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44084 Riverside Parkway, Suite 240, Leesburg, Virginia  20176 - (703) 724-0200 
 
 
PATIENT INFORMATION 
 
Patient Name: ___________________________________________  Preferred Name:  ______________________  
 
Birth Date: ________________           Sex:  M  / F               Social Security Number: ___________________________ 
 
Home Address:  _______________________________________________________________________________ 
                                                                   (Street Address)                              (City)                (State)           (Zip)  
 
Cellular Phone:  ____________________________          Home Telephone:   _______________________________ 
 
Work Telephone: ___________________________         Email:  _________________________________________  
 
Employer/School: __________________________ 
 
 
RESPONSIBLE PARTY (circle one:   patient  / parent / guardian  / other responsible party) 
*If signing as a responsible party or guardian, I attest that I have legal authority to make medical decisions regarding this patient. 
 
Name: ________________________________________________  Relationship to You: _____________________ 
 
Social Security Number: __________________________  Home Phone: __________________________________   
 
Home Address: ________________________________________________________________________________ 
 
EMERGENCY CONTACT    
 
Name: ______________________________________    Relationship to You: _______________________   
 
Home Phone: ________________________________     Cell Phone:  _________________________________ 
 
FOR EXISTING CLIENTS 
 
Has there been a change in your medical insurance over the past year?  Y  /  N 
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Payment Information (choose one) 
 
If you are seeing an Out-of-Network Provider:  

 
PRIVATE PAYMENT - I do not intend to use medical insurance to pay for my services at Riverside Counseling 
Center (RCC).  I understand that I am responsible for full payment for services at each visit. 

 
OUT-OF-NETWORK INSURANCE – I agree to pay the full fee for each visit to Riverside Counseling Center at the 
time of service. I intend to use my out-of-network medical insurance benefits to help with reimbursement of 
costs associated with these services.  I realize that the Riverside billing office is available to guide and assist in 
the processes of seeking pre-authorization and requesting reimbursement for payments.   

 
If you are seeing an In-Network Provider: 
 

IN-NETWORK INSURANCE – I intend to use in-network insurance coverage benefits to cover my services at 
Riverside Counseling Center (RCC).  I understand that it is my responsibility to obtain necessary referrals from 
my primary care doctor when needed and the co-payment amount for my visit is due at the time of service.  I 
authorize Riverside Counseling Center to apply for benefits on my behalf for services rendered to me.  I request 
that payment from my insurance company, if any, be made to RCC, unless otherwise indicated on the claim.  I 
authorize the release of any necessary information, including medical information, for this or any related claim, 
to my insurance carrier.  In making this assignment, I understand that I am financially responsible for any 
charges not paid under this insurance policy.  I further understand that RCC will not file for secondary insurance.  

 
Policy Holder’s Name:  _________________________________  Employer:  _____________________ 
 
Policy Number (or SSN):  ____________________________________   Date of Birth: _____________________  

  
 Policy Holder’s Relationship to Patient:  Self  _____   Spouse   ____   Child  ____   Other  __________________ 
 
 Insurance Company Name:  ___________________________________  Telephone #  _____________________ 
  
 Insurance Company Address:  __________________________________________________________________ 
 
 
Guarantee of Payment to Riverside Counseling Center, PLLC – For and in consideration of services rendered, or to be 
rendered to the below named patient, I guarantee payment of all said charges occurred in accordance with the policy 
payment of bills. In the event the account must be placed with an attorney or collection agency to obtain payment, I 
agree that jurisdiction for said collection shall be Loudoun County, Virginia; that I shall pay all allowable costs associated 
with attorney’s fees, collections costs, and all court costs and interest on the total unpaid balance at the rate of 1.5% per 
month.  
 By signing below I indicate agreement to the terms of treatment stated above.  
 

