Susan N. Young, Psy. D. 

Licensed Psychologist/Clinical Neuropsychologist

14286 Beach Blvd., #22
Jacksonville, Florida 32250

www.drsusanyoung.com
s.young@drsusanyoung.com

Phone: 904-223-6414 
Fax: 904-223-6418

Child Patient Information

Patient Name _____________________________________________________           M/F  __________________
Patient Social Security # ________________________       DOB________________      Age__________________
Address ______________________________________________________________________________________
City _______________________________________________     State ______________         Zip _____________
Phone Home _______________________    Cell ______________________    Work ________________________
Email (H) ______________________________________    (W)_________________________________________
Emergency Contact Information

Person to be contacted in the case of emergency ____________________________________________________
Relationship to Patient _____________________________  Contact number ____________________________
Authorization for Treatment and Billing:

My signature below indicates that I have consented to the evaluation and treatment by Susan Young, Psy. D. I certify that I understand the financial policies of this provider and acknowledge that all of my questions, if any, have been answered to my satisfaction. Additionally, I authorize the release of any information necessary to process a claim to all pertinent insurance carriers. I further understand that Dr. Young gives me no guarantee of reimbursement from the insurance company. I am ultimately responsible for the balance of this account. 

_________________________________________________
                         ______________________________
Parent/Guardian Signature





Date
Susan N. Young, Psy. D.

Licensed Psychologist/Clinical Neuropsychologist

Insurance Information

Primary Insurance _________________________ Insurance ID __________________ Group # ______________
Primary Insured __________________________________    Employer ___________________________________

Insured Social Security # ________________________     Insured Date of Birth ____________________________
Secondary Insurance ________________________ Insurance ID __________________ Group # ______________
Primary Insured __________________________________    Employer ___________________________________

Insured Social Security # ________________________     Insured Date of Birth ____________________________
Patient History
Please describe the nature of the problem or concern that brings you and your child here:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Approximate date current problem started: ___________________________________________

Has your child had previous mental health treatment (please circle one):        Yes                    No

If yes, please give date of first treatment: _______________  Date of last treatment __________

Who were you referred by or how did you hear about us? ______________________________________________________________________________

Are you or your child involved with any current or potential litigation at this time?           Yes                     No     

If yes, please explain: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Susan N. Young, Psy. D.

Licensed Psychologist/Clinical Neuropsychologist

Child Consent for Psychological/Neuropsychological Evaluation

I understand that the purpose of this evaluation is to provide information about my child for his/her physician or other health care provider who has requested this evaluation in order to assist in their diagnosis and treatment of my child. The material from the interview(s) and psychological/neuropsychological testing will result in the generation of a report that will provide information related to diagnosis and treatment of him/her. Dr. Young will discuss the results with me and any others which I so designate by signing a release of information allowing Dr. Young to do so. If this evaluation is being covered or partially covered by insurance, Dr. Young may be required to provide the insurance company with a report as well.

Dr. Young’s questions may touch on personal and private matters that could cause emotional discomfort and revive painful memories. I recognize that Dr. Young has no intention of causing any personal discomfort, but that she is simply carrying out her professional task associated with this evaluation. Even though some of the subject under discussion may not appear at first glance to have a direct connection with the issue at hand, I will cooperate to the best of my ability. I understand that although I am expected to give honest and accurate answers, I am free to refuse to answer any question I choose or to terminate the evaluation whenever I wish.


Dr. Young is required to notify authorities if she knows or suspects that a child, elderly, or handicapped (physically or mentally) person is being abused or if she has reason to believe that he/she may harm themselves or others.

The terms of this evaluation have been reviewed, understood, and agreed to by me.

Signature: __________________________________________     Date: __________________

                    Parent/Guardian Signature
                   _________________________________________

                                         (Please print name)

Susan N. Young, Psy. D.

Licensed Psychologist/Clinical Neuropsychologist

Child Consent for Purposes of Treatment, Payment and Healthcare Operations

I consent to the use of disclosure of my Protected Health Information (PHI) by Susan Young, Psy. D. for the purposes of: (1) diagnosing and/or providing treatment to my child; (2) obtaining payment for his/her health care bills; and/or (3) to conduct routine health care operations at the office. PHI means health information, and may include demographic information collected from me for my child and created or received by Dr. Young, another health care provider, a health plan, my employer, or a healthcare clearinghouse. This PHI relates to his/her past, present, and/or future physical or mental health/condition and may identify him/her.

