
Confidential Client Information Form

Date: __________

Name (Last, First, M.I.): ________________________________________________________

Date of Birth: __________________  Age: ___________

Gender: ___________   Ethnicity/Race: ____________________________

Occupation: ______________________ Marital Status: ____________________________

Religious/Spiritual Affiliation: _____________________ How often do you attend? _______

Address: _____________________________________________________________________
  Street  (Apt No.)  City   State  Zip

Home Phone: _____________________ OK to leave message? _____________________

Mobile Phone: ____________________ OK to leave message? _____________________

Work Phone: ______________________ OK to leave message? _____________________

Email address: ______________________________ OK to email? _____________________

Preferred method of contact: ___________________________________________________

 Emergency contact (for medical emergency only)

Name: ___________________________ Phone: ___________________________________

Relationship: ______________________ Permission to contact?    Y  /  N     ___________
               Circle one          Initials

Please give a brief summary of the reasons that you are seeking my services:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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______________________________________________________________________________
How do you estimate the severity of your problem? (Check one below)

Mild _______ Moderate _______ Severe _______ Very Severe _______ 

Have you sought mental health treatment before and, if so, for what issue?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

 Past therapist information:

Name: _____________________________ Date: ___________ Positive experience?  Y  /  N

Would you like me to contact your prior therapist?  Y  /  N   (If Yes, complete R.O.I form)

Please list any medications you are currently taking: _______________________________

______________________________________________________________________________

 

How did you find out about my practice? _________________________________________

______________________________________________________________________________

______________________________________________________________________________



Patient Name: ________________________________

Psychologist-Patient Service Agreement

Welcome to Dr. Borlenghi’s practice.  This document contains important information 
about her professional services and business policies.  It also contains summary 
information about the Health Insurance Portability and Accountability Act (HIPAA), a 
new federal law that provides new privacy protections and new patient rights with 
regard to the use and disclosure of your Protected Health Information (PHI) used for 
the purpose of treatment, payment, and health care operations.  HIPAA requires that 
Dr. Borlenghi provide you with a Notice of Privacy Practices (the Notice) for use and 
disclosure of PHI for treatment, payment and health care operations.  The law requires 
that Dr. Borlenghi obtain your signature acknowledging that she has provided you with 
this information. During your first session, Dr. Borlenghi will discuss any questions you 
have about the procedures.  Your signatures on this document will represent an 
agreement with her.  You may revoke this Agreement in writing at any time.  That 
revocation will be binding on her unless she has taken action in reliance on it; if there 
are obligations imposed on her by your health insurer in order to process or 
substantiate claims made under your policy; or if you have not satisfied any financial 
obligations you have incurred.

CONSENT TO PSYCHOLOGICAL SERVICES

The first one or two sessions that Dr. Borlenghi has with patients involves an evaluation 
of patient needs.  Patients will undergo a clinical interview and when appropriate, will 
be asked to complete self-report questionnaire.  The purpose of the evaluation is to 
establish a diagnosis (if any) and to make treatment recommendations.  In some 
cases, patients will be referred to other professionals following the evaluation.  The 
patient should then decide if he/she would like to work with Dr. Borlenghi or would like 
to receive referrals to other treatment providers.  

Dr. Borlenghi works with patients to understand their personalities individual strengths 
and weaknesses, develop the ways that their pasts affect their present life 
circumstances, heal past traumas when necessary, find more adaptive ways to interact 
with the world, and to make plans and goals for the future. Although I believe therapy 
will be helpful, as with any treatment, psychotherapy can have both benefits and risks. 
Since psychotherapy involves discussing unpleasant aspects of life, a patient may 
experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, 
and helplessness.  Often, these unpleasant feelings decrease as therapy progresses.  
There are no guarantees of what any one patient/client will experience during 
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treatment.  I understand that I may find that even when treatment is successful I may 
not be happier. Occasionally the therapy process may lead to making changes in 
relationships or other aspects of life such as career that are disruptive and lead to 
complications in my work or personal life. 

I, after reading the above, agree to permit Dr. Amanda Borlenghi, Psy.D. to provide me 
or my minor child/children with psychological services including evaluations, 
diagnosis, and/or other aspects of treatment or treatment planning.  I agree to 
participate, to the best of my ability, in my care and treatment.  Further, I understand 
that I have the right to voice any concerns to Dr. Borlenghi regarding the psychological 
services that I receive.  I understand that I may request a second opinion. I also 
understand that should I decide to terminate therapy or other psychological services, 
or change clinicians, I have the right to do so at any time.