Patient Name: ____________________________________________    Date:  ____________________________ 
 
Responsible Party’s Name:  _______________________________   Signature: ___________________________ 

 
Witness:  ______________________________________________       Date:  ____________________________ 
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MEDICAL HISTORY           Name _________________________ 
 
 
Reason for Visit (1-2 sentences in your own words)   
 
 
 
 
 
 
Goals for Your Visit: 
 
 
 
 
 
 
Please Note Any Current Stressful Circumstances in Your Life:  
 
 
 
 
 
 
 
 
Please List all Major Medical Problems: 
 

Medical Problem Date of Onset  Medical Problem Date of Onset 
 
 

    

 
 

    

 
 

    

 
History of Any of the Following: 
 
� Head Injury  � Thyroid Abnormality  � High Blood Pressure   � Heart Problems   
� Seizures     � CT or MRI of Brain  � Diabetes   � Shortness of Breath  
� Movement Disorder  � Digestive Problems  � Liver or Kidney Disorder � NONE OF THESE 
 
 
Females Only: 
Planning Pregnancy  Y / N    Currently Pregnant  Y /N 
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Current Medications:          Name ___________________ 
 

Medication Dose  Medication Dose 
 
 

    

 
 

    

 
 

    

 
 

    

 
 
Past Psychiatric Medications Used (e.g. Antidepressants, Sleep or Anxiety Meds, Other)  
 

Medication Problem with Med ?  Medication Problem with Med ? 
 
 

    

 
 

    

 
 

    

 
 
Substance Use History: 
 

 Past Use Most Recent Use Maximum Amount / Day 
 
Alcohol 

 
Y      N 

  

 
Marijuana 

 
Y      N 

  

 
Cocaine 

 
Y      N 

  

 
Amphetamines/Stimulants 

 
Y      N 

  

 
Sedatives (Valium, Xanax. Other ) 

 
Y      N 

  

 
Heroin or Prescription Pain Medication 

 
Y      N 

  

         
 
Allergies to Medications: 
 

Medication(s)   
 
 

  

           Name __________________ 
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Psychological History        
 
Hospital-Based Treatment: 
 

 Reason for Treatment Date(s) Name of Facility 
Emergency Room Evaluation 
for Mental Health Issue 

   

Outpatient 
Substance Abuse Treatment 

   

Residential 
Substance Abuse Treatment 

   

Inpatient 
Psychiatric Treatment 

   

 
 
Outpatient Mental Health Services: 
 

 Reason for Treatment Date(s) Name of Provider 
 
Psychiatric Evaluation 

   

 
Psychological Testing 

   

 
Individual Counseling 

   

 
Marital / Family Counseling 

   

 
 
Family History (of any of the following): 
 

  Relationship(s) to You 
 
Diabetes 

 
Y     N 

 

 
Thyroid Disorder 

 
Y     N 

 

 
Depression 

 
Y     N 

 

 
Anxiety Problems 

 
Y     N 

 

 
Suicide 

 
Y     N 

 

 
Bipolar Disorder 

 
Y     N 

 

 
Alcohol or Drug Problems 

 
Y     N 
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44084 Riverside Parkway, Suite 240, Leesburg, Virginia  20176 - (703) 724-0200 
 
 

Riverside Counseling Center Information and HIPAA Policies 
 

Please Sign & Return Page 7 to the Front Desk 
 
 

Welcome to Riverside Counseling Center. We want to thank you for allowing us to be a part of your mental health 
treatment. Our staff of highly trained professionals is here to help you through a process of renewal and restored 
resiliency. We endeavor to help you discover physical, emotional, and spiritual vitality, depending on your own individual 
needs.  We welcome children and adults from all backgrounds.  We offer a safe place to share your emotional life with a 
compassionate counselor or physician. 
 
 
1. Services Offered at Riverside Counseling Center  
 

• Counseling Services. Psychotherapy is conducted using a number of different approaches, depending on your 
therapist and his or her training and orientation.  Psychotherapy is a collaborative effort. The length of therapy 
will vary upon the concerns you choose to work on.  At times, what is discussed in therapy may cause you 
discomfort or anxiety.  These feelings often accompany behavioral and emotional change and are usually a sign of 
progress. It is important to discuss these experiences with your therapist.  

