Suzanne Bachman Ivey, Ph.D.
CHILD, ADOLESCENT, ADULT AND FAMILY PSYCHOLOGY
345 Knechtel Way NE, Suite 111
18777 Ninth Avenue, Suite 5
Bainbridge Island, WA 98110
Poulsbo, WA 98370
Tel: (206) 842-9949 -- Fax: (206) 780-0824

PSYCHOTHERAPIST-PATIENT SERVICES AGREEMENT
Welcome to my practice. The following information is provided to assist you in making informed
choices as you exercise your privilege and responsibility to choose appropriate professional
assistance for your child and/or yourself. This document (the Agreement) contains important
information about my professional services and business policies. It also contains summary
information about the Health Insurance Portability and Accountability Act (HIPAA), a federal
law that provides privacy protections and patient rights with regard to the use and disclosure of
your Protected Health Information (PHI) used for the purpose of treatment, payment, and health
care operations. HIPAA requires that I provide you with a Notice of Privacy Practices (the
Notice) for use and disclosure of PHI for treatment, payment and health care operations. The
Notice, which is attached to this Agreement, explains HIPAA and its application to your personal
health information in greater detail. The law requires that I obtain your signature acknowledging
that I have provided you with this information at the end of this session. Although these
documents are long and sometimes complex, it is very important that you read them carefully
before our next session. We can discuss any questions you have about the procedures at that time.
When you sign this document, it will also represent an agreement between us. You may revoke
this Agreement in writing at any time. That revocation will be binding on me unless I have taken
action in reliance on it; if there are obligations imposed on me by your health insurer in order to
process or substantiate claims made under your policy; or, if you have not satisfied any financial
obligations you have incurred.
PROFESSIONAL QUALIFICATIONS AND EXPERIENCE
I have the following professional credentials:
A.
B.
D.
E.

A Ph.D. Degree in clinical psychology from a university graduate program
accredited by the American Psychological Association.
Completion of an APA-approved pre-doctoral internship.
The additional training and experience required for listing in the National
Register of Health Service Providers in Psychology.
Licensure as a Psychologist in Washington State (#1604).

I received my M.A. and Ph.D. in Clinical Psychology from Bowling Green State University in
1975, having completed an NIMH-funded pre-doctoral internship at Fort Logan Mental Health
Center in Denver, CO.
After completing my doctorate, I was an Assistant Professor in the Ph.D program in ClinicalCommunity Psychology at the University of South Carolina, and then became Director of
Training in Psychology at Children’s Memorial Hospital in Chicago. I have been in part-time
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private practice since 1975 and in full time private practice in Washington since 1992.

THERAPEUTIC ORIENTATION
The preponderance of my current practice is individual psychotherapy with adults and
adolescents, although I also see children (including infants) and have considerable training and
experience in treating children of all ages, particularly in health related and stress issues.
Although most of my work is in individual therapy, I also work with families, and incorporate
family therapy when indicated in my work with children and adolescents. I also work with
couples, but with rare exception (e.g. management of health issues) I do not move into couple
therapy from individual work, as this raises issues of bias and confidentiality of the individual
work, and is not in the best interest of any party involved.
I frequently use formal psychological assessment tools to inform treatment with my clients, and
may provide such consultation services to other therapists to assist in treatment. However, my
own practice is treatment oriented: I do not do forensic (legal) evaluations, such as child
custody, sexual or physical abuse evaluations, nor forensic neuropsychological evaluations,
nor testing for employment certification. Any clinical evaluations done will not allow me to
render an expert opinion in any legal proceeding.
My treatment approach is primarily Cognitive Behavioral Therapy (CBT) within the context of
bio-psycho-social and developmental factors. That means that I believe that our present behavior,
emotions and interactions are a function of biological factors, our habitual thoughts and
perceptions, our experiences, and the demands of our immediate environment. Effective
interventions are based on well-established conceptual models and solid data, but that information
must be accessible to the individual. Thus, I help identify how the factors coming from each of
these areas influences your present situation, and what resources are available to elicit change to
move you to your objective. I draw upon my training in Cognitive Behavior Therapy (CBT),
Mindfulness Based Stress Reduction (MBSR) and Dialectical Behavior Therapy (DBT). Whether
your goal is defeating anxiety, mastering painful depression, managing pain or illness, making a
difficult decision, or helping your child establish a sleep pattern, my objective is that you will
gain insight and skills that will be generalized, and will be informed by the best and most current
information available to me in evidence-based models of treatment.