I HAVE READ, UNDERSTOOD, AND AGREED TO THE SECTION TITLED CONSENT 
TO PSYCHOLOGICAL SERVICES:
! ! ! ! ! ! ! ! ! ! ! __________
            Patient Initials

CONFIDENTIALITY

I understand that the issues discussed during the course of my evaluation or therapy 
or my minor child/children’s evaluation or therapy are confidential, meaning that 
information I reveal will not be discussed or shared in any format with others without my 
knowledge and written consent.  My records and the records of my minor child/children 
will not be discussed or sent to others (excluding insurance companies or managed 
care companies) without a signed authorization form which meets certain legal 
requirements imposed by HIPAA. There are several important exceptions to this 
confidentially.  They include:

o Situations of potential harm to myself or others. 
o Situations in which my minor child who is being seen by Dr. Borlenghi may 

harm himself/herself or others.
o Situations in which a third party informs Dr. Borlenghi that I intend to harm 

another person
o Child abuse, sexual abuse and/or neglect
o Court cases where my records are court ordered
o Insurance companies seeking information about treatment before making 

payment
o Government agencies requesting information for health oversight activities
o Situations in which Dr. Borlenghi must defend herself against a complaint or 

law suit
o Workman’s Compensation Claims

In such cases, Dr. Borlenghi will discuss the situation with me and share with me any 
information which is released, whenever possible.  I further understand and agree to 



permit Dr. Borlenghi to reveal my name and/or child’s name, address and financial 
information to her office staff for scheduling and billing purposes.

Also, from time to time Dr. Borlenghi may consult with professional colleagues about 
my case to get input on how to provide the best care.  In these consultations all 
cautions will be taken to preserve confidentiality.  In any situation that may reveal 
privacy, she will request an explicit release of information from the patient.

I HAVE READ, UNDERSTOOD, AND AGREED TO THE SECTION TITLED 
CONFIDENTIALITY:
           __________
            Patient Initials

POLICIES RELATED TO INSURANCE

Dr. Borlenghi is not currently a contracted provider on any insurance panels, thus 
payment is my responsibility. I recognize that I have the option to submit my claims to 
insurance for out of network reimbursement, and I agree to pay my fees at the time of 
services. I understand that my insurance carrier may not reimburse me for my 
treatment or may only reimburse a small percentage. I understand that Dr. Borlenghi 
cannot guarantee reimbursement of any kind.

I HAVE READ, UNDERSTOOD, AND AGREED TO THE SECTION TITLED POLICES 
RELATED TO INSURANCE:
! ! ! ! ! ! ! ! ! ! ! __________
            Patient Initials

FINANCIAL POLICIES

The fee for Dr. Borlenghi’s Initial Intake Evaluation is $220.00.  This is a diagnostic 
evaluation that will last between 55 and 75 minutes. The reason for the increased rate 
of this session is the extra time this session may take and the additional time Dr. 
Borlenghi spends on an intake write up after session. When the patient is a child, it 
consists of meetings with both the patient and the parents. Subsequent sessions, if 
needed, are approximately 55 minutes in duration and the fee charged for each is 
$175.00. A 90 minute individual psychotherapy session is $260.00 and the fee for 
double sessions is $330.00. Couples sessions are $200.00 for 55 minutes and $300.00 
for 90 minutes. Double sessions for couples therapy are $390.00. Dr. Borlenghi often 
requests that new patients take a personality assessment called the Minnesota 
Multiphasic Personality Inventory-II (MMPI-II). The cost for this assessment is $200.00 
for Dr. Borlenghi’s current clients. In addition, if I request that Dr. Borlenghi travel to a 
location away from the office (e.g., home visit, school visit, etc.), I understand that Dr. 
Borlenghi will bill me for travel time at the regular hourly rate for an office visit. For any 
paperwork requiring more than a signature (e.g. emotional support animal letters) there 
is a $30.00 charge. See the section regarding court and custody proceedings for 
pricing in the case that Dr. Borlenghi has to appear in court on behalf of her client.



Payment is due at the time services are rendered. Personal checks and cash are 
accepted in this office. Checks can be written to: Dr. Amanda Borlenghi.  A returned 
check fee will be charged for all checks returned by the bank for non-payment.

Since the practice often has a wait list, it is important that patients attend their 
scheduled visits. Except in the case of illness or emergency there will be a charge 
equivalent to the sessions charge unless the appointment is cancelled 24 hours in 
advance.  It is important to note that insurance companies do not provide 
reimbursement for missed appointments.  

