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Welcome 
 

Welcome to my practice. I am pleased to have the opportunity to work with you and I 

look forward to meeting with you soon. My therapeutic orientation generally includes a 

combination of psychodynamic and cognitive-behavioral approaches. I help people 

recognize patterns in their behavior, gain insight into their emotions, thoughts, and 

behavior, create meaningful change, approach difficulties in interpersonal relationships, 

reduce stress, cope with anxiety and depression, and improve their outlook on life. I tend 

to be active in the therapeutic process and I feel that trust, empathy, and acceptance are 

essential for effective psychotherapy. During the first few sessions, we will explore how I 

can best help you. We will work toward clarifying your problem areas, therapeutic needs, 

and treatment goals. I will do my best to help you feel comfortable with me, to provide an 

opportunity for you to express your concerns, and ask any questions you might have. I 

will then be able to offer you some recommendations about the most helpful way for us 

to go about working together. 

 

The enclosed materials answer some of the most common questions patients have about 

my practice and it contains information about my professional services and business 

policies. Please read it over before your first visit. The better informed you are as a client, 

the more you will be able to get out of your sessions. There are forms included in this 

packet for you to fill out and bring to your first session. If you are attending a couples’ 

therapy session, I ask that both partners please read and complete the forms included in 

this packet. If you have any questions or concerns about the information in this packet or 

about the information I am requesting from you, feel free to leave the section blank for 

now and we can discuss your questions or concerns at the beginning of your first session. 

Please plan on your first session being 55 minutes.  

 

INFORMATION REGARDING PSYCHOTHERAPY 
 

There are many different methods I will be choosing from in our work together 

depending on your particular problems, treatment goals, and therapeutic needs. It is 

important for you to know that psychotherapy can have risks and benefits. Since therapy 

often involves discussing unpleasant aspects of your life, you may at times experience 

uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. 

It can also lead to unexpected changes such as changes in your relationships or 

hospitalizations. On the other hand, psychotherapy can and has been shown to have many 

benefits. It can result in significant reductions in feelings of distress. It can also result in 

solutions to specific problems, increased feelings of well-being and connectedness, and 

improved relationships. While there are no guarantees of what you will achieve, there is a 

definite relationship between the work you put into your therapy and the results you 

obtain over time. We will explore your progress as we continue in our work together. If 

you have questions or concerns about my practice or my approach to working with you, 

please bring up your questions or concerns whenever they arise. 
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FEE POLICY 

  
Fees: 

If you choose to use your health insurance for your psychotherapy visits, your fee and co-

pay will be determined by your insurer. Your policy may have limits on the number of sessions 

for which they will cover your fee and sessions after that point will be self-pay. Furthermore, at 

some point during your treatment, the insurer may take over treatment planning. They may also 

decide the minimum number of sessions required to treat you and the frequency of your sessions. 

It is your responsibility to be aware of your insurance policy’s coverage and limitations as well as 

any deductibles you might have. Feel free to discuss the details of your particular policy with me.  

I currently am accepting Excellus Blue Cross Blue Shield plans and Aetna.  If you have another 

insurance carrier or you choose to pay out of pocket, the fee for a 55 minute session is $150.  

Many insurance companies will reimburse you for some portion of the fee.  You can call your 

insurance company and ask them for their reimbursement rates for “out of network providers”. 

 

Payments:  

Payment is due at the time of each visit. Your payment can be in cash (exact amount 

please) or by personal check. If you bring a personal check, please have the check ready when 

you come to the session. If you do not bring your payment or co-payment to the session, there 

will be a $10 charge applied to your account each time this occurs. There is a $30.00 fee for each 

returned check to cover accounting and bank fees.  

 

Late Fee:  

Balances not paid within 90 days will be turned over for collection unless a prior 

financial arrangement has been agreed upon. Any collection costs and/or reasonable attorney fees 

accrued will be added to your overdue balance. You consent to my giving your personal 

information to a collection agency by signing this form. 