 
• Psychiatry and Medication Management. Our psychiatrists are able to provide medical evaluation and 

prescribe psychotropic medication if and when this is needed. You will be informed about both the benefits and 
possible side effects of medications prescribed. In our experience, the most effective treatment for certain 
diagnoses often involves a combination of medication and psychotherapy.  

 
2. Risks and Benefits of Mental Health Treatment 
The benefits of therapy can include several positive outcomes.  For example, benefits may include higher level of 
functional coping, solutions to specific problems, new insights into self, more effective means of communicating in 
relationships, symptomatic relief, and improved self-esteem. Just as medications sometimes causes unexpected side 
effects, counseling can stimulate painful memories, unanticipated changes in your life, and uncomfortable feelings like 
sadness, guilt, anger, frustration, loneliness, and helplessness. In some cases, client’s symptoms become worse during the 
course of therapy, occasionally necessitating hospitalization.  
 
3. Making Appointments  
Many Riverside Counseling Center’s counselors are very busy. Periodically, counselors and medical staff will be closed 
to new patients. Schedules are often reopened within a few weeks. Following your first appointment, you may wish to 
schedule several future appointments at once in order to reserve the day and time which best fits your schedule.  
 
 
4. Contacting Your Provider 
You may need to contact your provider at times and this is best done directly through our phones unless your clinician 
informs you of other means. If you decide to use email, we cannot guarantee that these will be kept completely 
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confidential. Due to the nature of computer software and hardware, some of this information might inadvertently be 
exposed to other parties. It is for this reason that we suggest minimizing email communications. Furthermore, be aware 
that all emails are retained in the logs of yours and our Internet service providers. While it is unlikely that someone will be 
looking at these logs, they are, in theory, available to be read by the system administrator(s) of the Internet service 
provider. You should also know that any emails we receive from you and any responses that we send to you become a part 
of your legal record. 
 
If you leave a voice message, we will do our best to return your call by the end of the business day. In an emergency, 
please contact your family physician or the nearest emergency room.  
 
Telephone consultations between sessions will be billed on a pro-rated basis. Anything beyond a very brief call will be 
subject to this charge. If you request phone contacts with family, friends or other professionals you will be asked to sign a 
release of information form. 
 
5. Professional Records 
The laws and standards of our profession require that we keep treatment records. You are entitled to request a copy of the 
records unless we believe that seeing them would be emotionally damaging, in which case we will send them to a mental 
health professional of your choosing. All records will be maintained by Riverside in a secured area for a period of seven 
years from the time of service termination. Records will be stored in a locked facility and/or by a secured on-line practice 
management software system.  
 
6. Confidentiality  
As a client, one of your most important rights is that of confidentiality. Communications between client and clinician will 
be confidential and not disclosed to anyone outside of Riverside Counseling Center without your written consent. By law, 
the privacy of communications between a client and their mental health care provider is protected, with exceptions to 
confidentiality described below. Additionally, information may be shared between providers within our group in order to 
coordinate your care. In addition, by agreeing to enter treatment, you are giving us consent to use and disclose your 
protected health information for treatment, payment, health care operations, and any other purpose permitted or required 
by law (see below.) 
 

(A) Treatment is defined as the provision, coordination, and management of therapy, consultation, testing, 
medication management and referral.  

 
(B) Payment includes such things as determining eligibility and coverage, billing, claims submission, and 

collection activities. Insurance companies require that we provide certain information about you. This information will 
become part of the insurance company files and, although insurance companies claim to keep such information 
confidential, we have no control over what they do with it once it is in their hands.  
 

(C) Health care operations refer to business activities necessary to conduct my practice, e.g. administrative 
services, audits, and quality assessment.  
 