Between-session phone contacts that last for over 15 minutes will be billed at the 
regular hourly rate. Brief telephone contacts are not billed.

If temporary financial problems arise, it is my responsibility to contact Dr. Borlenghi so 
that an adequate payment plan may be arranged. If it should be necessary to turn my 
account over for collections, I herein agree to pay all collection-related costs.

Fee adjustments decided upon between myself and Dr. Borlenghi are indicated here 
____________________.

I HAVE READ, UNDERSTOOD, AND AGREED TO THE SECTION TITLED 
FINANCIAL POLICIES:!
! ! ! ! ! ! ! ! ! ! ! __________
            Patient Initials

PROFESSIONAL RECORDS

I am aware that, pursuant to HIPAA, Dr. Borlenghi keeps Protected Health Information 
about her patients in the Designated Medical Record.  It includes information about 
reasons for seeking therapy, a description of the ways in which problems impact life, a 
diagnosis, the goals set for treatment, progress toward those goals, medical and social 
history, treatment history, past treatment records that Dr. Borlenghi has received from 
other providers, reports of any professional consultations, billing records, and any 
reports that have been sent to anyone, including reports to an insurance carrier.  
Except in unusual circumstances that involve danger to self or others or where 
information has been supplied to Dr. Borlenghi by others confidentially, a patient may 
examine and/or receive a copy of the Designated Medical Record, if it is requested in 
writing.  HIPAA provides patients with several new or expanded rights with regard to 
their Designated Medical Record and disclosures of protected health information. Dr. 
Borlenghi is happy to discuss any of these rights.  Patients under 18 years of age who 
are not emancipated and their parents should be aware that the law may allow both 
parents to examine their child’s treatment records. By California law, Psychology 
Records must be maintained for seven years after the last patient contact (seven years 
beyond the age of 18 for a minor). After this period, Dr. Borlenghi may destroy the 
Designated Record Set and the Psychology Process Notes. Should Dr. Borlenghi close 
her practice, her staff will indicate how records can be accessed.



Dr. Borlenghi uses a secure Electronic Health Record system. This system, while 
secure, HIPPA compliant, and password protected, is an internet based system, and is 
thus susceptible to hacking or other violations. Dr. Borlenghi takes every precaution to 
protect my information, however I aware of the potential risk posed to internet based 
Electronic Health Record systems.

I HAVE READ, UNDERSTOOD, AND AGREED TO THE SECTION PROFESSIONAL 
RECORDS:!
! ! ! ! ! ! ! ! ! ! ! ___________
            Patient Initials

BETWEEN-SESSION CONTACTS, ON-CALL POLICY, VACATION AND EMERGENCY 
COVERAGE

I understand that Dr. Borlenghi is a sole provider in private practice without emergency 
care services, as such she is only available to clients during business hours. Business 
hours for Dr. Borlenghi are between 8am and 6pm Monday through Saturday. Dr. 
Borlenghi is frequently not able to answer her phone calls immediately.  When she is 
unable to answer a call, the telephone is answered by her confidential voice mail.  Dr. 
Borlenghi checks her messages on a regular basis and will return my call as quickly as 
possible during business hours. If I am difficult to reach, I will inform Dr. Borlenghi of 
some times that I will be available.  I understand that if I am unable to reach Dr. 
Borlenghi and feel that I am facing an emergency, I should go to the nearest 
emergency room or call 911. I understand that if my need for communication with my 
mental health provider exceeds the the parameters listed above, Dr. Borlenghi will 
provide me with referrals for organizations able to provide a higher level of care. 

I understand that there may be periods of time (e.g. vacations) when Dr. Borlenghi is 
either out of town or not available to return telephone calls.  In these instances, other 
qualified professionals will provide coverage for her and will return the call.  Should Dr. 
Borlenghi become unavailable due to long term illness or death, her colleagues will 
access my phone number in order to notify me of Dr. Borlenghi’s unavailability.  At my 
request, these professionals will provide a referral for further care.

I am aware that while Dr. Borlenghi takes every precaution to keep text and email 
communications confidential, both of these communication platforms may be 
compromised by hacking or other violations. I understand that if I choose to 
communicate with Dr. Borlenghi by text or email my communications may be at risk. To 
avoid this risk I may choose to communicate with Dr. Borlenghi exclusively via phone 
and voicemail.

