
 

NYC THERAPY + WELLNESS 
 

Housekeeping and Our Commitment to You 
 

Thank you for joining us and making therapy a commitment. We appreciate your dedication to 
prioritizing your well-being. We want to honor you and be clear about our commitment to you 

and the culture that we wish to create. This list was created to demystify any of the process. 
 
LET’S USE OUR TIME WELL. Every week, we commit time specifically for you. Out of a mutual 
respect, let’s do our best to honor each other, show up at each meeting (on time) and use our time well.  

LET’S BE COMMITTED TO DOING THE WORK. Therapy is most powerful when it is 
an active, involved, and effortful process. The more you participate, communicate, and take 
action, the more impactful it will be. At times, the work may feel intimidating, frustrating, tiring, 
and demanding. Trust in the process - this is by design. Just like any other form of exercise, if the 
workout isn’t challenging your limits, flexibility, and stamina, then growth will take longer.  

WE CAN BOTH EXPECT IMPROVEMENT (BUT NOT TRANSFORMATION). 
Slow and steady leads to lasting change. Although we wish we could wave a magic wand to 
solve problems or promise immediate relief, therapy takes time and is not a quick fix. 
Long-lasting, transformational change does occur over time and with effort, but it may not be 
something you see in the mirror after a few sessions. If you’re struggling, speak with your 
therapist about your expectations and let’s explore how to set realistic goals. We want to work in 
a way to make your growth most sustainable.  

LET’S TALK IT OUT BEFORE GHOSTING. We want this to be a positive experience for 
you. And we know the importance of fit. If you’re feeling like something isn’t working out, or if 
your needs aren’t being met, or you need something different, then please speak up. In our view, 
it’s better to be assertive than passive when it comes to advocating for yourself, and we 
appreciate the opportunity to “course correct” if something doesn’t feel right.  It’s ok if you’d 
still like to end things, just let your therapist know. In the end, we respect your decision and want 
you to get what you need. 

PLEASE TAKE A SEAT AND REFLECT. If the office door is closed, we are most likely 
with another client. Please feel free to have a seat in the hallway until your therapist comes to get 
you. 

DISCONNECT TO CONNECT. We’ve tried to create a peaceful and reflective space for you 
and our suitemates. We understand that life happens and that things need you attention, so please 
step outside if you need to make a phone call. 

 



 

STRESSED ABOUT FEES OR SCHEDULING? Therapy isn’t meant to add stress to your 
life, or be a financial or time burden. If you’re struggling with this, or any part or the process, 
please speak your mind so that we can create a solution.  

WE DO HAVE A FLEXIBLE CANCELLATION AND RESCHEDULING POLICY. 
Meeting at the agreed upon time is part of the process. Although we would rather not have to 
enforce this, we do ask the courtesy of honoring our flexible cancelation policy. It’s always best 
to reschedule for the week, so please let us know what alternatives are best. Make sure you’re 
familiar with our policy to avoid any unexpected fees. 

LOST AND FOUND. Left something behind or found something? No worries. Ask your 
therapist about our Lost & Found and we will be sure to follow up. 

IT’S CONFIDENTIAL. We value what you share with us and what is discussed in session 
stays between us. There are rare situations, however, where confidentiality may not apply. You 
can read more about these specifics on our Consent for Treatment page. 

   

 



 

NYC THERAPY + WELLNESS 
 

Client Intake Questionnaire  
 

Personal Information 

Name:________________________________________________ Date: ______________________ 

Parent/Legal Guardian (if under 18): ___________________________________________________ 

Address: _________________________________________________________________________ 

Cell Phone: _______________________________       May we leave a message? □ Yes □ No 

Other Phone: _____________________________                 May we leave a message? □ Yes □ No 

Email: ________________________________________ 

*Please note: Email correspondence is not considered to be a confidential medium of communication. 