(D) Listed below are situations where your provider is permitted or required by law to disclose information 
about you without your consent or authorization:  
Child Neglect/Abuse, Domestic Violence/Abuse, Threat to harm yourself, Threat of Harm to Others, Judicial or 
Administrative Proceedings, Health or Government Oversight Activities, If you file a complaint or lawsuit against this 
practice, Worker’s Compensation, If you are under eighteen years of age, Other situations as required by law, 
Coordination of Care: Providers within Riverside Counseling Center often refer to each other; therefore, your records may 
be made available within our practice to assist with providing you the best treatment possible. 

If you have any questions about law-permitted breaches of confidentiality, your provider will be happy to discuss 
these in more detail or discuss any concerns you may have.  
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7. Insurance & Payment Information  
Insurance: If you are utilizing insurance it is your responsibility to obtain initial primary care referrals and pre-

authorizations as required.  In addition, it is your responsibility to contact your insurance company directly to obtain 
information about your mental health/substance abuse benefit package including: deductibles, reimbursement rates and 
percentages, number of sessions covered, in-network and out-of-network provisions.  
 

Payment Method: Payment or insurance co-payment is required at the time of service.  Payments can be made in 
cash or by check or credit card.  Should your account remain unpaid for 30 days or more, the clinician reserves the right to 
suspend or discontinue treatment until the charges are paid in full or until the client and clinician agree upon a suitable 
payment arrangement (in writing.) If payment is not made and treatment is discontinued, the clinician will offer referral 
assistance to an appropriate municipal or non-profit mental health agency.  
 
 
8. Other Billing Policies  

• Tricare Non-Participation: I realize that due to changes in Tricare policies, Riverside is no longer seeing 
patients who use Tricare Insurance. If I begin Tricare insurance in the future, I will notify my therapist/doctor 
right away. 

• Medicare Non-Reimbursement:    
o All Medicare patients will be required to pay the usual full fee at time of service.  Medicare will not 

reimburse for services at this office. 
o LCSW therapists do not  see Medicare patients at this office. 
o LPC and Residency Therapists may see Medicare patients but Medicare will not reimburse for services. 
o MD and NP medical staff may see Medicare patients under opt-out status. This means patients may not 

bill Medicare for services.  Patients seeing MD, NP, and LPC providers may request reimbursement from 
secondary insurance companies. Riverside does not directly bill secondary insurances. 

9. If Seeing Resident in Counseling. I understand that my therapist has a Master’s Degree in counseling and is working 
toward state licensure as LPC under the supervision of Dan Towery, LPC. I understand that my counselor is providing 
reduced-fee services and that medical insurance will not reimburse for these sessions.  

10. Ancillary Services. Many medical insurance companies are now blocking access to new medications. This often 
requires physicians to complete lengthy Prior-Authorization (PA) processes. For PAs requiring less than 15 minutes to 
complete, no fee will be charged by our office. For PA’s taking longer than 15 minutes, the doctor’s or nurse practitioner's 
usual hourly fee will be charged in 15 minute increments.  Comparable fees are assessed for completion of extensive 
paperwork such as that required by employers, schools, government agencies, and disability insurance companies. 
 
11. Termination of Treatment: We recommend that you discuss ending therapy with your clinician rather than 
discontinue therapy without advice or explanation. If you cancel or miss a scheduled appointment and do not contact your 
clinician within 90 days, it will be assumed that you have ended your period of treatment. The therapist maintains no legal 
or professional obligations to the client after treatment has ended. You may contact your therapist at a later date if you 
wish to resume treatment. 
 
12. Prescription Misuse Policy & Monitoring of Controlled Substances. Note that the use of controlled substances 
(e.g., Adderall, Xanax, and others) may be monitored through use programs such as the Prescription Monitoring Program 
(PMP).   Misuse of controlled substances may result in termination of services from this office and reporting misuse to the 
federal Drug Enforcement Agency (DEA). In order to prevent abuse of controlled substance medications (Schedule II-IV 
prescriptions), Riverside providers may check with pharmacy or state monitoring services to ensure that patients are not 
receiving controlled medications through multiple doctors. We take this matter very seriously.  If we find that patients are 
receiving duplicate prescriptions or otherwise misusing medication, treatment may be terminated.  
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13. Telehealth. Some providers at Riverside offer counseling via telehealth (video conferences, “doxy.me”.)  If your 
provider has offered this option to you and you are interested in utilizing technology-assisted counseling, please complete 
the technology-assisted informed consent (available at the front desk and online.)  
 
