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The following is to ensure your understanding of my office policies.  Any part may be altered, subject to prior 
agreement between us.!!
Each office visit is 45 minutes long. it begins and ends as scheduled, and is yours as a paid visit, even if you 
are late or absent. My 48-hour advance cancellation policy is intended to cover emergencies or illness only.   
As feasible, I will reschedule a missed session or late. Cancellation at no charge within one week. However, if 
this is not possible, and if 48-hour advance cancellation was not received, full payment for the missed session 
is immediately due and payable.!!
If you have outpatient mental health insurance, I will bill your insurance company at my usual and customary 
fee of $145 per session, and advise them of the amount you have paid.!!!
You may call me at (310) 455-3232, Monday through Friday, from 9:00AM. to 6:00PM. I will return your call as 
soon as possible if a message is left for me. In case of emergency, please call 911. This number rings at 
home and I answer whenever I am able.!!
_____________________________________________________________________________________!!
I have read and agree to the above terms. I authorize Dr. Siegel to provide psychotherapy services to me, and 
agree that payment of insurance benefits be made directly to Dr. Siegel for the services rendered. I further 
authorize Dr. Siegel to furnish my insurance company with information regarding history, diagnosis, and 
treatment. I understand that the usual and customary fee is $145 per 45-minute hour. The amount for which I 
accept responsibility is $__________ per 45-minute hour.!!
Signature: ________________________Referred by: ________________________Date: ____________!!
Print Name: _______________________Additional Info: _______________________________________!!
Address: _____________________________________________________________________________!!
City/State/Zip: _________________________________________________________________________!!
Home Phone: (        )_________________________  Cell Phone:  (        )__________________________!!
Birth Date: _________________  Additional Phone(s): (       )_____________________!!
Emergency Contact: ____________________________________ Relationship: _____________________!!
Phone: (      )______________________________________

AUTHORIZATION FOR TREATMENT !
ASSIGNMENT OF BENEFITS
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The following is written to give you information about your rights and responsibilities, and to ensure that you 
understand my office policies. Please feel free to discuss any part of this with me.!!
1. Confidentiality.  As your therapist, I am legally prohibited from discussing the fact that you are in therapy 
with me, nor may I reveal the contents of our discussions without your written permission.!
However, in the following circumstances, the law and/or professional guidelines supersede your right to 
confidentiality:!!
A.  Instances of actual or suspected physical or sexual abuse, emotional cruelty, or neglect of a child, an 

elder or a dependent adult, must be reported to the appropriate protective services.!!
B. If a client appears to pose imminent violence to another person, or another's property, I must warn that 

person and inform the appropriate authorities.!!
C. If your treatment with me is court ordered or if I am served with a subpoena, or if you raise your own 

psychological state as an issue, I must release information to the court or appear in court!!
D. If you express a serious intent to harm yourself, ethically I am bound to do whatever is necessary to 

keep you safe, which may include notifying authorities or others who might be of help.!
! !
2. Sessions.  Each office visit is 45 minutes long. It begins and ends as scheduled, and is yours as a paid 
visit, even if you are late or absent. Cancellations must be made 48 hours in advance and are intended to 
cover emergencies and illness only.  I will replace missed sessions within one week if I can, by phone or at 
the office.!!
3. Payment.  Payment for services is due at the time of each session, unless we have agreed to a different 
arrangement. At the outset of treatment, we will agree on a fee, and any fee change will be negotiated in 
good faith and in the context of your present ability to pay in order to remain in treatment.  Fees for writing 
psychological reports are based on the agreed hourly fee. It is important that we discuss any issues that 
may arise from our financial arrangements (such as a change in your financial status) so that our work 
together may continue unencumbered.!!!
4.Telephone Accessibility.  I will return phone calls made to 310-455-3232 as soon as possible and during 
business hours. There will be no charge for a call of less than 10 minutes; calls of greater length will be 
prorated at the agreed rate.!
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Page 1 of 2



!