 

Cancellations:  

In order for your therapy to be as effective as possible, it will be important that you take 

responsibility for attending each of your scheduled sessions whenever possible, and for trying to 

schedule a make-up session if you need to cancel. You will not be charged for a predetermined 

number of sessions that are canceled at least 24 business hours in advance; however, reasons for 

cancellation must preclude your being able to attend (e.g., illness, out of town). There will be a 

limit of 3 cancellations in a six month period (6 if we meet twice a week; 3 individual and 3 

group if you are in both therapies; 2 if you attend sessions every other week), after which you will 

be charged in full for any further missed sessions. Sessions not attended without being 

canceled at least 24 business hours in advance will be charged in full ($150 for a 45-55 

minute session).  If you are more than 15 minutes late to an appointment (or need to leave 

early) and your insurance cannot be charged the amount for the allotted session, you will 

also be charged for the missed time. 

The reasons for these policies are that effective psychotherapy requires that you attend as 

many of your scheduled sessions as possible and that the viability of my practice requires 

maximum session attendance. Once these matters are clear and understood by both of us, we will 

be able to move on to developing a successful and productive psychotherapeutic relationship. If 

you have any questions or concerns about this policy, it is important that you bring them up with 
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me for discussion as soon as possible. If not, you will be asked to sign an agreement to the policy 

at or before the time of your first appointment.  

 

Appointments 

 
Most patients in individual or couples therapy meet with me for 50-55 minutes each week. Group 

therapy sessions are 75 minutes long. Other arrangements may be made depending on your 

therapeutic needs.  

 

Termination of Visits  

 
We will discuss your progress at regular intervals. If you feel you would like to end your therapy, 

it is important that you discuss this with me in advance in order to reach a mutual understanding 

and to plan on how to best end our work together.  

 

Office Hours  

 
If you need to reach me please call my office at (585) 337-0680 and leave a message. I will get 

back to you as soon as I can. I try to check my messages frequently when I am not in the office, 

but it may take up to 48 hours for me to return your call depending on the day the call is left. 

 

Emergencies, Practice Coverage, and Fees 

 
If you feel you cannot wait until your next regularly scheduled session to talk to me, you can call 

me at any time. After hours, call my usual office number at (585)337-0680 and leave a message 

indicating that you are in crisis and need an immediate call back. On rare occasions I may be on 

the phone with another client in crisis or otherwise unavailable.  If you feel that your own life or 

someone else’s life is in danger and/or if you cannot wait for a call back from me, you should call 

911 or go to the nearest emergency room. A colleague will cover my practice when I am out of 

town and, unless I have had to leave town unexpectedly, I will do my best to let you know when 

this occurs.  Calls made to the emergency line after hours are free of charge.  If calling the crisis 

phone becomes common, we can discuss adding a fee to these calls or referrals for increased 

psychotherapy services. 

Confidentiality  

 
In sharing your concerns with me, you can be assured of confidentiality. Your trust in me will be 

honored as required by law, by the ethical standards of my profession, and by my own ethical 

standards. The Health Insurance Portability and Accountability Act (HIPAA), a federal law that 

provides extensive privacy protections and patient rights with regard to the use and disclosure of 

your Protected Health Information (PHI), requires that I provide you with a Notice of Privacy 

Practices (NPP) for my practice. A copy will be available for you attached to this Welcome 

Packet. It explains HIPAA and its application to your personal health information in greater 

detail. The law also requires that I obtain your signature acknowledging that you have received 

this information.  You will also be asked to sign Consent Forms at or before the time of our first 

meeting, enabling me to treat you if indicated and to use your PHI for “Treatment, Payment and 

Health Care Operations.” These uses of information, which are spelled out in the NPP and are 

included in this packet include communicating with other physicians or providers involved in 
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your mental health and/or related care, as well as the minimum disclosure necessary to any office 

staff (e.g., diagnosis, dates of service, etc.) so that they can relay information about you as 

required for billing and insurance coverage. 

 

 

 

 
CONSENT TO PSYCHOTHERAPY 

 

 

I have read Dr. Maria Saavedra Finger’s description of the benefits and risks of 

psychotherapy and I hereby agree to treatment by her.  

 

Your signature reflects your consent to participate in an evaluation and to allow 

appropriate treatment to be provided by Dr. Maria Saavedra Finger. You may withdraw 

your consent at any time by telephone, in writing, or in person. 