14. Reminder Notifications: Riverside does utilize a program that provides reminder notifications for appointments 
(consent at the end of this document.) I understand that in the event that a reminder notification does not occur for any 
reason (i.e., technical difficulties), I am still responsible for knowing my appointment date/time and failure to receive a 
reminder is not means to avoid a no show/late cancel fee.  
 
15. Medication Refills: Please allow at least 48 hours for medication refills.  Prescription refills require ongoing 
monitoring. You must schedule an appointment with you psychiatrist at least every 3 months. Your psychiatrist will 
inform you if more frequent appointments are indicated. If you have concerns or problems related to your medications, 
you should schedule an appointment with a psychiatrist. If you do not attend your appointment within the follow up time 
recommended by your provider and you need a medication refill, a $25 fee for refills will be charged.  

 
 
 
17. Emergency Management: Urgent issues may be handed through your therapist during the normal work week by 
calling (703) 724-0200. Emergency situations, including thoughts of suicide should be addressed by calling 911 or going 
to the nearest emergency room.  
 
 
 
 

16. Cancellations and Missed Appointments  
Missed appointments are a loss of everyone. Your appointment time will be reserved exclusively for you. We do not overbook 
or double book appointment times as may be common in other medical practices. If we do not receive sufficient notice of 
cancellation then we cannot fill cancelled appointment times with patients seeking to get in on that date.  
 
 How to Cancel an Appointment: By Phone (703) 724-0200 or in Person at Riverside Office  

Late Cancelation Policy:  I recognize that if I am unable to keep an appointment, it is my responsibility to 
cancel at least 24 business hours in advance, exclusive of weekends and holidays, by calling RCC at (703) 
724-0200.  I understand that insurance companies do not pay for missed appointments and that my failure to 
give 24 hours notice may result in my being charged the clinic’s usual full visit fee for that session.  
I understand that due to high call volume, all voice mail calls are logged as to time and date received and a 
timely voicemail will constitute a cancellation. 
I understand that I may ask Riverside Counseling Center to review a missed appointment fee:  

-If I submit the appeal, in writing, within 30 days of the missed appointment (appeal form available at 
the front desk or online)  
-That all appeal decisions are final  
-Appeals will not be handled over the phone 

 
*Note Late Arrivals: If you arrive to an appointment 15 minutes late, or more, your provider reserves the right to cancel the 
appointment and charge for missed appointment fee.  
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HIPAA 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 This Notice 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 we 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 NASW Code of Ethics. It also describes your rights regarding how you may 
gain access to and control your PHI.  

We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy practices with 
respect to PHI. We are required to abide by the terms of this Notice of Privacy Practices. We reserve the right to change the terms of 
our Notice of Privacy Practices at any time. Any new Notice of Privacy Practices will be effective for all PHI that we maintain at that 
time. We will provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our website, sending a copy to 
you in the mail upon request or providing one to you at your next appointment.  

How We May Use And Disclose Health Information About You 

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. We may disclose PHI to any other consultant only with your authorization. Payment: We may use and disclose PHI 
so that we 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, we will only disclose the minimum amount of 
PHI necessary for purposes of collection. Health Care Operations: We may use or disclose, as needed, your PHI in order to support 
our business activities including, but not limited to, quality assessment activities, employee review activities, licensing, and 
conducting or arranging for other business activities. For example, we may share your PHI with third parties that perform various 
business activities (e.g., billing or typing services) provided we 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, we must disclose your PHI to you upon your request. In addition, we must make disclosures to the Secretary of the 
Department of Health and Human Services for the purpose of investigating or determining our compliance with the requirements of 
the Privacy Rule. Without Authorization: Following is a list of the categories of uses and disclosures permitted by HIPAA without 
an authorization. Applicable law and ethical standards permit us to disclose information about you without your authorization only in 
a limited number of situations.  