I understand the diagnosis or treatment of the child by Dr. Young may be conditioned upon my consent, as evidenced by my signature on this document. I further understand that I have the right to request a restriction as to how his/her PHI is used and/or disclosed to carry out evaluation, treatment, intervention, payment or the healthcare operations of the practice. 

I understand that I have a right to review Dr. Young’s Notice of Privacy Practices (NPP) prior to signing this document and acknowledge that a written copy of Dr. Young’s NPP has been provided to me. The NPP describes the types of uses and disclosures of my PHI that will occur in treatment, payment of his/her bills, and/or in the performance of health care operations. The NPP is also provided at Dr. Young’s office at 14286 Beach Blvd., #22 Jacksonville, Florida 32250. NPP also describes my rights and Dr. Young’s duties with respect to his/her PHI. 

After you have signed this consent, you have the right to revoke it by writing a letter telling me you no longer consent. I will comply with your request about using or sharing your PHI from that time on, but I may have already used/shared some of the PHI and cannot retrieve what has already been shared. 

Please read this before you sign this Consent form. If you do not sign this consent form agreeing to my NPP, I cannot complete an evaluation for you/your child or provide any psychological services to you. 

I have received and read the notice of privacy practices.

Signature ___________________________________    Date:___________



Parent/Guardian Signature

Susan N. Young, Psy. D.

Licensed Psychologist/Clinical Neuropsychologist

Child Consent To Release Information 
Communication between behavioral health providers and others involved in treatment is important to help insure that your child receives comprehensive and quality care. This information will not be released without your (the parent or guardian) consent. This information may include diagnosis, treatment plan, progress, and medication if necessary. You may revoke this consent at any time to the extent that action has been taken in reliance upon it. If not revoked, this consent will remain in effect as long as your remain under my care (until the age of 18) or until all claims have been settled.

I, __________________________________________,           __________________________, ____________________, as the
                  (Print Parent/guardian name)                                                  (Date of Birth)                                    (SS#)

Parent/Guardian of ______________________________________, _________________________, ____________________



Print patient name



Date of birth

SS#
for the purpose of coordinating care, authorize Susan N. Young, Psy. D. to release information as indicated in the consent portion of the form to:
Name: ___________________________________________________________________________________
Address: _________________________________________________________________________________

                                              Street                                            City                        State                               Zip

Phone: ______________________________________  Fax: ____________________________________
Consent
I, the undersigned, understand that I may revoke this consent at any time to the extent that action has been taken in reliance upon it and that, if not revoked, this consent will remain in effect as long as my child remains under the care of Dr. Susan N. Young, Psy. D. or until all claims have been settled. I have read and understand the above information and give my consent:

(Check one of the following):

(  ) To release any applicable mental health/substance abuse information 

(  ) To release only medication information 
(  ) I do not give my consent to release any information to his/her primary care physician

_________________________________________________                        ________________________________

         Patient Signature (patients over 18 yrs of age)                                                                  (Date)

_________________________________________________                       _________________________________
      Guardian Signature (patients under 18 yrs of age)                                                              (Date)

_________________________________________________                       _________________________________

                               Witness Signature                                                                                        (Date)

Susan N. Young, Psy. D.

Licensed Psychologist/Clinical Neuropsychologist

Limits of Confidentiality

Confidentiality is an ethical concept that prohibits a psychologist or counselor from releasing information about their patients. Privileged communication is a legal term for a right that belongs to the patient that restricts a clinician from disclosing, in legal proceedings, information that was given with assumed confidentiality. Confidentiality and privileged communication remain the rights of all patients of psychologists according to state law. However, some courts have determined that there are exceptions to confidentiality under compelling legal circumstances.

· If an individual is at risk of harming him/herself or another person, it is the psychologist’s duty to warn the person or family of the client, other responsible party, or the authorities (e.g. police) of risk in order to prevent harm to the patient or another person.

· If you become involve4d in a court case or proceeding, a judge can court-order the records.