Dr. Borlenghi sends appointment reminders via text and email. Dr. Borlenghi will not 
send protected health information via text message. If I need to talk about issues 
related to my mental health or treatment, Dr. Borlenghi will discuss these matters with 
me over the phone.!



By signing here I am indicating that I do not with to be contacted to verify my 
appointment by email or text  ___________                             
                                     Patient Initials

By signing below, I am giving Dr. Borlenghi permission to reveal my name and phone 
number and when appropriate, to reveal the reason I am seeing Dr. Borlenghi for 
therapy to the professional who will be covering for her while she is away or who will be 
responding should Dr. Borlenghi become unavailable due to illness or death.

I HAVE READ, UNDERSTOOD, AND AGREED TO THE SECTION BETWEEN 
SESSION CONTACT, ON CALL POLICY, VACATION AND EMERGENCY COVERAGE:

           ___________
            Patient Initials

POLICY REGARDING COURT AND CUSTODY PROCEEDINGS

I understand that Dr. Borlenghi is not a forensic psychologist and does not provide 730 
evaluations, recommendations for custody, or assessment of fitness to parent. If I see 
Dr. Borlenghi for assistance during my divorce proceedings she will provide me with 
assistance with my emotional and mental health and stability, but will not participate in 
any legal proceedings. I understand that if I request notes, a summary of treatment, or 
other information about my clinical treatment, the information will be provided. 
However, I understand that the information could be used in court in a way that is 
counter to my legal goals.

 While Dr. Borlenghi believes that it is best for all parties if my clinical treatment is 
kept separate from any legal proceeding I am participating in, she is aware that she 
can be subpoenaed or otherwise requested by the courts to participate. If this were to 
occur, and she is required to attend court, a deposition, or otherwise spend time on my 
legal case, her fee is $450.00 per hour.

I HAVE READ, UNDERSTOOD, AND AGREED TO THE SECTION POLICY 
REGARDING COURT AND CUSTODY PROCEEDINGS:
           ___________
            Patient Initials

I HAVE READ, UNDERSTOOD, AGREED TO AND INITIALED ALL SECTIONS OF DR. 
BORLENGHIʼS PSYCHOLOGIST-PATIENT SERVICE AGREEMENT:

________________________________________________________ __________________
 Signature of Patient (or responsible party if patient is a minor)   Date



HIPAA Notice of Privacy Practices Statement

THIS NOTICE DESCRIBES HOW MENTAL HEALTH INFORMATION ABOUT YOU 
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION.

All information describing your mental health treatment and related health care 
services (“mental health information”) is personal, and we are committed to protecting 
the privacy of the personal and mental health information you disclose to us. We are 
required by law to maintain the confidentiality of information that identifies you and the 
care you receive. When we disclose information to other persons and companies to 
perform services for us, we require them to protect your privacy, too. This Notice 
applies to your counselor, psychotherapist, psychiatrist and other health care 
professionals who provide care to you. We must also provide certain protections for 
information related to your medical diagnosis and treatment, including HIV/AIDs, and 
information about alcohol and other substance abuse. We are required to give you this 
Notice about our privacy practices, your rights and our legal responsibilities.

WE MAY USE AND DISCLOSE YOUR MENTAL HEALTH INFORMATION:

For TREATMENT for example, we may give information about your psychological 
condition to other health care providers to facilitate your treatment, referrals or 
consultations.

For PAYMENT for example, we may contact your insurer to verify what benefits you are 
eligible for, to obtain prior authorization, and to receive payment from your insurance 
carrier. 

For APPOINTMENTS AND SERVICES to remind you of an appointment, or tell you 
about treatment alternatives or health related benefits or services. 

WITH YOUR WRITTEN AUTHORIZATION we may use or disclose mental health 
information for purposes not described in this Notice only with your written 
authorization

WE MAY USE YOUR MENTAL HEALTH INFORMATION FOR OTHER PURPOSES 
WITHOUT YOUR WRITTEN AUTHORIZATION

As REQUIRED BY LAW when required or authorized by other laws, such as the 
reporting of child abuse, elder abuse or dependent adult abuse.
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For HEALTH OVERSIGHT ACTIVITIES to governmental, licensing, auditing, and 
accrediting agencies as authorized or required by law including audits; civil, 
administrative or criminal investigations; licensure or disciplinary actions; and 
monitoring of compliance with law.

In JUDICIAL PROCEEDINGS in response to court/administrative orders, subpoenas, 
discovery requests or other legal process.

To PUBLIC HEALTH AUTHORITIES to prevent or control communicable disease, injury 
or disability, or ensure the safety of drugs and medical devices. 