!!
5.Patient Rights.  In addition to confidentiality (discussed in paragraph 1), you have the right to terminate 
your treatment at any time and for any reason. Your only financial obligation is for the fees incurred to date. 
You have the right to question any aspect of your treatment, and to expect that I will do everything to 
facilitate any adjunctive or alternative treatment you may need.  You have the right to expect that I will 
maintain a professional and ethical boundary between us during your treatment.!!
To protect your confidentiality, if we happen to see one another on the street or in public places, I will not 
acknowledge your presence unless you greet or approach me first (which I welcome, of course).  When 
asked how I know you I will say “I know you in the community”.!!!
Your signature below indicates that you have read and understood this information, that you agree to it, and 
that you have received a copy of this notice.!!!!!!!!!
______________________________________                       ________________________!
Signature of Client                                                                     Date!!!!!!!!!!!!!
A:inf-authtrtmt5-03!
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This notice describes how medical information about you may be used and disclosed, and how you can 
access this information. Please review it carefully.!!
I	

 LEGAL OBLIGATION REGARDING YOUR PROTECTED HEALTH INFORMATION (PHI) !
! I am legally required to protect the privacy of identifying information that I have created or received 
! about your past, present, or future health or condition, the provision of health care to you, or the 
! payment for this health care. I must provide you with Notice about my privacy practices, and such 
! Notice must explain how, when and why I will 'use" and "Disclose" your PHI.  A "use" occurs when I 
! share, examine, utilize, apply or analyze such information within my practice; a "disclosure" occurs 
! when PHI is released, transferred, has been given to, or is otherwise divulged to a third party outside 
! my practice. I reserve the right to change the terms of this Notice and my privacy policies at any 
! time by putting any changes in writing and promptly offering them to you. This Notice is available at 
! my office for review at any time.!!
II	

 USE AND DISCLOSURE OF INFORMATION!
! For some uses and disclosures, I will need your prior authorization; for others, I do not.!!
! A.  Uses and disclosures relating to treatment, payment, or health care operations do not 
! require your prior written consent. I can use and disclose your PHI without your consent in the 
! following circumstances:!
! 1.! For treatment. I can disclose your PHI to physicians, psychiatrists, psychologists, and other 
! ! licensed health care providers who provide you with health care services or are involved in 
! ! your care. For example, if you're being treated by a physician, with your written permission,         
! ! I can disclose your PHI to that physician in order to coordinate your care.!
! 2.! To obtain payment for treatment. I can disclose your PHI to bill and collect payment for the 
! ! treatment I provide to you (e.g., to your insurance company, to others who process my !
! ! health care claims or to a collection agency.!
! 3.! For health care operations. I can disclose your PHI to operate my practice. For example, I 
! ! might use it to evaluate the quality of health care services you received. I may also !
! ! provide your PHI to my accountant, attorney, consultants and others to ensure I am complying 
! ! with applicable laws.!
! 4.! Other disclosures. I may also disclose your PHI to others without your consent in certain 
! ! situations. For example, your consent is not required if you need emergency treatment, as 
! ! long as I try to get your consent after treatment is rendered, or if I try to get your consent but 
! ! you are unable to communicate with me (e.g., if you are unconscious or in severe pain) and I 
! ! think that you would consent to such treatment if you were able to do so.! !!
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! B.  Certain uses and disclosures do not require your consent. I can use and disclose your PHI !
without your consent or authorization in the following circumstances:!
! 1.! When disclosure is required by federal, state or local law; judicial or administrative 
! ! proceedings; or, law enforcement.  For example, I may make a disclosure to applicable 
! ! officials when a law requires me to report information to government agencies and law !
! ! enforcement personnel about victims of abuse or neglect; or when ordered in a judicial or 
! ! administrative proceeding.!
! 2.! For public health activities. For example, I may have to report information about you to the 
! ! county coroner.!
! 3.! For health oversight activities. For example, I may have to provide information to assist the 
! ! government when it conducts an investigation or inspection of a health care provider or !
! ! organization!
! 4.! For research purposes. In certain circumstances, I may provide PHI in order to conduct 
! ! medical research.!
! 5.! To avoid harm. In order to avoid a serious threat to the health or safety of a person or the 
! ! public, I may provide PHI to law enforcement personnel or persons able to prevent or lessen 
! ! such harm.!
! 6.! For specific government functions. I may disclose PHI of military personnel and veterans in 
! ! certain situations. And I may disclose PHI for national security purposes, such as protecting 
! ! the President of the United States or conducting intelligence operations.!
! 7.! For workers' compensation purposes. I may provide PHI in order to comply with workers 
! ! compensation laws.!
! 8.! Appointment reminders and health related benefits or services.  I may use PHI to provide 
! ! appointment reminders or give you information about treatment alternatives, or other health 
! ! care services or benefits I offer.!!!
! C.  Certain uses and disclosures require you to have the opportunity to object.!
! Disclosures to family, friends, or others.  I may provide your PHI to a family member, friend or 
! other person whom you indicate being involved in your care or in the payment for your health care, 
! unless you object in whole or in part to giving me written authorization to release information. The 
! opportunity to consent may be obtained retroactively in emergency situations.!
! !
! D.  Other uses and disclosures require your prior written authorization. In any other situation 
! not described in sections A, B and C above, I will ask for your written authorization before using or 
! disclosing any of your PHI. If you choose to sign an authorization to disclose your PHI, you can later 
! revoke such authorization in writing to stop any future uses and disclosures (to the extent that I have 
! not taken any action in reliance on such authorization) of your PHI by me.
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III  	