 

 

_____________________________________________ ________________________ 

Signature of patient or his or her personal representative  Date  

 

 

_____________________________________________ ________________________ 

Printed name of patient or personal representative   Relationship to the patient  

 

 

________________________________________________________________________ 

Description of personal representative’s authority 
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TO MY CLIENTS 

 

  
Are you familiar with HIPAA (Health Insurance Portability and 

Accountability Act of 1996)?  

 

An important part of this federal legislation went into effect on April 14, 

2003. Then, in January 2013 the U.S. Department of Health and Human 

Services (HHS) issued the long-awaited final omnibus rule (Final Rule) 

implementing the Health Information Technology for Economic and Clinical 

Health (HITECH) Act modifications to the Privacy Rule and other rules 

under the Health Insurance Portability and Accountability Act (HIPAA). 

These carefully regulate the privacy rights of patients. 

  

Included in this packet are a Notice of my Privacy Practices and a shortened 

version of it. You will be asked to sign an acknowledgement that you 

received the notice. A copy of these Practices will also be available in my 

office.  

 

  

Sincerely,  

Maria Saavedra Finger, Ph.D.  
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Notice of Privacy Practices 

Short Version 
  

THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL  

INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 

YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 

CAREFULLY. 

  
My commitment to your privacy  

 

My practice is dedicated to maintaining the privacy of your personal health information. I am also 

required by law to do this. These laws are complicated but I am required to provide you with 

some important information about them. This notice is a shorter version of the more complete 

legally required Notice of Privacy Practices (NPP) which is attached to this version. Please refer 

to that for more complete information. Even the NPP cannot cover all possible situations, so 

please talk to Dr. Saavedra Finger about any questions or problems. 

  

I will use the information about your health which I get from you or from others mainly to 

provide you with treatment, to arrange payment for my services, or for some other business 

activities which are called, in the law, health care operations. After you have read this NPP I will 

ask you to sign a Consent Form to let me use and share your information. If you do not consent 

and sign this form, I cannot treat you.  

 

If I or you ever want to use or disclose (send, share, release) your information for any other 

purposes than those listed above, we will discuss this and I will ask you to sign an authorization 

to allow this.  

 

Of course I will keep your health information private, but there are some times when laws require 

me to use or share it, such as: 

 

1. When there is a serious threat to your health and safety or the health and safety of another 

individual or the public. I will share information with a person or organization who is 

able to help prevent or reduce the threat. In addition, the New York State SAFE Act 

(MHL 9.46) requires that, effective March 16, 2013, all mental health professionals 

report to their local Director of Community Services (“DCS”) or their designee when, in 

their reasonable professional judgment, one of their patients is “likely to engage in 

conduct that would result in serious harm to self or others.” 

2. Some lawsuits and legal or court proceedings.  

3. If a law enforcement official requires me to do so. 

4. For Workers Compensation and similar benefit programs. 

5. Mandated reporting of child abuse.  
 

There are some other situations like these that do not happen very often. They are 

described in the longer version of the NPP.  
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Your rights regarding your health information  

1. You can ask us to limit communications with you about your health and related 

issues in a particular way or at a certain place. For example, you can ask me to 

call you at home and not at work to schedule or cancel an appointment. I will try 

my best to do as you ask.  

2.  You have the right to ask me to limit what I tell certain individuals involved in 

your care or the payment for your care, such as family members and friends. 

While I do not have to agree to your request, if I do agree, I will keep our 

agreement except if it is against the law, there is an emergency, or when the 

information is necessary to treat you.  

3. You have the right to look at the health information I have about you such as your 

medical and billing records. You can even get a copy of these records for which I 

may charge you. In the event that you decide you wish to look at your records, 

contact Dr. Saavedra Finger to make arrangements to see them.  

4. If you believe the information in your records is incorrect or incomplete, you can 

ask me to make some kinds of changes (called amending) to your health 

information. You have to make this request in writing and send it to Dr. Saavedra 

Finger. You must tell me the reasons you want to make the changes.  

5. You have the right to a copy of this notice. If I change this NPP, I will inform you 

and post it in the office. You can always get a copy of the NPP from Dr. Saavedra 

Finger.  

6. You have the right to file a complaint if you believe your privacy rights have been 

violated. You can file a complaint with Dr. Saavedra Finger and/or with the 

Secretary of the Department of Health and Human Services. All complaints must 

be in writing. Filing a complaint will not change the health care I provide to you 

in any way.  