THE PROCESS OF EVALUATION AND THERAPY
I seek to provide an environment of trust, security, confidence and confidentiality in which
change can best occur. I work closely with medical providers when medical therapies are
indicated. With the client’s permission, I also work collaboratively with other professionals and
community resources. Above all, I respect the capability of the people who seek my services to
make changes in a healthy direction, and I honor the energy, time and resources that go into this
process.
Accurate assessment and effective treatment requires a collaborative working relationship
between the patient, parents and other family members, and the psychologist, while still
respecting treatment boundaries and the confidentiality of the individual patient. Patient, parents
and other family members will need to communicate as honestly as possible and actively
participate in the evaluation and treatment. My responsibility is to do my best in providing
services tailored to your needs, and to use my experience and knowledge to work with you to
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achieve your goals for your child/adolescent and/or yourself. Please feel free to ask me questions
or bring up any concerns you might have about the evaluation, the treatment approaches and
progress in therapy. You (and/or your adolescent child) may - at any time - request a change in
approach, pace the therapy differently, take a break in treatment, request a referral elsewhere, or
refuse treatment. I see my job as supporting you with the best information and understanding that
I can provide so that you can make decisions about what you or what your child/adolescent and
you need, but I know that ultimately it is up to the individual and family to decide how best to
proceed.
You should be aware that psychotherapy can have benefits and risks. Since therapy often involves
discussing unpleasant aspects of life, you and/or your child may experience uncomfortable
feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. On the other hand,
psychotherapy has also been shown to have many benefits. Therapy often leads to better
relationships, solutions to specific problems, and significant reductions in feelings of distress.
However, there are no guarantees of what will happen in any particular course of treatment.
MEETINGS
If psychotherapy is begun, I will usually schedule one 55-minute session (one appointment hour
of 55 minutes duration from the scheduled meeting time) every week or two at a time we agree
on, although some sessions may be longer or more frequent. The appointment times scheduled
with me are reserved entirely for you. Once an appointment hour is scheduled, you will be
expected to pay for it unless you cancel a full working day in advance. [Of course, you will
not be charged if you let us know if there is a medical or other emergency that prevents you from
keeping the appointment.] It is important to note that insurance companies do not provide
reimbursement for cancelled sessions. The fee charged will be at a rate of $75 per clinical
session.
PROFESSIONAL FEES
The following fees for psychological services apply to all clients. It is important for you to
contact your insurer to be informed of your coverage and parameters, as you ultimately will be
responsible for the cost of services provided. If you are not covered for services by an insurer
and you wish to pay for services yourself at the time of service, you may pay the discounted fee,
as this avoids the time and expense of billing for the service. Similarly, I appreciate receiving
payment for co-payments at the time of service.
Appointments are generally 55 to 60 minutes long and begin at the time scheduled. The fee for
an Initial Diagnostic Evaluation is $225 [$175 self-pay at the time of service], because I spend
additional time reviewing the consultation, collecting relevant records, and formulating my initial
diagnostic impression. This assists our work in later sessions and allows me to better
communicate with the referring party if indicated.
The fee for a 55 - 60 minute Individual Therapy session is $160 [$140 self-pay at time of
service], while Family Therapy sessions are $170 [$145 self-pay at time of service], and Group
Therapy sessions are $90. Psychological Testing is $180 [$140 self-pay at time of service] per
hour, and you will be billed for both the time spent administering the tests and the time involved
in scoring and interpreting the results and producing the report. (Behavioral rating scales are
considered one hour of psychological testing time). I will try to estimate for you the time
involved before we decide on any formal psychological testing.
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It is often important to talk with you on the phone around clinical matters, and to have phone
contacts with teachers or others working with your child or adolescent, or to produce letters and
reports. The fee for such activities may be assessed at $30 for each ten minutes or part thereof.
Insurance companies will not reimburse for such activities, so these charges are your
responsibility. HOWEVER, do not hesitate to call me if there is an emergency; if you have
concerns about the charge for the telephone call in such circumstances just let me know and I will
adjust the charge.
You should recognize that - depending on your insurance carrier - the actual fee allowed for each
of these services, and the part of the bill you are responsible for, may vary significantly from
those quoted above. I encourage you to consult with your insurance provider to determine actual
fees allowed. I am a preferred provider for many of the major insurers serving our area, and the
fees are set by that contract, including your copay. However, in the event that the insurer does
not cover some services, e.g. consultation with other professionals, extensive phone consults, or
psychological testing, then you will be responsible for those charges at the rates described above.
If you become involved in legal proceedings that require my participation, you will be expected
to pay for all of my professional time, including preparation and transportation costs, even if I am
called to testify by another party. [Because of the difficulty of legal involvement, I charge $300
per hour for preparation and attendance at any legal proceeding, which may require a full day
reservation due to uncertainty of court dockets.]
CONTACTING ME
I can be reached Monday through Thursday at (206) 842-9949. If I am unable to answer directly,
you can leave a message on my confidential voice mail, which picks up messages from both lines.
Please be advised that it can take up to 24 hours before messages are actually deposited in my
voicemail box. I do monitor my voicemail regularly, and endeavor to return all messages
received even after hours on a timely basis within 24 hours on weekdays, and by the next working
day on weekends and holidays.
While I am usually in my office between 11 a.m. and 8 p.m. Monday through Thursday, I will not
answer when I am with a patient. If you need to reach me on a more urgent basis, please call my
cellphone at (206) 618-2574 and leave a message if necessary. While I still will not be able to
answer if I am in session, I will at least be advised more immediately of your call, and will be
able to respond on in a timelier manner.
Please be aware that, if you are calling on your cellular phone, or if I need to return your call on
my cell phone, our conversation cannot be assumed to be confidential, because of the nature of
cellular transmissions. You may wish to limit your discussion accordingly.
Similarly, you can reach me by email at SuzanneIvey@AgatePassage.com, but again you should
be aware that due to the nature of email, even with our existing encryption procedures, our
communication may not be assumed to be confidential, so you may wish to limit information
accordingly.
When leaving a message, please always leave all of your call-back number(s), even if you
think I have them, as I may not have these readily available. I will make every effort to return
your call on the same day you make it, with the exception of weekends and holidays. If you are
difficult to reach, please inform me of some times when you will be available.
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If you are unable to reach me and feel that you can’t wait for me to return your call, contact your
family physician, the Crisis Clinic of the Peninsulas (800 843-4793) or the King County Crisis
Clinic (866-4CRISIS), or the nearest emergency room and ask for the mental health specialist on
call.
If I will be unavailable for an extended time, I will inform you in advance of my expected
absence and will provide you with the name of a colleague to contact, if necessary, while I am
gone.