 YOUR RIGHTS REGARDING YOUR PHI!!
! A.  The right to request limits on uses and disclosures.  You may ask that I limit how I use and 
! disclose your PHI. I will consider your request, but I am not legally required to comply with it. If I 
! accept it, I will put any limits in writing and abide by them, except in emergency situations. You may 
! not limit the uses and disclosures that I am legally required or allowed to make.!!
! B.  The right to choose how I send PHI to you.  You may ask that I send information to you at an 
! alternative address (e.g., at your work). Or by an alternative means (email rather than regular mail).!
! I am obliged to agree to your request, provided that I can easily send the information in the format 
! requested.!
! !
! C.  The right to see and get copies of your PHI.  In most cases, you have the fight to look at or get 
! copies of your PHI that I have. Such request must be in writing, and I will respond within 30 days of 
! receipt. If I do not have your PHI, I will direct you to the source that does. If I feel it necessary to 
! deny your request, I will notify you of my reasons in writing and explain your right to have my denial 
! reviewed.!
! ! The charge for copies of your PHI will be no more than $.25 per page, agreed in advance. 
! Provided you agree, I may provide you with a summary or explanation of your PHI, rather than the 
! complete PHI.!!
! D.  The right to obtain a list of the disclosures I have made.  Upon request, I will provide, within 
! 60 days, a list of disclosed PHI.  This will not include uses or disclosures to which you have already 
! consented nor those made for national security purposes, to corrections or law enforcement !
! personnel.  The list will include disclosures made in the last six (6) years, or shorter if requested. !
! It will include the date of the disclosure, to whom PHI was disclosed, a description of the information 
! disclosed, and the reason for the disclosure. The list will be provided at no charge; however, !
! subsequent requests in the same year will be provided at a reasonable charge.!
! !
! E.  The right to correct or update your PHI.  If you believe there is a mistake in your PHI or that a 
! piece of important information is missing, you may request, in writing, that I make the correction.  !
! I will respond within 60 days of receipt of the request I may deny your request, in writing, if in my 
! opinion, the PHI is (i) incorrect and/or incomplete, (ii) not created by me, (iii) not allowed to be !
! disclosed, or !(iv) not part of my records.  My written denial will state the reasons and explain in a 
! written statement of disagreement. If you do not appeal, you have the right to request that my denial 
! be attached to all future disclosures of your PHI If I approve your request, I will make the change to 
! your PHI, tell you that I have done so, and tell others who need to know about the change(s).!!!