 

If you have any questions regarding this notice or my health information privacy policies, 

please contact Dr. Maria Saavedra Finger.  

The effective date of this notice is May 20, 2014.  

 

 

 



Maria Saavedra Finger, Ph.D. 
Licensed Clinical Psychologist 
(585) 337-0680 

 

 

1577 South Avenue, Rochester, NY 14620 T: 585-337-0680 F: 585-442-5032 

 

Notice of Psychologists’ Policies and Practices to Protect the  

Privacy of Your Health Information 
 

THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL 

INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 

YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 

CAREFULLY.  

I. Uses and Disclosures for Treatment. Payment and Health Care Operations  

 

I may use or disclose your protected health information (PHI), for treatment, payment, and 

health care operations purposes with your consent: To help clarify these terms, here are some 

definitions:  

 

 “PHI” refers to information in your health and billing records that could identify you.  

  “Treatment, Payment and Health Care Operations” 

 Treatment is when I provide, coordinate or manage your health care and other 

services related to your health care. An example of treatment would be when I 

consult with another health care provider, such as your family or primary care 

physician or another psychologist.  
  Payment is when I obtain reimbursement for your healthcare. Examples of 

payment are when I disclose your PHI to your health insurer to obtain 

reimbursement for your health care or to determine eligibility or coverage.  
 Health Care Operations are activities that relate to the performance and 

operation of my practice. Examples of health care operations are quality 

assessment and improvement activities, business-related matters such as audits 

and administrative services, and care management and care coordination.  

 “Use” applies only to activities within my office, such as sharing, employing, applying, 

utilizing, examining, and analyzing information that identifies you.  

 “Disclosure” applies to activities which reach outside of my office, such as releasing, 

transferring, or providing access to information about you to other parties.  

 “Consent” applies to a form you must sign before I begin to treat you. 

 

II. Uses and Disclosures Requiring Authorization  

I may use or disclose PHI for purposes outside of treatment, payment, and health care 

operations only when your authorization is obtained. An “authorization” is written 

permission above and beyond the general consent. It permits only specific disclosures. In 

those instances when I am asked for information for purposes outside of treatment, 

payment and health care operations, I will obtain an authorization from you before 

releasing this information. I will also need to obtain an authorization before releasing my 

personal notes regarding your treatment (“psychotherapy notes”). Psychotherapy notes 



Maria Saavedra Finger, Ph.D. 
Licensed Clinical Psychologist 
(585) 337-0680 

 

 

1577 South Avenue, Rochester, NY 14620 T: 585-337-0680 F: 585-442-5032 

are notes I have made about our conversation during an individual, group, joint or family 

psychotherapy session, which I have kept separate from the rest of your medical record 

because they contain tentative hypotheses, personal reminders, etc. These notes are given 

a greater degree of protection than PHI.  

You may revoke all such authorizations (of PHI or psychotherapy notes) at any time, 

provided each revocation is in writing. You may not revoke an authorization to the extent 

that (1) I have already acted on that authorization; or (2) if the authorization was obtained 

as a condition of obtaining insurance coverage and the law provides the insurer the right 

to contest the claim under the policy.  

III. Uses and Disclosures Requiring Neither Consent nor Authorization  

I may use or disclose PHI without your consent or authorization in the following 

circumstances: 

 Child Abuse: If, in my professional capacity, a child comes before me which I 

have reasonable cause to suspect is an abused or maltreated child, or I have 

reasonable cause to suspect that a child is being abused or maltreated where the 

parent, guardian, custodian or other person legally responsible for such child 

comes before me in my professional or official capacity and states from personal 

knowledge facts, conditions or circumstances which, if correct, would render the 

child an abused or maltreated child, I must report such abuse or maltreatment to 

the statewide central register of child abuse and maltreatment or the local child 

protective services agency.  

 Health Oversight: If there is an inquiry or complaint about my professional 

conduct to the New York State Board of Psychology, I must furnish to the New 

York Commissioner of Education your confidential mental health records relevant 

to this inquiry. 