LIMITS ON CONFIDENTIALITY
The law protects the privacy of all communications between a patient and a psychologist. In most
situations, information about treatment can only be released to others if the patient or his/her legal
representative (if 13 years of age or older) or the patient’s custodial parent or legal guardian (if
the patient is younger than 13) sign a written Authorization form that meets certain legal
requirements imposed by state law and/or HIPAA. With signature of a proper Authorization
form, I may disclose information in the following situations:
•

I may occasionally find it helpful to consult other health and mental health professionals
about a case. If I consult with a professional who is not involved in your treatment, I
make every effort to avoid revealing your identity. These professionals are legally bound
to keep the information confidential. If you don’t object, I will not tell you about these
consultations unless I feel that it is important to our work together. I will note all
consultations in your Clinical Record (which is called “PHI” in my Notice of
Psychologist’s Policies and Practices to Protect the Privacy of Your Health Information).

•

I may also have a contract with a billing firm. As required by HIPAA, I would have a
formal business associate contract with this business, in which it promises to maintain the
confidentiality of this data except as specifically allowed in the contract or otherwise
required by law. If you wish, I can provide you with the names of these organizations
and/or a blank copy of this contract.

•

Disclosures required by health insurers or to collect overdue fees are discussed elsewhere
in this Agreement.

•

If you are involved in a court proceeding and a request is made for information
concerning the professional services I provided you, such information is protected by the
psychologist-patient privilege law. I cannot provide any information without 1) your
written authorization, or 2) a court order requiring the disclosure. If my records are
subpoenaed, I would have to provide them unless you inform me that you are seeking a
protective order against my compliance with a subpoena that has been properly served on
me and of which you have been notified in a timely manner. If you are involved in or
contemplating litigation, you should consult with your attorney about likely required
court disclosures.

There are some situations where I am permitted or required to disclose information without either
your consent or Authorization:
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•

If a government agency is requesting the information for health oversight activities, I may
be required to provide it for them.

•

If a patient files a complaint or lawsuit against me, I may disclose relevant information
regarding that patient in order to defend myself.

