








(age 14 and over) except in those circumstances required by law, such as in instances of reported child or elder
abuse or neglect as well as when patients are at imminent risk of committing suicide or homicide.

Most assessments, such as those that occur at the start of therapeutic services or when
psychological/neuropsychological testing occurs, require a significant amount of information from the client.
Frequently, The Watson Institute will request that I obtain records and any other relevant documentation and
provide those records to the clinician. The Watson Institute may also request that I sign release forms on a yearly
basis so that information from other relevant individuals, such as parents, caretakers, school officials, teachers, and
physicians or other treatment providers, can be obtained. I understand that The Watson Institute will obtain my
authorization, on an annual basis, for the release of any records. [ am able to withdraw these releases of information
at any time. Those who can access the records without specific approval include The Watson Institute employees
and contracted employees in the course of their jobs.

Professional Records:

[ understand that, pursuant to HIPAA, The Watson Institute keeps Protected Health Information (PHI) about my
child in my child’s secure Electronic Health Record. It includes assessments, treatment notes, any past treatment
records, releases, consents, and billing records. Except in unusual circumstances that involve danger to me or my
child, I may examine and/or receive a copy of my child’s Electronic Health Record if I request it in writing. In most
circumstances, I will be charged a small copying fee.

Research and Program Management:

[ understand that my child’s clinical materials, such as information obtained through assessment and testing results,
may be used for program management, research, and training purposes. Confidentiality is protected and no
identifying information is used for research purposes unless [ have signed a separate research consent form stating
otherwise.

Authorization to Release to the Insurance Company:

[ authorize The Watson Institute to release all or part of my child's mental health and medical record by telephone,
by encrypted email, by facsimile transmission, or in writing when required or permitted by law or governmental
regulation, or as a condition for payment of charges from insurance carriers, third party reimbursors, utilization
review bodies, or welfare funds. This authorization also extends to any organization acting on behalf or in place of
the insurance companies. The Watson Institute and its employees who render services to my child are hereby
released from any and all liability that may arise from the release of the information.

Assignment of Benefits:
In the event my child is entitled to medical or mental health benefits of any type arising out of any insurance policy

or from any person or organization who is or may become liable to my child to provide such benefits, I hereby
assign such benefits to The Watson Institute. Such insurance includes, but is not limited to, private commercial
insurance and any governmental program such as Medicare or Medicaid. I certify that the information given
regarding my child's insurance is accurate and current.

Financial Agre-—-nt:
In consideration or services rendered by The Watson Institute, I individually obligate myself and guarantee prompt

payment of all charges incurred for services rendered to my child when not covered by insurance carriers or others.
Insurance co-payments and self-pay charges are due at the time of the visit. Payment will be made of any balance
due and not paid by insurance carriers or third-parties within 30 days of final billing. If such payment is not
received by The Watson Institute within 30 days of the date of final billing, finance charges may begin to accrue at
the maximum rate allowable by law. If The Watson Institute does not receive such payment within 30 days of the
date such balance is due, the bill may be turned over to an attorney or a collection agency, at which time I shall be
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liable for attorney's fees and/or collection agency's fees and expenses. | understand The Watson Institute has the
right to examine credit bureau files for financial information regarding collection of unpaid debts.

I certify that | have read and understand the above information and fully accept all specified terms therein.

Child’s Name: Date of Birth:

Print
Child’s Signature (if age 14 or older) Date
Parent/Legal Guardian Signature Kelationship to Child Date
Witness Signature Date
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The Watson Institute
Authorization for Release of Health Information to Primary Care Physician (PCP)

Client Name: Date of Birth:

I, , hereby authorize The Watson
(printed parent/guardian name)

Institute to disclose to -~ receive from the primary care physician, all mental health and medical
information as may be necessary to monitor the continuity of care and to inform of any change in health
status.

PCP Name:

PCP Address:

PCP Phone: PCP Fax: _
This authorization becomes effective _and may be revoked by me in writing at

(today’s date)
any time, except to the extent of action already taken. Unless earlier revoked, this authorization
automatically expires on . The Watson Institute has forms to use
(one year from today’s date)
if I wish to revoke this Authorization at any time before it expires.

e [ understand that the information released relates to the medical, mental health, and/or drug and alcohol
treatment provided to me/my child.

¢ I understand that this authorization does not extend to the release of any AIDS/HIV information unless |
have placed my initials here .

¢ [ understand that information used or disclosed under this authorization cor | potentially be re-disclosed by
the person receiving the information and may no longer be subject to the privacy protection provided to me
by law.