  Judicial or Administrative Proceedings: If you are involved in a court 

proceeding and a request is made for information about the professional services 

that I have provided you and/or the records thereof; such information is privileged 

under state law, and I must not release this information without your written 

authorization, or a court order. However, this privilege does not apply when you 

are being evaluated for a third party or where the evaluation is court ordered. I 

must inform you in advance if this is the case.  

 Serious Threat to Health or Safety: I may disclose your confidential 

information to protect you or others from a serious threat of harm by you. The 

New York State SAFE Act (MHL 9.46) requires that, effective March 16, 

2013, all mental health professionals report to their local Director of 

Community Services (“DCS”) or their designee when, in their reasonable 

professional judgment, one of their patients is “likely to engage in conduct 

that would result in serious harm to self or others”. This language means 

threats of, or attempts at, suicide and/or serious bodily harm to self, or 
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homicidal and/or violent behavior towards others. The local Director of 

Community Services “DCS” may then disclose the patient’s name and other 

non-clinical identifying information to the NYS Division of Criminal Justice 

Services (DCJS) to determine if the person has a firearms license. If the 

patient has a firearms license, the DCJS will report that information to the 

local firearms licensing official, who must either suspend or revoke the 

license and who will use this information to make decisions about the 

granting of a firearms license in the subsequent five (5) years.  

 

The information regarding the NYS SAFE Act comes from the OMH website. For more 

information, visit the FAQ page: http://www.omh.ny.gov/omhweb/safe_act/faq.html 

 

 Worker’s Compensation: If you file a worker’s compensation claim, and I am 

treating you for issues involved with that complaint, then I must furnish to the  

chairman of the Worker’s Compensation Board records which contain 

information regarding your psychological condition and treatment.  

IV. Patient’s Rights and Psychologist’s Duties 

Patient’s Rights:  

 

 Right to Request Restrictions — You have the right to request restrictions on 

certain uses and disclosures of protected health information about you. However, 

I am not required to agree to a restriction you request.  

 Right to Receive Confidential Communications by Alternative Means at 

Alternative Locations — You have the right to request and receive confidential 

communications of PHI by alternative means and at alternative locations. (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.) 

 Right to Inspect and Copy — You have to right to inspect and obtain a copy (or 

both) of your PHI in my mental health and/or billing records for as long as the 

PHI is maintained in the record. I may deny you access to PHI under certain 

circumstances, but in some cases, you may have this decision reviewed. On your 

request, I will discuss with you the details of the request and denial process. 

Appropriate forms are available for this purpose.  

 Right to Amend— You have the right to request an amendment of PHI for as long 

as the PHI is maintained in the record. I may deny your request. On your request, 

I will discuss with you the details of the amendment process. Forms are available 

for this purpose.  

 Right to Accounting— You generally have the right to receive an accounting of 

disclosures of PHI for which you have neither provided consent nor authorization 

(as described in Section III of this Notice). On your request, I will discuss with 

you the details of the accounting process. Forms are available for this purpose. 

http://www.omh.ny.gov/omhweb/safe_act/faq.html
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 Right to a Paper Copy — You have the right to obtain a paper copy of this notice 

upon request, even if you have agreed to receive the notice electronically. 

 

 

Psychologist’s Duties:  

 

 I am required by law to maintain the privacy of PHI and to provide you with a 

copy of this notice of my legal duties and privacy practices with respect to PHI.  

 I reserve the right to change the privacy policies and practices described in this 

notice. Unless I notify you of such changes, however, I am required to abide by 

the terms currently in effect.  

 If I revise my policies and procedures, I will notify you and post the revision in 

my office. You may, of course, request a copy of the revision. 

V. Complaints  

 

If you are concerned that I have violated your privacy rights, or you disagree with a 

decision I made about access to your records, you may contact my office and you will be 

provided with a Complaint Form. Once you fill this out, I will be glad to discuss your 

concern with you, and do my best to resolve the concern. 

You may also send a written complaint to the Secretary of the U.S. Department of Health 

and Human Services. The address is available in my office. 

VI. Addendum (9/9/13): 

 

In January 2013, the U.S. Department of Health and Human Services (HHS) issued the 

long-awaited final omnibus rule (Final Rule) implementing the Health Information 

Technology for Economic and Clinical Health (HITECH) Act modifications to the 

Privacy Rule and other rules under the Health Insurance Portability and Accountability 

Act (HIPAA). Psychologists must comply with the Final Rule by September 23, 2013. 