DOB: ______________________________ Age: _______ Gender: ________________  

Marital Status:  

□ Never Married □ Domestic Partnership □ Married 

□ Separated □ Divorced □ Widowed 

Referred By (if any): ________________________________________________________________  

Have you previously received any type of mental health services (psychotherapy, psychiatric services, 

etc.)?  
□ No □ Yes, previous therapist/practitioner: _________________________________________  

Are you currently taking any prescription medication? □ Yes □ No 

If yes, please list: 

__________________________________________________________________________________ 

__________________________________________________________________________________  

  

 



 

NYC THERAPY + WELLNESS 
 

Consent for Treatment and Limits of Liability  
 

Limits of Services and Assumption of Risks:  
Therapy sessions carry both benefits and risks. Therapy sessions can significantly reduce the amount of 
distress someone is feeling, improve relationships, and/or resolve other specific issues. However, these 
improvements and any “cures” cannot be guaranteed for any condition due to the many variables that 
affect these therapy sessions. Experiencing uncomfortable feelings, discussing unpleasant situations 
and/or aspects of your life are considered risks of therapy sessions.  

Limits of Confidentiality:  
What you discuss during your therapy session is kept confidential. No contents of the therapy sessions, 
whether verbal or written may be shared with another party without your written consent or the written 
consent of your legal guardian. Personal health information that is confidential includes: types of service, 
dates/times of service, diagnosis, treatment plan, description of impairment, progress of therapy, case 
notes, summaries, etc. The following is a list of exceptions to confidentiality:  

Duty to Warn and Protect  
If you disclose a plan or threat to harm yourself, the therapist must attempt to notify your family and notify 
legal authorities. In addition, if you disclose a plan to threat or harm another person, the therapist is 
required to warn the possible victim and notify legal authorities.  
Abuse of Children and Vulnerable Adults  
If you disclose, or it is suspected, that there is abuse or harmful neglect of children or vulnerable adults (i.e. 
the elderly, disabled/incompetent), the therapist must report this information to the appropriate state agency 
and/or legal authorities.  
Prenatal Exposure to Controlled Substances  
Therapists must report any admitted prenatal exposure to controlled substances that could be harmful to the 
mother or the child.  
Minors/Guardianship  
Parents or legal guardians of non-emancipated minor clients have the right to access the clients’ records.  
Insurance Providers  
Insurance companies and other third-party payers are given information that they request regarding services 
to the clients.  
Consultation and Supervision 
In an effort to maintain quality care, therapists at this practice seek supervision for certain cases to ensure 
the best possible treatment is provided. Some therapists are provisionally licensed, meaning they are 
required by state to obtain supervision on cases from a licensed mental health clinician.  
Legal Proceedings and Court Orders 
Confidentiality may be broken if a court orders the release of your records. 
 

By signing below, I agree to the above assumption of risk and limits of confidentiality and understand their 
meanings and ramifications.  
___________________________        _______________________________       ___________ 
    Client/Authorized (PRINT)        Client/Authorized (SIGNATURE)                Date 
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Communication and Cancellation Policies 
 

Electronic Communication Policy 

Many common modes of electronic communication can put your privacy at risk and can 
be inconsistent with both HIPAA and with the standards of our professional practice. We feel it’s 
important that you know your options when it comes to how you communicate with us and feel 
confident in your ability to make an informed decision about what works best for you. This 
policy has been prepared to assure the security and confidentiality of your care and to assure that 
it is consistent with professional ethics and the law. Each therapist at NYC Therapy + Wellness 
retains the right to make specific exceptions to this policy as determined on a case by case basis. 
If you have any questions about this policy, please feel free to discuss this with your therapist 
directly. 

EMAIL COMMUNICATION AND TEXT MESSAGING  

Your therapist will only use email communication and text messaging with your verbal 
permission and only for administrative purposes (such as setting and changing appointments, 
billing matters and other related issues) unless we have made another agreement. We suggest 
avoiding discussing any of your personal health information via email or text messaging because 
access to electronic information is not assumed to be protected or private. For this reason, please 
do not use email or texting for issues related to your mental health. If you would prefer to use an 
encrypted messaging app that is HIPAA compliant as an alternative to text messaging, speak 
directly with your therapist about this option.  