•

If a patient files a worker’s compensation claim, and the services I am providing are
relevant to the injury for which the claim was made, I must, upon appropriate request,
provide a copy of the patient’s record to the patient’s employer and the Department of
Labor and Industries.

There are some situations in which I am legally obligated to take actions, which I believe are
necessary to attempt to protect others from harm and I may have to reveal some information
about a patient’s treatment. These situations are unusual in my practice.


If I have reasonable cause to believe that a child has suffered abuse or neglect, the law
requires that I file a report with the appropriate government agency, usually the
Department of Social and Health Services. Once such a report is filed, I may be required
to provide additional information.



If I have reasonable cause to believe that abandonment, abuse, financial exploitation, or
neglect of a vulnerable adult has occurred, the law requires that I file a report with the
appropriate government agency, usually the Department of Social and Health Services.
Once such a report is filed, I may be required to provide additional information.

•

If I reasonably believe that there is an imminent danger to the health or safety of the
patient or any other individual, I may be required to take protective actions. These actions
may include notifying the potential victim, contacting the police, seeking hospitalization
for the patient, or contacting family members or others who can help provide protection.

If such a situation arises, I will make every effort to fully discuss it with you before taking any
action and I will limit my disclosure to what is necessary.
Finally, parents and other family members should keep in mind that information disclosed about
themselves or other family members resides in the patient’s chart, and can be disclosed under the
guidelines reviewed above; they have no independent right of confidentiality around information
they provide in the course of the patient’s assessment and treatment.
While this written summary of exceptions to confidentiality should prove helpful in informing
you about potential problems, it is important that we discuss any questions or concerns that you
may have now or in the future. The laws governing confidentiality can be quite complex, and I
am not an attorney. In situations where specific advice is required, formal legal advice may be
needed.
ADOLESCENTS & PARENTS
Adolescent patients between the ages of 13 and 18 generally have control over disclosure of
information (including to parents), although I may disclose information to parents without
permission if I believe it to be in the adolescent’s best interests. Patients under 18 years of age
who are not emancipated, and their parents, should be aware that the law may allow parents to
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examine their child’s treatment records. Under Washington State law, adolescents may also
request and receive outpatient treatment without the consent of the patient’s parents. The control
over information provided by children younger than 13 resides with the custodial parent(s).
However, therapy with any child or adolescent (or adult) works best within an atmosphere of trust
and privacy, where the child or adolescent can reveal and discuss sensitive matters without fear of
reprisal or causing hurt to others. Most children will not open up and reveal information if they
are aware that the information will be disclosed. While the goal of treatment is to help the child
or adolescent and parents discuss matters in a healthy manner, I would ask you to respect your
child’s need for privacy in their individual contacts with me, and to understand that I will be
talking with your child or adolescent about what information and feedback they feel comfortable
with me giving you. Before giving parents any information, I will discuss the matter with the
child, if possible, and do my best to handle any objections he/she may have.
As a parent myself, I understand the concerns parents have about their child in treatment, and
their interest in knowing how the session went or what was discussed. However, I also urge
parents to be aware that their child leaving a session may still be processing our session. Some
children and teens will openly discuss the session, but it is in your and your child’s best interest
and to honor the child’s right to privacy by not immediately inquiring about the session unless the
child actively initiates or engages you in this conversation.
It is my policy to request that parents of adolescents agree that they consent to give up access to
their adolescent’s records unless the adolescent gives express Authorization. If they agree, during
