
   Primary    Secondary 
   Phone:    Phone:

   □ Single      □ Engaged      □ Married      □ Separated      □ Divorced      □ Widowed

   □ Employment □ Auto Accident       □ Other accident □ None of these
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   Employment:  □ Full Time □ Part Time  □ Unemployed
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   Treatment is related to:
   School Status: □ Full Time □ Part Time  □ Not Attending school

   Gender:

   Marital Status:

   If Married, Spouse's Name:

   Date of Birth:    Age:
   Email:

   Name:
   Address:
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Eager Street Counseling 
POLICIES AND PROCEDURES  

1. CONFIDENTIALITY 
 All information obtained/derived by the course of 
treatment is fully confidential; disclosures you share with 
your therapist are confidential unless you have signed a 
Release of Information form  regarding the information.   
Exceptions to this guideline include instances when 1) the 
patient is a clear danger to (a) themselves or (b) others 
and, 2) instances when the patient is a minor (under the age of 18) and reports that he or she is or has been a 
victim of physical or sexual abuse, and 3) there is any 
suspected abuse to a child or adult. Please sign and date 
all Release of Information documents.  
In addition, cases are occasionally discussed by the clinic’s 
professional staff to obtain feedback and provide 
alternative treatment plans and continuity of care. Your signature on this form will allow this process to proceed 
smoothly. 
 2. COMMUNICATION 
 If there is an emergency and your therapist is unable to be 
reached, call 911 or go immediately to your local 
Emergency room. Please give your therapist at least 24 
hours to get back with you if you leave a message.  
I would like to receive a reminder of upcoming 
appointments by 
□ Text    □ Email    □ Voicemail    □ (None of these)   
 to ________________________________________  3. LENGTH OF SESSION 
 
Length of sessions are 45 minutes to an hour unless you 
and your therapist have made other arrangements. Please ensure you arrive a few minutes in advance of the 
appointment time to ensure prompt time of appointment. 

4. FEES AND PAYMENT 
 Payment is due at the time of service. We accept cash, all 
major credit cards, and checks made payable to MFM 
Therapy. A $30.00 service charge will be levied on all 
checks returned by a bank for insufficient funds. Our current fee per session is $60 per hour. If any or all 
outstanding balances are not paid, we reserve the right to 
release a client’s name and address to a collection agency. 
Also, a monthly interest fee of 2% will be charged for these balances until they are paid in full. If you are having 
problems financially please talk to your therapist. 
 5. INSURANCE 
 Eager Street Counseling is an out-of-network provider. 
Many insurance companies pay for out-of-network 
services. Your therapist will fill out any out of network 
insurance forms, which the client is then responsible for submitting to insurance companies. Client is responsible 
for entire charge of session, and if insurance accepts out 
of network benefits, insurance will reimburse client 
directly.  6. CANCELLATIONS AND MISSED APPOINTMENTS 
 
A cancelled appointment delays our work. When you must 
cancel, please give us at least 48 hours’ notice. If you are unable to provide at least 48 hours’ notice when you 
cancel, you will be charged the full fee for your session. 
(You should note that insurance companies do not 
reimburse for missed appointments). The only time we 
will waive this fee is in the event of serious or contagious illness or emergency. 
 
We trust that your involvement within our Clinical 
System will be helpful and profitable to you. If you have any questions regarding these arrangements or other 
aspects of your relationship with us, please discuss them 
with your therapist. 

 
  
 
This is to certify that I have read, understand, and agree to the terms stated in this document.  
 
___________________________________________    __________________ 
Client/Parent Signature       Date  
 
This is to certify that I have received a copy of the notice of Privacy Practices 
  
___________________________________________    __________________ 
Client/Parent Signature       Date 



Eager Street Counseling 
ELECTRONIC COMMUNICATION POLICY 

 
This policy serves to maintain clarity regarding our use of electronic modes of communication during your treatment. The use of various types of electronic communications is common and the preferred method of communication of many individuals, 
whether their relationships are social or professional. Many of these common modes of communication, however, put your 
privacy at risk and can be inconsistent with the law and with the standards of counseling. Consequently, this policy has been 
prepared to assure the security and confidentiality of your treatment and to assure that it is consistent with ethics and the law. 
 
If you have any questions about this policy, please feel free to discuss this with me. 
 EMAIL AND TEXT MESSAGING COMMUNICATIONS 
 
I use email communication and text messaging only with your permission and only for administrative purposes unless we 
have made another agreement. That means that email exchanges and text messages with my office should be limited to things 
like setting and changing appointments, billing matters and other related issues.  Please do not email me about clinical matters because email is not a secure way to contact me. If you need to discuss a clinical matter with me, please feel free to call 
me so we can discuss it on the phone or wait so we can discuss it during your therapy session.  
 