 
SOCIAL MEDIA  

We do not communicate with, connect with, or contact clients through any social media 
platforms. These types of casual social contacts can create significant confidentiality risks for 
you. If you have any concerns, please speak to your therapist directly. 

 
Cancellation Policy 

If you are unable to attend an appointment, we request that you provide at least 24 hours advance 
notice to our office. Since we are unable to use this time for another client, please note that you 

will be billed for the entire cost of your scheduled appointment if it is not timely cancelled 
(within 24 hours), unless such cancellation is due to illness or an emergency. We appreciate your 

help in keeping the office schedule running timely and efficiently.  

I have read and understand the communication and cancellation policies. 

___________________________        _______________________________       ___________ 
    Client/Authorized (PRINT)        Client/Authorized (SIGNATURE)                Date 
 

 



 

NYC THERAPY + WELLNESS 
 

Notice of Privacy Policies  
 

This notice describes how your health information may be used and disclosed and how you can access 
this information. Please review it carefully.  

YOUR RIGHTS  

•  Receive a copy of your paper or electronic medical record  
•  Request an amendment and/or correction to your paper or electronic medical record 
•  Request confidential communication 
•  Ask us to limit the information we share 
• Get a list of those with whom we’ve shared your information 
• Get a copy of this privacy notice 
• Choose someone to act for you 
• File a complaint with the Department of Health and Human Services if you believe your privacy rights 
have been violated 

HOW WE MAY USE & SHARE YOUR INFORMATION  
• To treat you 
We can use your health information and share it with other professionals who are treating you. Example: We can 
speak with your primary care doctor about your overall health condition. 
• To run our organization 
We can use and share your health information to run our practice, improve your care, and contact you when 
necessary. Example: We use health information about you to manage your treatment and services. 
• To bill for services 
We can use and share your health information to bill and get payment from health plans or other entities. 
Example: We give information about you to your health insurance plan so it will pay for your services. 
• To comply with the law 
We will share information about you if state or federal laws require it, including with the Department of Health and 
Human Services if it wants to see that we’re complying with federal privacy law. 
• To address workers’ compensation, law enforcement, and other government requests 
We can use or share health information about you for workers’ compensation claims, law enforcement purposes or 
with a law enforcement official or special government functions such as military, national security, and presidential 
protective services. We also can share this information about you with health oversight agencies for activities 
authorized by law or to respond to lawsuits and legal actions.  

OUR RESPONSIBILITIES  
• We are required by law to maintain the privacy and security of your protected health information. 
• We will let you know promptly if a breach occurs that may have compromised the privacy or security of 
your information. 
• We must follow the duties and privacy practices described in this notice and give you a copy of it. 
• We will not use or share your information other than as described here unless you tell us we can in 
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you 
change your mind. 
 
 

 



 

CHANGES TO THIS POLICY 

We reserve the right to change the terms of this notice, and that any changes will apply to all information 
we have about you. The new notice will be available upon request, in our office, and on our website.  
 
FOR MORE INFORMATION OR ASSISTANCE  

Please contact our Head of Compliance, Kristin Anderson, at kristin@nyctherapywellness.com or 
347-266-1819. To file a complaint in writing, address it to: NYC THERAPY + WELLNESS 34 W 22nd 
St, 2B, New York, NY 10010. If you choose to file a complaint, we will not retaliate in any way.  

 
 
I hereby certify that I have been offered and have reviewed the Notice of Privacy Practices. I 
understand that I have the right to revoke this authorization, in writing, at any time by so 
notifying my health care provider. Such revocation will not affect actions taken by the requesting 
person prior to the date he or she received the written revocation.  I understand that my health 
care provider cannot condition medical treatment on whether I sign this authorization.  
 