As licensed in the state of Virginia and as a member of the National Association of Social Workers, it is our practice to adhere 
to more stringent privacy requirements for disclosures without an authorization.  
 
The following language addresses these categories to the extent consistent with the NASW Code of Ethics and HIPAA. 

 
Child Abuse or Neglect: We may disclose your PHI to a state or local agency that is authorized by law to receive reports of child 
abuse or neglect. Judicial and Administrative Proceedings: We may disclose your PHI pursuant to a subpoena (with your written 
consent), court order, administrative order or similar process. Deceased Patients: We 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. Medical Emergencies: We may use or disclose your PHI in a medical emergency situation to medical 
personnel only in order to prevent serious harm. Our staff will try to provide you a copy of this notice as soon as reasonably 
practicable after the resolution of the emergency. Family Involvement in Care: We 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. Health 
Oversight: If required, we 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 
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performing utilization and quality control. Law Enforcement: We 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: We 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. Public Health: If required, we 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. 
Public Safety: We 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. Research: PHI may only be disclosed after a special 
approval process or with your authorization. Fundraising: We may send you fundraising communications at one time or another. You 
have the right to opt out of such fundraising communications with each solicitation you receive. Verbal Permission: We 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 we have already made a use or disclosure based upon your authorization. 
The following uses and disclosures will be made only with your written authorization: (i) most uses and disclosures of psychotherapy 
notes which are separated from the rest of your medical record; (ii) most uses and disclosures of PHI for marketing purposes, 
including subsidized treatment communications; (iii) disclosures that constitute a sale of PHI; and (iv) other uses and disclosures not 
described in this Notice of Privacy Practices.  
 
Your Rights  
 
You have the following rights regarding PHI we maintain about you. To exercise any of these rights, please submit your request in 
writing to Dr. Donald Hall, Riverside Counseling Center, 44084 Riverside Parkway Ste 102 Leesburg, VA 20176 

● 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. We 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 we have about you is incorrect or incomplete, you may ask us to amend the information 
although we are not required to agree to the amendment. If we deny your request for amendment, you have the right to file a 
statement of disagreement with us. We may prepare a rebuttal to your statement and will provide you with a copy. Please contact 
the Privacy Officer 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 we make 
of your PHI. We 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. We are 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, we are required to honor your request for a restriction.  
● Right to Request Confidential Communication. You have the right to request that we communicate with you about health 
matters in a certain way or at a certain location. We will accommodate reasonable requests. We 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. We 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, we 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.  

COMPLAINTS 
If you believe we have violated your privacy rights, you have the right to file a complaint in writing to Dr. Donald Hall  44084 Riverside 
Parkway Ste 102  Leesburg, VA 20176 or with the Secretary of Health and Human Services, 200 Independence Avenue, S.W., 
Washington, D.C. 20201 or by calling (202)619-0257. We will not retaliate against you for filing a complaint.  
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Informed Consent for Treatment 
 

I agree and consent to participate in behavioral health care services offered at and provided by Riverside Counseling Center, 
behavioral health care providers. I understand that I am consenting and agreeing only to those services that the provider is qualified to 
provide within: (1) the scope of the provider’s license, certification, and training: or (2) the scope of the license, certification and 
training of the behavioral health care provider directly supervising the services received by the patient. If the patient is under the age 
of eighteen or unable to consent to treatment, I attest that I have legal custody of this individual and am authorized to initiate and 
consent to treatment, and I am legally authorized to initiate and consent to treatment on behalf of this individual. 
 
 
 
Cancellation Policy and Appeal Process Agreement (see pg 4.) 
 