treatment I will provide them only with general information about the progress of the child’s
treatment, and his/her attendance at scheduled sessions. I can also provide parents with a
summary of their child’s treatment when it is complete. With adolescents, any other
communication will require the adolescent’s Authorization, unless I feel that the adolescent is in
danger or is a danger to someone else, in which case, I will notify the parents of my concern.
If I am seeing a child or adolescent whose parents are separated or divorced, I may require both
parents to sign an agreement stipulating that the treatment of the child, including treatment notes,
assessment for treatment, recommendations, testimony and all other professional communications
will not enter into any litigation between parents. Issues of parenting plans, and the conflict
underlying them frequently are stressful for children, who are often protective of both parents and
must be comfortable with the sanctity of the therapy they are doing, which may be the one place
they can express their own feelings without hurting either parent, or contributing to an already
stressful situation. Assessment of parenting and placement according to best interest of the child
is a highly specialized field, and as such requires consideration far beyond the information
gathered in the course of individual treatment of a child even if parental consultation is included.
PROFESSIONAL RECORDS
You should be aware that, pursuant to HIPAA, I have the option of keeping Protected Health
Information about you in two sets of professional records. One set would constitute your Clinical
Record. It includes information about your reasons for seeking therapy, a description of the ways
in which your problem impacts on your life, your diagnosis, the goals that we set for treatment,
your progress towards those goals, your medical and social history, your treatment history, any
past treatment records that I receive from other providers, reports of any professional
consultations, your billing records, and any reports that have been sent to anyone, including
reports to your insurance carrier.
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Except in the unusual circumstance that I conclude disclosure could reasonably be expected to
cause danger to the life or safety of the patient or any other individual or that disclosure could
reasonably be expected to lead to the patient’s identification of the person who provided
information to the me in confidence under circumstances where confidentiality is appropriate,
you may examine and/or receive a copy of your Clinical Record, if you request it in writing.
Because these are professional records, they can be misinterpreted and/or upsetting to untrained
readers. For this reason, I recommend that you initially review them in my presence, or have them
forwarded to another mental health professional so you can discuss the contents. [I am sometimes
willing to conduct this review meeting without charge.] In most situations, I am allowed to charge
a copying fee of 65 cents per page for the first 30 pages and 50 cents per page after that, and a
$15 clerical fee. I may withhold your Record until the fees are paid. The exceptions to this policy
are contained in the attached Notice Form. If I refuse your request for access to your records, you
have a right of review, which I will discuss with you upon request.
In addition, I may also keep a set of Psychotherapy Notes. These Notes would be for my own use
and are designed to assist me in providing you with the best treatment. While the contents of
Psychotherapy Notes vary from client to client, they can include the contents of our
conversations, my analysis of those conversations, and how they impact on your therapy. They
also contain particularly sensitive information that you may reveal to me that is not required to be
included in your Clinical Record. These Psychotherapy Notes are kept separate from your
Clinical Record. While insurance companies can request and receive a copy of your Clinical
Record, they cannot receive a copy of your Psychotherapy Notes without your signed, written
Authorization. Insurance companies cannot require your Authorization as a condition of coverage
nor penalize you in any way for your refusal. You may examine and/or receive a copy of your
Psychotherapy Notes unless I determine that knowledge of the health care information would be
injurious to your health or the health of another person, or could reasonably be expected to lead to
your identification of an individual who provided the information in confidence and under
circumstances in which confidentiality was appropriate, or contain information that was compiled
and is used solely for litigation, quality assurance, peer review, or administrative purposes, or is
otherwise prohibited by law.