___________________________        _______________________________       ___________ 
    Client/Authorized (PRINT)        Client/Authorized (SIGNATURE)                Date 
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NYC THERAPY + WELLNESS 
Emergency Contact Authorization  

 
 

 
I, ____________________, hereby give consent and authorize associates of NYC THERAPY + 
WELLNESS to release information to a paramedic team and the following person in the event of 
a medical emergency:  
 
In Case of an Emergency, Please Contact 
 
Name(s): _______________________________ Relationship: __________________ 
 
Phone Number:___________________ E-Mail: ______________________________ 
 
My Information 
 
Name: _____________________________________ Date of Birth: _______________ 
 
Current Address: _______________________________________________________ 
 
Please List any Medications: ______________________________________________ 
 
Please List any Allergies: _________________________________________________ 
 
Other Relevant Medical Information: ________________________________________ 
 
Insurance Provider: ________________ Preferred Hospitals: _____________________ 
 
Such disclosures of information are limited to emergency situations, as determined by associates 
of NYC THERAPY + WELLNESS.  I understand that my records are protected under Federal 
and State law and cannot be disclosed without my written consent unless otherwise provided by 
law. I further understand that associates within this practice will not condition my treatment on 
whether I give authorization for the requested disclosure.  
 
I further understand that the specific type of information to be disclosed may, if applicable, 
include: diagnosis, prognosis, and treatment information related to mental and emotional health. 
I understand that this consent will remain in effect until the termination of treatment unless 
revoked by submitting a written and dated notice of revocation to NYC THERAPY + 
WELLNESS.  
 
 
___________________________        _______________________________       ___________ 
    Client/Authorized (PRINT)        Client/Authorized (SIGNATURE)                Date 

 



 

NYC THERAPY + WELLNESS 
 

Credit Card Authorization Form  
 

 
Personal Information  

Name______________________________ Date__________________  

Billing Address_________________________________________________________________  

_____________________________________________________________________________  

Phone______________________________  

Credit Card Information  

Credit Card Number______________________________________________  

Expiration Date__________________  

CVV Code______________________  

I, __________________________, authorize NYC THERAPY + WELLNESS, doing 
business as Persons Psychology, PLLC, to charge this credit card for invoices billed to me 
from this date forward. I agree that my per session fee will be $________. I understand 
and acknowledge that I may be responsible for the fee in the event that I do not cancel 
with at least 24 hours notice. I understand that payment for each session will be taken 
within 24 hours of the visit. This agreement will expire at the termination of our working 
relationship.  
 
 
 
 
___________________________        _______________________________       ___________ 
    Client/Authorized (PRINT)        Client/Authorized (SIGNATURE)                Date 
  

 



 

NYC THERAPY + WELLNESS 
 

Client’s or Authorized Person’s Signature Medical 
Information Release/Claim Settlement  

 
I authorize the release of any medical information necessary to process claims for services that 
NYC THERAPY + WELLNESS (Persons Psychology, PLLC) and other health care providers 
provides for me.  
 
I authorize the release of any medical information necessary to coordinate care between NYC 
THERAPY + WELLNESS and other health care providers participating in my care.  
 
I also request payment of insurance/government benefits to NYC THERAPY + WELLNESS and 
other health care provided services who accepts assignment.  
 
I understand that I am responsible for any deductible, co-payment, or non-covered services if 
insurance coverage is being utilized.  
 
I understand that I am responsible for any service charges or collection fees should this account 
be sent to an out of office collection agency.  
 
I further agree that in the event of non-payment, to bear the cost of collection, and/or Court costs 
and reasonable legal fees should this be required.  
 
I understand that if I am private pay (not using insurance), I am expected to pay at the time 
services are rendered.  
 
 
___________________________        _______________________________       ___________ 
    Client/Authorized (PRINT)        Client/Authorized (SIGNATURE)                Date 
 
 

INSURANCE POLICY 
 
It is our policy to file your insurance as a courtesy. However, we do expect payment at the time 
services are rendered for any co-pay or private responsibility. It is very important that you be 
familiar with your insurance carrier and what is provided under your plan. With the changes in 
different healthcare policies, it is your responsibility to provide us with the correct ID card, 
referral or referral number, all of which must include proper information. Please understand that 
without this information, you will be responsible for filing their own claims. If there are any 
questions or if other arrangements need to be made, please do so prior to seeing your therapist. 
 

 