It is Dr. Young’s legal responsibility to report any known or suspected cases of neglect or abuse of minors, elderly, or handicapped persons. She will not, if at all possible, inform such parties without first sharing that intention with you. However, she is required to disclose your health information to authorized federal officials who are conducting national security and intelligence activities or providing protective services to the President or other important officials. By law she cannot reveal when she has disclosed such information to the government.

Please bear in mind that Dr. Young is not able to give legal advice. If special or unusual concerns arise, it is strongly suggested that you consult an attorney.

If you are using your health insurance or an agency such as Vocational Rehabilitation to pay for all or part of your treatment, please be aware that these companies and other agencies require information about your therapy. In some cases, such as Vocational Rehabilitation, the results and full report will only be released to these agencies.

Should a copy of your records need to be sent to someone else, you must sign a form stating that you have given permission to release the copy of your records.

I understand that I have a right to read and request a copy of the Notice of Information Practices for this practice. 

I have read the above and understand the legal responsibility of Susan N. Young, Psy. D., and give permission to Susan N. Young, Psy. D. to make such decisions to disclose information when necessary.

____________________________________________                 _________________________

 Signature of Patient, Parent, or Legal Guardian
                              Date

Susan N. Young, Psy. D.

Licensed Psychologist/Clinical Neuropsychologist

Financial Arrangements 
We charge a fee for services provided. An individual may elect to pay for services in four ways:

1. Cash or check at the time of service

2. Mastercard or Visa

3. Full payment at the time services are rendered and you may submit your own insurance claim

4. As a courtesy, we will file your insurance claim for you. However, the information you provide is important in filing the claim correctly. We cannot be responsible for any misinformation provided. Actual coverage and payment provided by the insurance company cannot be determined accurately until an Explanation of Benefits is provided by your insurance carrier. We cannot accept responsibility for collecting or negotiating settlements or payments that are disputed or not a covered service with your insurance carrier. It is your responsibility to ensure all preauthorization is received prior to any visit. Co-payments, deductibles, or any out of pocket expenses are due at the time of service, unless previous arrangements have been made with this office.

Cancellation/No-Show Policy
Your appointment represents a valuable period of time that obligates the presence of you and Dr. Young. Should you need to change an appointment, please notify the office at least 24 hours in advance, and please call if there is an emergency or other problem that prevents you from being at your appointment on time.
If you fail to provide 24-hours notification of your intent to cancel or reschedule your appointment, or if you miss an appointment without notification, you may be charged $75.00 for a therapy session or $150.00 for an assessment session.

Emergencies

If your call to this office is answered by a voicemail, and your call is not an emergency, please leave a message and a return call will be made within one business day. If your call is an emergency, state as much on the voicemail and call the emergency contact number provided on the voicemail. Dr. Young will return your call as soon as possible. Should you be unable to wait for Dr. Young to return your call, please go to the nearest emergency room or call 911.

I have read and understand the above information. In addition, I certify that the information I have reported with regard to my insurance coverage is correct. I hereby authorize Susan N. Young, Inc. (Susan N. Young, Psy.D.) to file my insurance on my behalf and assign all benefits to which I am entitled to Susan N. Young, Inc. I authorize release of any information necessary to process my claim. A copy of this authorization may be used in place of the original. This assignment remains in effect until revoked by me in writing. I understand that I am financially responsible for all charges not covered or paid by my insurance carrier.

___________________________________________       _____________________________

Signed by patient or responsible party


Date

Susan N. Young, Psy. D.

Licensed Psychologist/Clinical Neuropsychologist

Credit/Debit Card Authorization Charge Form
Patient Name: __________________________________________________________________

Date: _________________________________________________________________________

Please Circle One:                          Master Card                       Visa

Name and Address Associated with Card:

Name: ________________________________________________________________________

Billing Address: ______________________________________________________________________________

 Street                                                                                City                        State             Zip

Card Number: __________________________________________________________________

Expiration Date:  ______________/______________

CVC Code (usually on back of card): ______________

By signing below, I give Dr. Susan N. Young, Psy.D. permission to use the card information provided only when it pertains to office visits, no shows, and late cancellation fees that may apply. 

_________________________________________________       _________________________

Patient (print name) 






Date

_________________________________________________       _________________________

Patient or Guardian Signature





Date