 

I will obtain an authorization from you before using or disclosing: 

· PHI in a way that is not described in the Notice of Privacy Practices. 

· Psychotherapy notes  

· When the use and disclosure without your consent or authorization is allowed under 

other sections of Section 164.512 of the Privacy Rule and the state’s confidentiality law. 

This includes certain narrowly-defined disclosures to law enforcement agencies, to a 

health oversight agency (such as HHS or a state department of health), to a coroner or 

medical examiner, for public health purposes relating to disease or FDA-regulated 

products, or for specialized government functions such as fitness for military duties, 

eligibility for VA benefits, and national security and intelligence. 
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Addendum to Patient’s Rights: 

Right to Restrict Disclosures When You Have Paid for Your Care Out-of-Pocket. You 

have the right to restrict certain disclosures of PHI to a health plan when you pay out-of-

pocket in full for my services. 

Right to Be Notified if There is a Breach of Your Unsecured PHI. You have a right to be 

notified if: (a) there is a breach (a use or disclosure of your PHI in violation of the 

HIPAA Privacy Rule) involving your PHI; (b) that PHI has not been encrypted to 

government standards; and (c) my risk assessment fails to determine that there is a low 

probability that your PHI has been compromised. 

 

Breach Notification Addendum (The Overview is included at the end of this packet) 

1. When the Practice becomes aware of or suspects a breach, as defined in Section 1 of 

the breach notification Overview, the Practice will conduct a Risk Assessment, as 

outlined in Section 2A of the Overview. The Practice will keep a written record of that 

Risk Assessment. 

2. Unless the Practice determines that there is a low probability that PHI has been 

compromised, the Practice will give notice of the breach as described in Sections 2B and 

2C of the breach notification Overview. 

3. The risk assessment can be done by a business associate if it was involved in the 

breach. While the business associate will conduct a risk assessment of a breach of PHI in 

its control, the Practice will provide any required notice to patients and HHS. 

4. After any breach, particularly one that requires notice, the Practice will re-assess its 

privacy and security practices to determine what changes should be made to prevent the 

re-occurrence of such breaches. 

VII. Effective Date 

This notice will go into effect on September 9, 2013.  

 

__________________________________________  ________________ 

Signature, Privacy Officer        Date 

Maria Saavedra Finger, Ph.D.  

Printed Name, Privacy Officer  
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES  
 

 

I, _________________________________ . , hereby acknowledge that I received a copy 

of the Notice of Privacy Practices for Maria Saavedra Finger, Ph.D.  

 

 

_____________________________________________ ________________________ 

Signature of patient or his or her personal representative  Date  

 

 

_____________________________________________ ________________________ 

Printed name of patient or personal representative   Relationship to the patient  

 

 

________________________________________________________________________ 

Description of personal representative’s authority 
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CONSENT TO USE AND DISCLOSE YOUR PROTECTED HEALTH INFORMATION 

FOR TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS 

 

  
This form is an agreement between ___________________________________ and Maria 

Saavedra Finger, Ph.D.  

 

When the word “you” is used below, it will mean your child, relative, or other person, if you have 

written his or her name here _______________________________________________  

 

When I interview, assess, examine, diagnose, treat, or refer you, I will be collecting what the law 

calls Protected Health Information (PHI) about you. I need to use this information to decide what 

treatment is best for you and to provide treatment to you. I may also share this information with 

others who provide treatment for you or need it to arrange payment for your treatment or for other 

business or government functions.  

 

By signing this form you are agreeing to let me use information about you here and send it to 

others. The Notice of Privacy Practices explains in more detail the uses and disclosures of your 

PHI, as well as your rights. Please read it before you sign this Consent form.  

 

If you are concerned about some of your information, you have the right to ask me to not use or 

share that information for treatment, payment or administrative purposes. You will have to tell me 

what you want in writing; a form is available for that purpose. Although I will try to respect your 

wishes, I am not required to agree to these limitations. However, if I do agree, I promise to 

comply with your wishes.  