NOTICE: PROTECTED HEALTH INFORMATION (PHI)
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IV  	

 FILING A COMPLAINT ABOUT MY PRIVACY PRACTICES!
! If you think that I may have violated your privacy rights, or you disagree with any decision I made 
! about access to your PHI, you may discuss such complaint with me. You also may send a written 
! complaint to the Secretary of the Department of Health and Human Services at 200 Independence 
! Avenue S.W., Washington, DC 20201. I agree to take no retaliatory action against you should you 
! decide to file such a complaint.!!
V  	

 CONTACT FOR INFORMATION AND QUESTIONS ABOUT THIS NOTICE OR ABOUT MY !
! PRIVACY PRACTICES!
! If you have any questions about this Notice or about my privacy practices, or would like to know how 
! to file a complaint with the Secretary of the Department of Health and Human Services, please !
! contact me.!!!!!!!!!!!
a:phi5-03
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This agreement is between Sharon Siegel, PhD/LMFT [my therapist] and me,________________________!
! ! ! ! ! ! ! ! ! ! ! !     Print Client's Name!
Electronic Communications.  Email, eFa×, Fax, and text messages are not encrypted and are not secure.!
I choose to release my therapist from any liability and to not hold her liable for any possible adverse 
consequences if I choose to communicate with her and her office via email, eFax, Fax, text message, or 
any other un-secure means of electronic communication else.!!
Duty to Warn.  My therapist has the duty to inform the Department of Child Protective Services, or Elder 
Abuse Services, if I reveal to her that I or someone I know is actively endangering or abusing a minor or 
elder. She also has the duty to inform the Police Department if I reveal to her that I am going to physically 
hurt myself or someone else.!!
Medical Consents.  My therapist does not recommend or prescribe any medications for any reason.!
Appropriate practitioners are recommended for medications management, follow up and changes. My 
therapist is not liable if I encounter ill effects from taking medications prescribed by others.!!
Pregnancy.  Psychiatric medications may be detrimental to the fetus. [If I am female] I will use birth control 
so I will not be pregnant while l take psychiatric medication. I will discuss pregnancy and medications with 
the prescribing practitioner and I will not hold my therapist liable if there are any adverse effects to my fetus 
due to my taking psychiatric medications.!!
Suicide.  I will not attempt to end my life while I am under the care of my therapist. If l have strong urges to 
end my life, I will call 911 or go to the nearest Emergency Room so I can be evaluated and treated before I 
do anything to harm myself. My family and I will not hold my therapist liable if I attempt to or succeed in 
ending my life.!!
Treatment Outcome.  The treatment of mental disorders, relationship problems, and other mental 
conditions require different tools such as medication, therapy, after-session assignments, support groups, 
and/or habit changes. There is ample evidence that these tools work for some people some of the time.!
However, there is no guarantee that any of these tools will work for my specific condition. I am willing to 
accept that going into treatment.!!
Public Encounter.  At times I may encounter my therapist in a public setting.  She wants to protect my 
privacy and will not acknowledge me unless I acknowledge her before she addresses me.  My therapist will 
be glad to acknowledge me if I am first to make contact in public, although she will never disclose the 
nature of our therapy relationship.!!
Termination of Treatment. The therapist-client relationship is maintained between my therapist and me for 
as long as I continue to receive treatment. If I cancel my appointment or if I do not show up for my 
appointment, and I do not contact my therapist within three months of the last appointment, my therapist will 
assume that I no longer want to be under her care, at which time she will no longer be responsible for my 
treatment. Our therapist-client relationship will be terminated as evidenced by three months of no contact 
from me.!

