations; disclosures or uses made to you or made at your request; uses or disclosures made pursuant to an authorization signed by you; uses or disclosures made in a facility directory or to family members or friends relevant to that person's involvement in your care or in payment for such care; or, uses or disclosures to notify family or others responsible for your care of your location, condition, or your death.

· Revoke authorizations that you made previously to use or disclose information by delivering a written revocation to our office/hospital, except to the extent information or action has already been taken.

If you want to exercise any of the above rights, please contact SABITA NANDY, 1525 E. 53rd St. Suite 408, Chicago, IL 606015, Phone: 312 607 4277, in person or in writing, during regular, business hours.  [S]he will inform you of the steps that need to be taken to exercise your rights.

SABITA NANDY M. Sc., Ed. S., LMFT

1525 E. 53rd St. Suite 408, Chicago, IL 606015

125 S Wacker Dr., Suite 308, Chicago, Il 60606

RECEIPT OF NOTICE OF PRIVACY PRACTICES

PATIENT NAME       
ID # FROM INSURANCE OR SSN       
DATE OF FIRST VISIT      
My signature of this form acknowledges that I have received a copy of the Sabita Nandy’s Notice of Privacy Practices.  I understand that this document provides an explanation of the ways in which my health information may be used or disclosed by Sabita Nandy and of my rights with respect to my health information.

I have been provided with the opportunity to discuss any concerns I may have regarding the privacy of my health information.

     
     
SIGNATURE OF PATIENT (Initials if Electronic)
DATE (mm/dd/yy)

(Patients 12 and older to sign)

     
     
SIGNATURE OF PATIENT REPRESENTATIVE
DATE (mm/dd/yy)

(If Patient is unable to sign or if Patient is

Less than 12 years of age)Initials for Electronic
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