Because text messaging is a very unsecure mode of communication, I only use text messages to make, confirm, or reschedule appointments. 
 SOCIAL MEDIA 
 
I do not communicate with, or contact, any of my clients through social media platforms like Twitter and Facebook.  In 
addition, if I discover that I have accidentally established an online relationship with you, I will cancel that relationship.    
I participate on various social networks, but not currently in my professional capacity. If you have an online presence, there is 
a possibility that you may encounter me by accident. If that occurs, please discuss it with me during our time together. In 
addition, please do not try to contact me in this way. I will not respond and will terminate any online contact no matter how accidental. 
 WEB SEARCHES 
 
I will not use web searches to gather information about you without your permission. I believe that this violates your privacy rights; however, I understand that you might choose to gather information about me in this way. There is an incredible 
amount of information available about individuals on the internet, much of which may actually be known to that person and 
some of which may be inaccurate or unknown. If you encounter any information about me through web searches, or in any 
other fashion for that matter, please discuss this with me during our time together so that we can deal with it and its potential impact on your treatment.  
 
 
  
 
 
  
This is to certify that I have read, understand, and agree to the terms stated in this document.  
 ___________________________________________    __________________ 
Client/Parent Signature       Date 
 
 



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. 
Your health record contains personal information about you and your health.  This information about you that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services is 
referred to as Protected Health Information (“PHI”). This Notice of Privacy Practices describes how I may use and disclose your 
PHI in accordance with applicable law, including the Health Insurance Portability and Accountability Act (“HIPAA”), 
regulations promulgated under HIPAA including the HIPAA Privacy and Security Rules, and the ACA Code of Ethics.  It also describes your rights regarding how you may gain access to and control your PHI.  
 
I am required by law to maintain the privacy of PHI and to provide you with notice of my legal duties and privacy practices 
with respect to PHI. I am required to abide by the terms of this Notice of Privacy Practices.  I reserve the right to change the terms of the Notice of Privacy Practices at any time.  Any new Notice of Privacy Practices will be effective for all PHI that I 
maintain at that time. I will provide you with a copy of the revised Notice of Privacy Practices by sending a copy to you in the 
mail upon request or providing one to you at your next appointment.  
 HOW I MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU 
As a rule, I will disclose no information about you, or the fact that you are my patient, without your written consent. My 
formal Mental Health Record describes the services provided to you and contains the dates of our sessions, your diagnosis, 
functional status, symptoms, prognosis and progress, and any psychological testing reports. I have listed examples below of 
how I may use and disclose your PHI. After you have read this notice I will ask you to sign a consent form to let me use and share your information in these ways. Please note, if you do not consent and sign this form, I cannot treat you or your child. If 
you have any questions or concerns about how I may use your PHI, let’s talk about it. 
For Treatment.  Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, 
coordinating, or managing your health care treatment and related services. This includes consultation with clinical 
supervisors or other treatment team members.  I will disclose PHI to any other consultant only with your authorization.  
For Payment.  I may use and disclose PHI so that I can receive payment for the treatment services provided to you.  This will 
only be done with your authorization. Examples of payment-related activities are: making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services provided to you to 
determine medical necessity, or undertaking utilization review activities.  If it becomes necessary to use collection processes 
due to lack of payment for services, I will only disclose the minimum amount of PHI necessary for the purposes of collection.   
For Health Care Operations.  I may use or disclose, as needed, your PHI in order to support my business activities including, 
but not limited to, quality assessment activities, employee review activities, licensing, and conducting or arranging for other business activities. For example, I may share your PHI with third parties that perform various business activities (e.g., 
billing or typing services) provided I have a written contract with the business that requires it to safeguard the privacy of 
your PHI.   For training or teaching purposes PHI will be disclosed only with your authorization.  
Required by Law.  Under the law, I must disclose your PHI to you upon your request.  In addition, I must make disclosures to the 
Secretary of the Department of Health and Human Services for the purpose of investigating or determining my compliance with 
the requirements of the Privacy Rule. 