SERVICE AGREEMENT
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Client’s Signature Sharon Siegel, PhD/LMFTDate



! ! ! ! ! ! ! ! !  
! ! ! ! !
! ! What is the reason for your visit?________________________________________________!!
_____________________________________________________________________________________!!
    HISTORY OF PRESENT ILLNESS How do the following symptoms describe you?  !
0= Not true.! ! 1= True sometimes.!!  2= True 50% of the time. ! ! 3= True most of the time.

QUESTIONNAIRE
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Name_______________________________!
Today’s Date: ______________ ! Current Time:____________

__Extremely depressed ! !
__Not interested in anything!
__Feel worthless (or guilt-ridden)!
__Have low energy or fatigue !
__Have difficulty concentrating!
__Have poor appetite (or I overeat)!
__Feel restless (or slowed down) !
__Have trouble with sleep !
__Think about death a lot!
__Feel hopeless about my situation

__Have low self-esteem! !
__Am not interested in sex!
__Feel anxious or tense!
__Have anxiety/panic attacks !
__Isolate, don’t go out!
__Have poor memory!
__Have paranoid feelings !
__Have alcohol/drug craving!
__Can’t keep commitments!
__Have arguments/conflicts

__Have recurrent, disturbing dreams!
__Am disturbed by certain images!
__Avoid certain people or places!
__Am irritable or easily frustrated !
__My thoughts are going very fast!
__Have difficulty relating to others!
__Can’t tune out the voices in my head !
__Am bothered by physical illness!
__Can’t stop certain repetitive thoughts!
__Can’t stop certain behaviors

Name of 
medication

Milligram 
per tablet

No. of tablets per 
dose

1,2, or 3 times 
daily

Starting 
date

Describe side effects, if any

 ½   1   1½   2    3

 ½   1   1½   2    3

 ½   1   1½   2    3

 ½   1   1½   2    3

Any medication allergies?   Y   N  If so, which one and what happened?____________________________________
Go to the last page if you need more space to complete the above 

PAST PSYCHIATRIC HISTORY   Outpatient Treatments

Name of psychiatrist or 
therapist

Age 
started

Reason for visit/Treatment given/ List of 
medications if applicable

Age 
ended

City and State

Go to the last page if you need more space to complete the above 
Circle or underline all psychiatric medications you have taken before, but are not taking currently: Abilify, Adderall, Ambien, 
Anafranil, Antabuse, Ativan, Buspar, Campral, Celexa, Cogentin, Concerts, Cymbalta, Depakote, Dexedrine, Effexor, Elavil, 
Geodon, Haldol, Invega, Klonopin, Lamictal, Lexapro, Librium, lithium, Lunesta, Luvox, Mellaril, Meridia, Metadate, methadone, 
Methylin, Navane, Neurontin, Pamelor, Paxil, Pristiq, Prozac, Remeron, Restoril, ReVia, Risperdal, Ritalin, Rozerem, Seroquel, 
Serzone, Strattera, Suboxone, Subutex, Tegretol, Thorazine, Tofranil, Topamax, Trazodone, Trilafon, Trileptal, 	


Valium, Vistaril, Vyvanse, Wellbutrin, Xanax, Zoloft Zyprexa. Other________________________________________



! ! ! ! ! ! ! ! !  

All diagnoses you have received from your previous psychiatrists and therapists: _______________________!!_____________________________________________________________________________________!!How many times have you stayed in a psychiatric hospital?  _____ When was the very first time? !!Age:______For what reason?_____________________________________________________________!!How many times have you tried to end your life before?___ With what means?______________________!!____________________________________________________________________________________

QUESTIONNAIRE
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Destructive behaviors  
Have you ever done the following? When was 

the first 
time? 
(age)

When was 
the last 

time? (age)

Have you ever done the 
following?

When 
was the 

first 
time? 
(age)

When was 
the last 
time? 
(age)

Bang your head against the wall Binged on food/meals

Cut on yourself (to feel better) Induced vomiting

Tried to end your life Used laxatives to lose 
weight

Go to the last page if you need more space to complete the above 

The last two psychiatric hospitalization experiences, starting with the last one:
Name and location of Hospital Your age For how 

long?
Reason Voluntary?