 

After you have signed this consent, you have the right to revoke it (by writing a letter telling me 

you no longer consent) and I will comply with your wishes about using or sharing your 

information from that time on. However, I may have already used or shared some of your 

information and will not be able to change that. 

 

 

_____________________________________________  __________________________ 

Signature of patient or his or her personal representative   Date  

 

 

_____________________________________________  __________________________ 

Printed name of patient or personal representative   Relationship to the patient  

 

 

______________________________________________________________________________ 

Description of personal representative’s authority 

 

 

 
Intake Information 
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*If you are unsure of an answer, please leave it blank and we can discuss it during 

your session 

 

Date________ 

 

Last name:____________________ First name:____________ Middle initial:____ 

Gender:  _______________ 

Mailing address:__________________________________________________ 

                __________________________________________________ 

 

Physical address:_________________________________________________ 

                _________________________________________________ 

 

Home phone:______________ Work phone:_______________  

Cell phone:________________ 

Please star (*) any phone numbers above at which I can leave a detailed voicemail 

message (indicating my name, detailed reasons for calling, etc.). 

 

Age:_______Date of birth:______________ Relationship/marital status:_____________ 

Time in current relationship if you are in one _____________ 

Previous long-term relationship(s)/previous marriage(s):  

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

Are you currently employed?    YES     NO 

Occupation____________________ Employer____________________________ 

Partner’s Occupation___________________ Employer______________________  

Highest grade/degree completed________________  

Religion______________________ 

Ethnicity_____________________       
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Referred by_____________________  

Health insurance______________________  

Emergency contact 1_____________________________Phone_____________________ 

Emergency contact 2_____________________________Phone_____________________ 

 

With whom do you live?  

Name      Age     Relationship  

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

List any children not living at home: 

Name    Age    Address (City and State) 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

Parents (including step-parents) and siblings: 

Name    Age (Year if Deceased) Address (City and State) 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
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________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

What is your current stress level?  (0-10; 0 = no stress; 10 = extreme stress)? ____ 

Do you have a history of sexual abuse?     YES      NO     NOT SURE 

Have you experienced domestic violence?  YES      NO    NOT SURE 

Are you currently experiencing domestic violence? YES      NO    NOT SURE 

Do you have a history of suicide attempts?  YES       NO     NOT SURE 

Has anyone in your immediate or extended family attempted suicide?  

YES     NO    NOT SURE 

Has anyone in your immediate or extended family committed suicide?   

YES     NO    NOT SURE 

Have you ever intentionally harmed yourself (i.e., burning or cutting)?     

YES     NO    NOT SURE 

Have you been hospitalized for psychiatric reasons? YES     NO    NOT SURE 

Are you currently having thoughts related to killing yourself?   YES     NO    NOT SURE 

Do you have access to guns?   YES     NO    NOT SURE 

Have you ever been hospitalized for psychological reasons? YES     NO    NOT SURE 

Are you currently abusing any type of substance (illegal drugs, alcohol, prescription   

drugs)?  YES     NO    NOT SURE 

Do you have a personal history/family history of the following conditions? (circle any that apply) 

anxiety:    Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other  
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panic disorder:   Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

phobias:   Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

social anxiety:   Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

obsessive-compulsive disorder:     Personal Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

generalized anxiety: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

eating disorder: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

autism: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

depression: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

bipolar disorder: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

schizophrenia or psychosis: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

ADD or ADHD: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

personality disorder:   Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

excessive drinking/alcohol abuse: Personal  Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

drug abuse: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

other addictions: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

chronic pain: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

violent behavior: Personal       Family: parent/sibling/grandparent/cousin/aunt/uncle/other 

other condition(s) related to mental health: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

  

Primary care physician__________________________ Phone #____________________ 

Current prescription medications: 
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Name  Dosage Started Taking  Prescribed By  Purpose 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

Over the counter medications/vitamins/supplements: 

Name   Dosage  Started taking   Purpose 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

Amt/Frequency of alcohol use: #drinks/day_______________________ 

                                                  #drinks/week______________________ 

Caffeine intake (daily amount)____________Tobacco use (amt/frequency)___________ 

Other drugs (names and frequency of use) 

________________________________________________________________________

________________________________________________________________________ 

Allergies to medications____________________________________________________ 

Adverse reactions to medications or other substances_____________________________ 

_______________________________________________________________________ 

Any other allergies________________________________________________________ 

 

Date of most recent physical exam__________________________________________  

 

Illnesses requiring medical/surgical treatment in the past year____________________ 

________________________________________________________________________ 
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Medical specialists involved in your care (please list): 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Please rate any pain you are experiencing on a 0-10 scale:  

(0=no pain, 10=extreme pain)  ______ 

 

Previous/ongoing treatment for emotional, interpersonal or addiction problems (please 

include previous therapists, hospitalizations, evaluations, etc.) 