By initialing below, I acknowledge that I have read, fully understand and agree to abide by the Riverside Counseling Cancellation 
Policies and Fees described in this document  
 
 
 
Reminder Notifications 
 
By initialing here, I am stating that I would like to receive reminder notifications  
By initialing here, I am stating that I would NOT like to receive reminder notifications  
 
 
 
HIPAA Agreement 
 
I have received, read, and understand Riverside’s HIPAA Notice of Privacy Practices.  I understand that copies of this document are 
available in the office at any time.  
           Signature of: 

 
            Patient (Self) 

 
Parent 

 
Guardian 

 
Legal Representative  

 
 
By my signature, I affirm my agreement with “Riverside Counseling Center Information and HIPAA Polices”, which I have read 
in full and understand.  
 
Patient/ Responsible Party:  
*If signing as a responsible party or guardian, I attest that I have legal authority to make medical decisions regarding this patient. 
 
Relationship to Patient (if patient is a minor):  
 
 
Signature:                       Date:  
 
 
Witness:                        Date:  
 
 

 



 
 

44084 Riverside Parkway, Suite 240, Leesburg, Virginia  20176 - (703) 724-0200 
 

Telehealth Consent Form  
 

CONSENT FOR TELEHEALTH CONSULTATION 
 

1. I understand that my health care provider wishes me to engage in a telehealth consultation. 
2. My health care provider explained to me how the video conferencing technology that will be used to 

affect such a consultation will not be the same as a direct client/health care provider visit since I will not 
be in the same room as my provider.   

3. I understand that the telehealth consultation has potential benefits, including easier access to care and the 
convenience of meeting from a location of my choosing. 

4. I understand that there are potential risks to this technology, including interruptions, unauthorized 
access, and technical difficulties. I understand that my health care provider and I can discontinue the 
telehealth visit if it is felt that videoconferencing connections are not adequate for the situation. 

5. I have had a direct conversation with my provider, during which I had the opportunity to ask questions 
regarding this procedure. My questions have been answered and the risks and benefits and any practical 
alternatives have been discussed with my in a language I understand.  
 

CONSENT TO USE THE TELEHEALTH BY “DOXY.ME” SERVICE  
 
Doxy.me is the technology service we will use to conduct telehealth video conferencing appointments. It is 
simple to use and there are no passwords required to log in.  By signing this document, I acknowledge:  

1. Telehealth by Doxy.me is NOT an emergency service and in the event of an emergency, I will use a 
phone to call 911. 

2. Though my provider and I may be in direct, virtual contact through the telehealth service, neither 
Doxy.me nor the telehealth service provides any medical or healthcare services or advice including, but 
not limited to, emergency or urgent medical services. 

3. The telehealth by Doxy.me facilitates videoconferencing and is not responsible for the delivery of any 
healthcare, medical advice, or care.  

4. I do not assume that my provider has access to any or all the technical information in the telehealth by 
doxy.me service—or that such information is current, accurate, or up-to-date. I will not rely on my 
health care provider to have any of this information in the telehealth by doxy.me service. 

5. To maintain confidentiality, I will not share my telehealth appointment link with anyone unauthorized to 
attend the appointment.  

 
By signing this form, I certify: 

- That I have read or had this form read and/or had this form explained to me 
- That I fully understand its contents including the risks and benefits of the procedure(s). 
- That I have been given ample opportunity to ask questions and that any questions have been answered to 

my satisfaction.  
 
EMERGENCY PROCEDURES SPECIFIC TO TELEHEALTH SERVICES  
 
There are additional procedures that we need to have in place specific to telehealth services. These are for your 
safety in case of an emergency and are as follows: 
 
You understand that if you are having suicidal or homicidal thoughts, experiencing psychotic symptoms, or in a 
crisis that we cannot solve remotely, I may determine that you need a higher level of care and telehealth 
services are not appropriate.  



 
 
 
An Emergency Contact Person (ECP) is required, who your provider may contact on your behalf in a life-
threatening emergency only.  Enter the person’s name and contact information below: 
 
ECP: _________________________ 
 
ECP Contact Telephone Number: _________________________ 
 
Either you or I will verify that your ECP is willing and able to go to your location in the event of an emergency. 
Additionally, if either you, or your ECP, or I determine necessary, the ECP agrees to take you to a hospital. 
Your signature at the end of this document indicates that you understand I will only contact this individual in 
the extreme circumstances stated above.  
 