 Yes  No

 Yes  No

Trauma: List all physical, sexual assaults, domestic violence, you have encountered in the past, starting with the earliest 

Who did what to you? Age when 
it began

When it 
ended

how many times or how often? Told anyone?

 Yes  No

 Yes  No

MEDICAL HISTORY Please check all medical illnesses you have or have had:
Arthritis__  Asthma__ Cancer__ Crohn's disease__ Diabetes__ Glaucoma__ heart disease__ hepatitis__ 
High blood pressure__ HIV__ Kidney disease__ Liver disease__ Lower back pain__ Migraine headache__!
Peptic ulcer disease/GERD__ Seizure__ Stroke__ Thyroid disease__!

List more here if they have not been mentioned: _________________________________________________________!!
Ever lost consciousness?  Y  N  If so, what age and what happened?: ________________________________________!!
Ever had head trauma? Y  N  If so, what age and what happened:____________________________________________



! ! ! ! ! ! ! ! !  

QUESTIONNAIRE
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Do you have any blood relatives with histories of mental illness, psychiatric hospitalizations, or !
“nervous breakdowns”?  Y  N  If so, If so, please describe:___________________________________________________!!
Anyone with alcohol or drug problems?  Y  N  If so, please describe: __________________________________________!!
Anyone with a history of suicide attempts?  Y  N  If so, please describe:________________________________________

FAMILY PSYCHIATRIC HISTORY 

Ever felt you should cut down on your alcohol intake?     Y    N !!Have people annoyed you by criticizing your drinking?    Y    N !!Ever felt guilty about your drinking?   Y  N    Ever drank to steady your nerves or to get rid of a hang over?   Y  N  !!Ever had drunk driving arrests?   Y  N  How many times?____ Ever blacked out from drinking?   Y  N   How many?__!!Ever had the “shakes” when you cut down on your usual alcohol intake?  Y  N  !!Ever had a seizure from alcohol withdrawal?  Y    N  !!What is your drug of choice?_______________________________________When was the last use?______________!!What was the longest period that you had been clean or sober?______________When (ages) ?_______to__________!

SUBSTANCE HISTORY

Alcohol & Drug History:
Ever been 
addicted 

to it?

Age of 
first use

During 
heaviest use, 

how much 
money per 

day?

How many 
times to 
rehab 

programs?

Recently, how 
much money 

per week?

How often do 
you use now?

Age or Date 
of last use

Alcohol Y    N to

Marijuana Y    N to

Cocaine Y    N to

Speed Y    N to

Heroin Y    N to

LSD or 
PCP

Y    N to

Ecstasy Y    N to

Name of pain 
medication

Dosage Age of 
1st use

Age of 
heaviest 

use

Average !
# of 

tablets/day

During heaviest 
use, how much 
money per day?

Recently, how 
much money per 

week?

# of 
tablets 

yesterday

If you are using pain medications currently, please complete the following:



! ! ! ! ! ! ! ! !  

QUESTIONNAIRE
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Who do you live with now?___________________________________________________________________________!
Marital status:  Single__ Married/Partnered__ Divorced__ Widowed__ Separated__ Other________________________!
Parental Status:  No Children__ Biological Parent__ Step-parent/Co-parent__ Foster Parent__ Grandparent__ Other____!
Sexual orientation:  Straight__ Bi__ Lesbian__ Gay__ Transgender__ Questioning__ Queer__ !
Age of first marriage:_____ # of marriages____ # of children living with you:_____________ Ages:_________________!
# of children not living with you:________________ Ages______________________

SOCIAL HISTORY

Check the type of places you have lived in during the past year:
With 

Family
With 

Friends
Apartment

/House
Section 8 
Housing

Board 
& Care

Homeless 
Shelter

Drug 
Rehab

On the 
Street

Outside 
of U.S.