POSSIBLE USES & DISCLOSURES OF PHI WITHOUT CONSENT OR AUTHORIZATION 
Following is a list of the categories of uses and disclosures permitted by HIPAA without an authorization.  Applicable law and ethical standards permit me to disclose information about you without your authorization only in a limited number of 
situations.  Please note, if you wish to receive mental health services from me, you must sign the attached form indicating that 
you understand and accept my policies about confidentiality and its limits. We will discuss these issues now, but you may 
reopen the conversation at any time during our work together. 
Child Abuse or Neglect. If I have reason to suspect that a child is abused or neglected, I am required by Maryland law to report 
the matter immediately to state and/or local agencies that are authorized by law to receive such reports.  
Maryland law also requires that instances of childhood abuse that are disclosed by adults must also be reported to the 
appropriate agencies, even when the alleged perpetrator is deceased. It is my understanding that such reports are 
documented but not often investigated. However, it is important to note that I do not have any influence over the agency’s 
response to receiving such a report. In my experience, breaking the silence is often a part of the healing process for adult 



survivors of childhood abuse and neglect but having state law determine some of that can sometimes feel disempowering and 
perhaps even frightening. Please know that should you have an issue that falls under these circumstances, you and I will work 
together to address any concerns or feelings you may have while also ensuring compliance with state reporting requirements   
Elder or Vulnerable Adult Abuse. If I have reason to suspect that an elderly or incapacitated adult is abused, neglected or 
exploited, I am required by Maryland law to immediately notify state and/or local agencies that are authorized by law to 
receive such reports. 
Medical Emergencies.  I may use or disclose your PHI in a medical emergency situation to medical personnel only in order to prevent serious harm. I will try to provide you a copy of this notice as soon as reasonably practicable after the resolution of 
the emergency. 
Health Oversight.  If required, I may disclose PHI to a health oversight agency for activities authorized by law, such as audits, 
investigations, and inspections. Oversight agencies seeking this information include government agencies and organizations that provide financial assistance to the program (such as third-party payors based on your prior consent) and peer review 
organizations performing utilization and quality control.  
Maryland law requires that licensed social workers report misconduct by other social workers. By policy, I also reserve the 
right to report misconduct by health care providers of other professions. If you, yourself, are a social worker, the law requires that I take reasonable measures to assist the you in taking remedial action. In cases where you do not address the problem, or 
in any case in which welfare of a client appears to be in danger, I am required to report the impairment or incompetence to 
the Board of Social Work Examiners.   
Judicial and Administrative Proceedings. I may disclose your PHI pursuant to a subpoena (with your written consent), court order, administrative order or similar process. If I receive a subpoena for records or testimony, I will notify you so you can file 
a motion to quash (block) the subpoena. 
Public Safety. I may disclose your PHI if necessary to prevent or lessen a serious and imminent threat to the health or safety of 
a person or the public.  If information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat.  
Public Health.  If required, I may use or disclose your PHI for mandatory public health activities to a public health authority 
authorized by law to collect or receive such information for the purpose of preventing or controlling disease, injury, or 
disability, or if directed by a public health authority, to a government agency that is collaborating with that public health authority. 
Workers Compensation.  If you file a worker's compensation claim, I am required by law, upon request, to submit your 
relevant mental health information to you, your employer, the insurer, or a certified rehabilitation provider. 
Records of Minors.  Maryland has a number of laws that limit the confidentiality of the records of minors. For example, parents, regardless of custody, may not be denied access to their child’s records, except if the parent’s authority to consent to 
health care for the minor has been specifically limited by a court order or a valid separation agreement entered into by the 
parents of the minor. Other circumstances may also apply, and we will discuss these in detail if I provide services to minors. 
Deceased Patients.  I may disclose PHI regarding deceased patients as mandated by state law, or to a family member or friend that was involved in your care or payment for care prior to death, based on your prior consent. A release of information 
regarding deceased patients may be limited to an executor or administrator of a deceased person’s estate or the person 
identified as next-of-kin.  PHI of persons that have been deceased for more than fifty (50) years is not protected under HIPAA. 
Family Involvement in Care. I may disclose information to close family members or friends directly involved in your treatment based on your consent or as necessary to prevent serious harm. 
Law Enforcement.  I may disclose PHI to a law enforcement official as required by law, in compliance with a subpoena (with 
your written consent), court order, administrative order or similar document, for the purpose of identifying a suspect, material witness or missing person, in connection with the victim of a crime, in connection with a deceased person, in 
connection with the reporting of a crime in an emergency, or in connection with a crime on the premises. 
Specialized Government Functions.  I may review requests from U.S. military command authorities if you have served as a member of the armed forces, authorized officials for national security and intelligence reasons and to the Department of State 
for medical suitability determinations, and disclose your PHI based on your written consent, mandatory disclosure laws and 
the need to prevent serious harm. 
Research.   PHI may only be disclosed after a special approval process or with your authorization.  
Verbal Permission. I may also use or disclose your information to family members that are directly involved in your treatment 
with your verbal permission. 