To LAW ENFORCEMENT for example, to assist in an involuntary hospitalization 
process.

To THE STATE LEGISLATIVE SENATE OR ASSEMBLY RULES COMMITTEES for 
legislative investigations.

For RESEARCH PURPOSES subject to a special review process and the confidentiality 
requirements of state and federal law.

To PREVENT A SERIOUS THREAT TO HEALTH OR SAFETY of an individual. We may 
notify the person, tell someone who could   prevent the harm, or tell law enforcement 
officials.

To PROTECT CERTAIN ELECTIVE OFFICERS including the President, by notifying law 
enforcement officers of potential harm.

YOU HAVE THE FOLLOWING RIGHTS:

To Receive a Copy of this Notice when you obtain care.

To Request Restrictions.  You have the right to request a restriction or limitation on the 
mental health information we disclose about you for treatment, payment or health care 
operations.  You must put your request in writing. We are not required to agree with 
your request.  If we do agree with the request, we will comply with your request except 
to the extent that disclosure has already occurred or if you are in need of emergency 
treatment and the information is needed to provide the emergency treatment. 

To Inspect and Request a Copy of Your Mental Health Record except in limited 
circumstances.  A fee will be charged to copy your record.  You must put your request 
for a copy of your records in writing. If you are denied access to your mental health 
record for certain reasons, we will tell you why and what your rights are to challenge 
that denial.
To Request an Amendment and/or Addendum to your Mental Health Record.  If you 
believe that information is incorrect or incomplete, you may ask us to amend the 
information or add an addendum (addition to the record) of no longer than 250 words 



for each inaccuracy.  Your request for amendment and/or addendum must be in writing 
and give a reason for the request.  We may deny your request for an amendment if the 
information was not created by us, is not a part of the information which you would be 
permitted to inspect and copy, or if the information is already accurate and complete.  
Even if we accept your request, we do not delete any information already in your 
records. 

To Receive An Accounting of Certain Disclosures we have made of your mental health 
information. You must put your request for an accounting in writing.

To Request That We Contact You By Alternate Means (e.g., fax versus mail) or at 
alternate locations.  Your request must be in writing, and we must honor reasonable 
requests.

CHANGES TO THIS NOTICE.  We reserve the right to change this Notice.  We reserve 
the right to make the revised or changed Notice effective for information we already 
have about you as well as any information we receive in the future.  We will post a copy 
of the current Notice on the UC website: http://universityofcalifornia.edu/hipaa/
notice.html

CONTACT INFORMATION:  
If you have any questions about this Notice or believe your privacy rights have been 
violated, you may contact:  
The Secretary of the Department of Health and Human Services 
    Contact the Office for Civil Rights 
    1-866-627-7748, 1-800-537-7697 (TTY) 
    http://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html

Filing a complaint will not affect the services you receive from Dr. Borlenghi.

By law, Dr. Amanda Borlenghi is required to follow the terms in this privacy notice. Dr. 
Borlenghi has the right to change the way your personal health information is used and 
given out. If Dr. Borlenghi makes any changes to the way your personal health 
information is used and given out while you are a current client at Dr. Borlenghi, you will 
get a new notice, directly or by mail, within 60 days of the change.

___________________________________________________  __________________
Signature         Date
___________________________________________________
Printed Name



Authorization for Release of Information

I hereby authorize Amanda Borlenghi, Psy.D. to disclose/exchange information 
specified below, which is contained in the record of:
___________________________________________________      ________________ 
                        (Print name of individual)                                                      (Date of birth) 

To ___________________________________________________________________
                               (Name of agency requesting information)                                              
Address:_____________________________________________________________ 
____________________________________________ Phone: (____) ____________ 

___All material in record
___Clinical information for coordination of care
___Psychological history
___Mental status and diagnosis
___Medical history
___Medication and treatment orders
___Discharge summary
___Progress in treatment
___Summary of psychological testing 
___Other:_______________________________________________

I acknowledge that I have been advised of what information will be disclosed and 
understand the benefits and disadvantages of such disclosure. This consent form is 
freely given and I have not been threatened with the discontinuance or refusal of 
services if I do not sign this form. 

I understand that this authorization, except for action already taken using this 
authorization, may be revoked by me at any time.

________________________________________________   ___________________ 
     (Signature of individual or of individual’s parent/guardian)                         (Date) 

________________________________________________   ___________________
                  (Additional signature if required)                                                (Date) 
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