You agree to inform me of the nearest hospital to your primary location that you prefer to go to in the event of 
an emergency. 
 
 
 
IN CASE OF AN EMERGENCY 
 
If you have a mental health emergency, I encourage you not to wait for communication back from me, but do 
one or more of the following: 
 
Call _________________________ 
 
Call Lifeline at (800) 273-8255 (National Crisis Line) 
 
Call 911 
 
Go to the nearest emergency room  
 
 
 
Patient Name (Printed)             Patient Date of Birth:  
 
_________________________________     _________________________ 
 
 
 
Patient Email Address:  
 
_________________________ 
 
 
 
Signature:                                      Relationship:                                                         Date:  
 
_________________________   ___Patient (Self)               _______________ 
       ___Parent/Guardian  
       ___Legal Representative  



Covid	Risk	Disclosure	Statement	

This	agreement	is	made	based	on	the	need	to	minimize	risk	of	Covid	19	infection.		While	both	parties	
understand	that	complete	reduction	of	risk	is	not	possible,	we	agree	to	take	all	reasonable	precautions	
in	order	to	reduce	these	risks.	

Riverside	Counseling	Center	(RCC)	staff	agrees	to:	

1.		Take	precautions	to	sanitize	the	office	and	wear	protective	masks	if	requested	by	our	clients.	

2.		Not	meet	with	clients	if	we	have	significant	signs	of	viral	infection	or	have	had	recent	close	contact	
with	anyone	diagnosed	with	Covid	19	infection.	

3.		Provide	telephone	or	video-conference	appointments	to	patients	who	request	this	treatment	format	
in	lieu	of	in-person	appointments.	

Riverside	Clients	agree	to:	

1.		Not	attend	in-person	appointments	if	not	feeling	well.		If	sickness	develops	before	an	appointment	
client	will	change	to	phone	or	video-conference	appointment	if	able.		

2.		Disclose	to	RCC	if	Client	has	had	recent	close	contact	with	anyone	diagnosed	with	Covid	19	infection.	

3.		Wear	protective	masks	if	requested	by	RCC	personnel.		Maintain	appropriate	social	distancing.	

4.		Not	attend	in-person	appointments	if	significant	medical	risks	exist	(e.g.	immunosuppression,	
respiratory	illness,	or	over	age	65).			

	

Patient	Name:	__________________________	 	 	 	 Patient	DOB:	_______________	

	

Signature	 	 	 																																							Relationship:		 																										Date:	

_______________________________	 	 				___	Patient	(Self)																					____________________	

	 	 	 	 	 																		___	Parent/Guardian	

	 	 	 	 	 																			___	Legal	Representative		

	

	

RCC	Provider/	Staff	Signature		 	 			 	 	 	 	 			Date:	 		

_______________________________	 	 	 	 															____________________	



Minor Patient Name: ___________________ 
 
 

Parental Authorization Form 
 

 
Your Name: ______________________________ 
 
 
The person named above has legal parental authorization to make medical decisions regarding 
this minor.  This authorization includes, making therapeutic/medical decisions, obtaining 
medical records, scheduling/canceling appointments, and also incurs responsibility for payment.   
 
 
(If applicable)  
Other parties who also have legal parental authority include:  
 
     Name: _____________________ 
 
     Phone Number: __________________ 
 
     Address: __________________________________________________________________ 
 

        __________________________________________________________________ 
 

     Name: _____________________ 
 
     Phone Number: __________________ 
 
     Address: __________________________________________________________________ 
 

        __________________________________________________________________ 
  
 
In cases of court ordered custody arrangements regarding this minor, supporting documents 
will be provided to Riverside Counseling Center within two weeks.  
 
 
The information in this form is complete and correct to the best of my ability.  
 
 
By signing below, I am stating that I have the legal right to authorize counseling and/or medical 
treatment for the minor patient identified in this form.  
 
 
 
________________________________     _______________ 
Signature          Date  