With Authorization.   Uses and disclosures not specifically permitted by applicable law will be made only with your written 
authorization, which may be revoked at any time, except to the extent that I have already made a use or disclosure based upon 
your authorization.  The following uses and disclosures will be made only with your written authorization: (a) most uses and disclosures of psychotherapy notes which are separated from the rest of your medical record; (b) most uses and disclosures of 
PHI for marketing purposes, including subsidized treatment communications; (c) disclosures that constitute a sale of PHI; and 
(d) other uses and disclosures not described in this Notice of Privacy Practices. 

YOUR RIGHTS AND MY DUTIES REGARDING YOUR PHI 
You have the following rights regarding PHI I maintain about you.  To exercise any of these rights, please submit your request 
in writing to me at Eager Street Counseling, 10 West Eager Street, Baltimore, Maryland, 21201. 
Right of Access to Inspect and Copy.  You have the right, which may be restricted only in exceptional circumstances, to inspect and copy PHI that is maintained in a “designated record set”. A designated record set contains mental health/medical and 
billing records and any other records that are used to make decisions about your care.  Your right to inspect and copy PHI will 
be restricted only in those situations where there is compelling evidence that access would cause serious harm to you or if the 
information is contained in separately maintained psychotherapy notes.  I may charge a reasonable, cost-based fee for copies. 
If your records are maintained electronically, you may also request an electronic copy of your PHI.  You may also request that 
a copy of your PHI be provided to another person. 
Right to Amend.  If you feel that the PHI I have about you is incorrect or incomplete, you may ask me to amend the 
information although I am not required to agree to the amendment. If I deny your request for amendment, you have the right 
to file a statement of disagreement with me. I may prepare a rebuttal to your statement and will provide you with a copy. I 
may deny your request if you ask me to amend information that: (a) was not created by me; I will add your request to the information record; (b) is not part of the medical information kept by me; (c) is not part of the information which you would 
be permitted to inspect and copy; (4) is accurate and complete. Please contact me if you have any questions.  
Right to an Accounting of Disclosures.  You have the right to request an accounting of certain of the disclosures that I make of 
your PHI.  I may charge you a reasonable fee if you request more than one accounting in any 12-month period. 
Right to Request Restrictions.  You have the right to request a restriction or limitation on the use or disclosure of your PHI for 
treatment, payment, or health care operations.  I am not required to agree to your request unless the request is to restrict 
disclosure of PHI to a health plan for purposes of carrying out payment or health care operations, and the PHI pertains to a health care item or service that you paid for out of pocket. In that case, I am required to honor your request for a restriction. 
To request restrictions, you must make your request In writing, and tell me: (a) what information you want to limit; (b) 
whether you want to limit my use, disclosure or both; and (c) to whom you want the limits to apply. 
Right to Request Confidential Communication.  You have the right to request that I communicate with you about health 
matters in a certain way or at a certain location.  (For example, you may not want a family member to know that you are seeing me. Upon your request, I will send your bills to another address. You may also request that I contact you only at work, 
or that I do not leave voice mail messages.) I will accommodate reasonable requests.  I may require information regarding how 
payment will be handled or specification of an alternative address or other method of contact as a condition for 
accommodating your request.  I will not ask you for an explanation of why you are making the request.  
Breach Notification. If there is a breach of unsecured PHI concerning you, I may be required to notify you of this breach, 
including what happened and what you can do to protect yourself. 
Right to a Copy of this Notice.  You have the right to a copy of this notice. Changes to this notice:  I reserve the right to change my policies and/or change this notice, and to make the changed notice effective for medical information I already have about 
you as well as information I receive in the future. The notice will contain the effective date. A new copy will be given to you or 
posted in the waiting room. I will have copies of the current notice available upon request. 

COMPLAINTS 
If you believe I have violated your privacy rights, you have the right to file a complaint in writing with the Secretary of Health 
and Human Services at 200 Independence Avenue, S.W.  Washington, D.C. 20201 or by calling (202) 619-0257.  Filing a 
complaint will not change the health care I provide to you in any way. Also, you may have other rights that are granted to you by the laws of our state, and these may be the same as or different from the rights described above. I am happy to discuss these 
situations with you now or as they arise. If you have any questions regarding this notice or the health information privacy 
policies herein, please don’t hesitate to contact me. I will not retaliate against you for filing a complaint.   