Other (pleae explain)

Where were you born?________________________ Where were you raised?__________________________________ !
Who Raised You?___________________ How old were you when you stopped living with your father?_______________!
How old were you when you stopped living with your mother?_____ What was your childhood like?__________________!
________________________________________ Ever been to foster home?  Y  N   If so, from what age to what 
age____________  Number of brother and sisters you grew up with:______ Their ages?_________________________!
Education: How far did you go in school?________________________ Please describe any difficulties you had in 
school, if any:_____________________ Any special education?  Y   N  !
If so which grades?______________________________!
Your grades:  In elementary school:  A B C D F  In junior high:  A B C D F  In high school:  A B C D F!
Occupation:  What is your current occupation?___________________ How long have you been doing this? __________!
What other jobs have you done in the past:_____________________________________________________________!
Legal: How many times have you been arrested?________ Have you ever been involved in any lawsuit before  Y  N!

Development

Name of jail or 
prison

What did you do? What was the sentence? Age you went in Age you came out

Add another if you need more space to complete the above 
Are you on probation or parole?  Y  N  If so, when and how will it end?_________________________________________!
Military:  Ever been in the military:  Y  N  Describe the experience:____________________________________________ 
Are you service connected  Y  N If so, what percentage and for what reason?___________________________________!
Social: Attend church/temple/synagogue regularly?  Y  N   Religion:__________________________________________!
Name your hobbies & leisure activities:__________________________________________________________________!
CURRENT FUNCTIONING!
How often do you talk to your parents?__________________To your brothers and sisters?_________________________!
Do you have any plans to end your life?  Y  N    If so, What are your plans?_____________________________________!
Do you have any serious intentions to hurt anyone?  Y  N  Who?___________________________________ What are 
your plans?______________________________________________________________________________________!
What did you do yesterday all day?____________________________________________________________________!
What activities did you do last week that were enjoyable?___________________________________________________



! ! ! ! ! ! ! ! !  

QUESTIONNAIRE
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Check all things that bother you: !
Parents/Relatives conflict____ Partner/Spouse conflict___ Roommates/Siblings conflict__ Problems at work___!
Getting along with other people___ Lack of friends___ Housing ___ Can't see a doctor____ Health Issues ____!
Legal problems___ Money___ Appearance___ Age ___ Can't think clearly___ Spiritual concerns___ !
Lack of transportation____ Sexual orientation____ Other_____________________________ (Please explain)

STRESSORS



!

By signing this document, I _____________________________ (hereinafter "Patient") hereby authorize!
Dr. Sharon L. Siegel (“Provider") to disclose mental health treatment information and records obtained in 
the course of Provider’s treatment of me, including but not limited to Provider' s diagnosis, to the following 
individual/organization:__________________________________________________________________!!!
____________________________________________________________________________________!!
I understand that I have a right to receive a copy of this authorization. I understand that any cancellation or 
modification of this authorization must be in writing, I understand that I have the right to revoke this 
authorization at any time, unless Provider has taken action in reliance upon it.  And I also understand that, 
to be effective, such revocation must be in writing and received by Provider.!!
This disclosure of information and records authorized by Patient is required for the following purpose:!!
Exchange of information per the above named’s request.!
Reimbursement for services rendered.!!
The specific uses or limitations on the types of medical information to be discussed or disclosed are as 
follows: diagnosis, prognosis, treatment plan.!!!
Patient has the right to refuse to sign this form.!!
Patient understands that information used or disclosed pursuant to this authorization may be subject to re-
disclosure by the recipient and may no longer be protected by the Federal Privacy Rule, although such 
information may be protected by applicable California law.!!
This authorization shall remain valid until__________________________________.!!!!!
_______________________________________         _____________________!
Patient Signature ! ! ! ! ! !  Date!!!
_______________________________________         _____________________!
Witness      !  ! ! ! ! ! !  Date

AUTHORIZATION FOR RELEASE OF INFORMATION!
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!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!