Therapist   Location       Date    How long  Major Problem  

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

________________________________________________________________________ 

For office use only:  

 

 

 

 

 

 

 

Practitioner’s Signature___________________________ Date__________________ 

                                                 Maria Saavedra Finger, PhD 
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Additional Information Related to Breach Notification 

 

What is a Breach? 

The HITECH Act added a requirement to HIPAA that psychologists (and other covered entities) must give 

notice to patients and to HHS if they discover that “unsecured” Protected Health Information (PHI) has 

been breached. A “breach” is defined as the acquisition, access, use or disclosure of PHI in violation of the 

HIPAA Privacy Rule. Examples of a breach include: stolen or improperly accessed PHI; PHI inadvertently 

sent to the wrong provider; and unauthorized viewing of PHI by an employee in your practice. PHI is 

“unsecured” if it is not encrypted to government standards. A use or disclosure of PHI that violates the 

Privacy Rule is presumed to be a breach unless you demonstrate that there is a “low probability that PHI 

has been compromised.” That demonstration is done through the risk assessment described next. 

1.  

A. Risk Assessment 

The first step if a provider discovers or suspects a breach is to conduct the required risk assessment. (The 

provider must take this step even if the breached PHI was secured through encryption.) The risk assessment 

considers the following four factors to determine if PHI has been compromised: 1) The nature and extent of 

PHI involved. 2) To whom the PHI may have been disclosed. 3) Whether the PHI was actually acquired or 

viewed.4) The extent to which the risk to the PHI has been mitigated. If the risk assessment fails to 

demonstrate that there is a low probability that the PHI has been compromised, breach notification is 

required — if the PHI was unsecured. 

 

B. Notice to the Patient 

If notice is required, the provider must notify any patient affected by a breach without unreasonable delay 

and within 60 days after discovery. A breach is “discovered” on the first day that you know (or reasonably 

should have known) of the breach. The provider is deemed to have discovered a breach on the first day that 

any employee, officer or other agent of the practice (other than the person who committed the breach) 

knows about the breach. The notice must be in plain language that a patient can understand. It should 

provide: a brief description of the breach, including dates; a description of types of unsecured PHI 

involved; the steps the patient should take to protect against potential harm; a brief description of steps you 

have taken to investigate the incident, mitigate harm, and protect against further breaches; and the 

provider’s contact information. The provider must provide written notice by first-class mail to the patient at 

his or her last known address. Alternatively, the provider can contact patients by e-mail if they have 

indicated that this is the preferred mode of contact. 

 

C. Notice to HHS 

For breaches affecting fewer than 500 patients, the provider must keep a log of those breaches during the 

year and then provide notice to HHS of all breaches during the calendar year, within 60 days after that year 

ends. For breaches affecting 500 patients or more, there are more complicated requirements that include 

immediate notice to HHS and sending notifications to major media outlets in the area for publication 

purposes. HHS provides instructions on how to provide notice for breaches affecting more than 500 

patients on its website at: 

http://www.hhs.gov/ocr/privacy/hipaa/administrative/breachnotificationrule/brinstruction.html. 

 

Breaches Involving Business Associates 
The Final Rule clarified the role of business associates in breach notification. The risk assessment 

described in Section A above can be done by the provider’s business associate if it was involved in the 

breach. If a business associate or subcontractor is involved in the breach, they must notify the psychologist. 

It is then the psychologist’s duty to provide notice to the patients and HHS of these breaches. 

 

 

Map to the Office 
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The office is located at 1577 South Avenue, Rochester, NY 14620.  When you arrive at 

the office please switch the light labeled “Saavedra Finger” to on so that I know you have 

arrived. 

 

 