PATIENT RIGHTS
HIPAA provides you with several new or expanded rights with regard to your Clinical Records
and disclosures of protected health information. These rights include requesting that I amend your
record; requesting restrictions on what information from your Clinical Records is disclosed to
others; requesting an accounting of most disclosures of protected health information that you
have neither consented to nor authorized; determining the location to which protected information
disclosures are sent; having any complaints you make about my policies and procedures recorded
in your records; and the right to a paper copy of this Agreement, the attached Notice form, and
my privacy policies and procedures.
Under Washington State law you also have the right to: a) have full and complete knowledge of
my qualifications and training; b) be fully informed regarding the terms under which services
will be provided; c) discuss your treatment with anyone you choose, including another therapist;
d) have a detailed explanation of any procedure or form of treatment prior to its initiation; e)
have access to your treatment records, ask to have a copy of and to correct those records, and to
have pertinent information shared with another therapist, or any other party, provided you sign a
Release of Information form;
f)
request a copy of the ethics code and other
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guidelines/procedures that govern the practice of psychology; and g) terminate treatment at any
time and receive a referral to another therapist.
If at any time you believe I have acted in an unprofessional or unethical manner, please advise me
so that the problem can be clarified and resolved. If we are unable to resolve the matter,
questions or complaints may also be directed to the:
Examining Board of Psychology
Department of Health
1300 Quince Street SE, PO Box 47869
Olympia, WA 98504-7869
Inquiries: (360) 753-2147
BILLING AND PAYMENTS
You will be expected to pay for each session at the time it is held, unless we agree otherwise or
unless you have insurance coverage that requires another arrangement. Payment schedules for
other professional services will be agreed to when they are requested. In circumstances of unusual
financial hardship, I may be willing to negotiate a payment installment plan. I prefer to have
copayments paid at the time of service, when that amount is determined.
In the unusual circumstances that your account has not been paid for more than 60 days and
arrangements for payment have not been agreed upon, I may charge an interest charge of 12% per
annum until paid, and have the option of using legal means to secure the payment. This may
involve hiring a collection agency or going through small claims court which will require me to
disclose otherwise confidential information. In most collection situations, the only information I
release regarding a patient’s treatment is his/her name, the nature of services provided, and the
amount due. If such legal action is necessary, its costs will be included in the claim.
INSURANCE REIMBURSEMENT
In order for us to set realistic treatment goals and priorities, it is important to evaluate what
resources you have available to pay for your treatment. If you have a health insurance policy, it
will usually provide some coverage for mental health treatment. I will fill out forms and provide
you with whatever assistance I can in helping you receive the benefits to which you are entitled;
however, you (not your insurance company) are responsible for full payment of my fees. It is very
important that you find out exactly what mental health services your insurance policy covers,
including requirements for preauthorization, deductibles, copayments, limitations on
number of sessions, excluded services (e.g. family therapy or psychological testing) and any
diagnostic exclusions.
Health insurance policies vary considerably in the extent to which they provide reimbursement
for psychological services and the procedures necessary to obtain financial coverage for any
services delivered. I strongly encourage you to check with the benefits office of your
insurance company to determine the extent of your coverage for outpatient mental health
services and any procedures that need to be followed, in advance of the first session. Most
insurance companies maintain online information about your policy, and have telephone
resources for your inquiry, as you are their customer. I encourage you to be informed about your
healthcare coverage, including determining that I am on their provider list. Failure to do so may
result in you being responsible for all charges. You should carefully read the section in your
insurance coverage booklet that describes mental health services. If you have questions about the
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coverage, call your plan administrator. Of course, I will be happy to help you in understanding
the information you receive from your insurance company. If it is necessary, I will be willing to
call the company on your behalf.
Due to the rising costs of health care, insurance benefits have increasingly become more complex.
It is sometimes difficult to determine exactly how much mental health coverage is available.
“Managed Health Care” plans such as HMOs and PPOs often require authorization before they
provide reimbursement for mental health services. These plans may be limited to short-term
treatment approaches designed to work out specific problems that interfere with a person’s usual
level of functioning. It may be necessary to seek approval for more therapy after a certain number
of sessions. While much can be accomplished in short-term therapy, some patients feel that they
need more services after insurance benefits end. Some managed-care plans will not allow me to
provide services to you once your benefits end. If this is the case, I will do my best to find another
provider who will help you continue your psychotherapy.
You should also be aware that your contract with your health insurance company requires that I
provide it with information relevant to the services that I provide to you. I am required to provide
a clinical diagnosis. Sometimes I am required to provide additional clinical information such as
treatment plans or summaries, or copies of your entire Clinical Record. In such situations, I will
make every effort to release only the minimum information about you that is necessary for the
purpose requested. This information will become part of the insurance company files and will
probably be stored in a computer. Though all insurance companies claim to keep such
information confidential, I have no control over what they do with it once it is in their hands. In
some cases, they may share the information with a national medical information databank. I will
provide you with a copy of any report I submit, if you request it. By signing this Agreement, you
agree that I can provide requested information to your carrier.
Once we have all of the information about your insurance coverage, we will discuss what we can
expect to accomplish with the benefits that are available and what will happen if they run out
before you feel ready to end your sessions. It is important to remember that you always have the
right to pay for my services yourself to avoid the problems described above [unless prohibited by
contract].
OTHER INFORMATION
You may ask to review the brochure on Psychologists put out by the Washington State
Department of Health. Again, please feel free to discuss any of the above information or other
concerns that you may have with me at any time.

Suzanne Bachman Ivey, Ph.D.
Revision: 4/1/2015
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YOUR SIGNATURE BELOW INDICATES THAT HAVE RECEIVED THIS
AGREEMENT AND THE HIPAA NOTICE FORM DESCRIBED ABOVE

____________________________________________

Date: ___________________

Patient (if 13 or older)

____________________________________________

Date: ___________________

Parent

____________________________________________

Date: ___________________

Parent

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS
AGREEMENT AND AGREE TO ITS TERMS AND ALSO SERVES AS AN
ACKNOWLEDGEMENT THAT YOU HAVE RECEIVED THE HIPAA NOTICE
FORM DESCRIBED ABOVE

____________________________________________

Date: ___________________

Patient (if 13 or older)

____________________________________________

Date: ___________________

Parent

____________________________________________
Parent

Rev. 04/1/2015
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Date: ___________________