¢ [ understand that I am not required to sign this authorization in order to obtain treatment.

s [ understand that my records are protected under the applicable state law governing health care information
that relates to mental health services and under the Federal Regulations governing Confidentiality of
Alcohol and Drug Abuse Patient Records, 42CFR, Part 2.

e [ have read this Authorization, or had it explained to me, and I understand its contents. A photocopy of this
Authorization is considered valid.
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Client’s Signature (if 14 years or oiaer) Date Signed

Parent/Guardian Signature Date Signed

Witness Signature Date Signed

If you are the legal representative of the person listed above, please check off the basis for your authority:

[] Parent of Minor
[J Guardianship Order (attach copy)
] Power of Attomey (attach copy)
(] Other:

[(J1I do not want the primary care physician to receive information about services
provided through The Watson Institute.
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The Watson Institute
Office Covid-19 Policies

For parents, patients, and guardians attending in-person appointments in the office:

1.

2.

10.

11.

Only one person can attend appointment with patient, and no siblings are permitted to attend
Caregivers and patients will remain in their car in the parking lot until staff ask them to enter the building

If exposed or have symptoms or confirmation of Covid-19 for anyone in the home, call to reschedule
appointment

Caregivers will wear masks at all times when in the building
a. If caregiver refuses, Watson has the right to refuse service

If able, patients will wear masks at all times when in the building

Once they have entered the building, patients and caregivers will sanitize or wash hands

Patients will have a break during testing but no toys/books will be provided in the Watson waiting room
Patients are required to eat snacks at designated areas

No snacks will be permitted in the evaluation rooms

Patients are required to wash/sanitize hands after breaks

If staff observes patients or caregivers exhibiting any potential symptoms of COVID-19, a supervisor will
be consulted to determine if the patient/caregiver needs to leave and reschedule the appointment.
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If the parents are remarried or live with a significant other, please prov. i rmation:

Name: e Name: o
Age: i Age:

Relationship: . Relationship: __

Current Job: Current Job:

How long has person known child: ow Long has person known child: __

Please list the siblings (Full, Half, Step, Adoptive/Foster) of the  1d and circle the names of those who live with the child.

Name Age Relationship Grade/Job Learning, emotional, or medical problems

List anyone who lives in the household who is NOT a parent, guardian or sibling, and the relationship to the child:

Please list anyone in the family who has had any medical problems, mental health diagnoses, or substance abuse issues.

PREGNANCY, BIRTH, AND DEVELOPMENTAL HISTORY

Mother’s age at child’s birth: o Father’s age at child’s birth:

While pregnant, what medications (prescribed or over-the-counter) did  : mother take:_

Any health problems during pregnancy?

Did the mother receive regular prenatal care? r Yes ™ No

Was the child delivered: r Vaginally r Cesarean Section

Did the mother use any of the follow substances during pregni /2

r None r Caffeine ' Tobacco r Alcohol
~ Marijuana i Other Drugs (Cocaine, He 1, etc.) " Unknown
Was child born: r Early: r On time (37-42 weeks): r Late:
How much did the child weigh at birth? Ibs. oz






Specialists Seen: [ Developmental Pediatrician (1 Genetics  [] Endocrinologist [ Allergist [ Cardiologist
{J Other: o

What therapies have been provided to the child (Please list when and by whom):

r No therapies f— Occupational Therapy:

- Physical Therapy:
-

7 Speech Therapy:

Psychotherapy or counseling: o ) I Other:

If any, what evaluations has the child had, and when?

r Neurological examination or imaging:

r Psychiatric / Medication Evaluation: I Psychologi  or neuropsych testing: o

r Speech and language testing: r School testing/Educational Assessment: ~
Does the child have any current mental health diagnoses (List Below)? r~ Yes r No

Diagnosis Professional, titution providing diagnosis

SCHOOL HISTORY

Name of School District:

Name of current school: Current Grade:

Was the child ever held back to repeat a grade? r No I yes Which Grade?

Is the child in special education? r No r Yes Beginning When:

Does the child have: ____IEpP 504 Plan

Class Type: [ Regular classroom (] Learning Support (1 Autism Support [J Emotional Support

What kind of grades has the child earned in the past year? (Check all that apply)
N I F ¢ T p m
or

r Outstanding r Good i Satisfactory r Improvement Needed r Unsatisfactory

**If your child has had testing (Educational or Psychological/Neuropsychological) performed by a
School Psychologist, or by a psychologist/neuropsychologist, it imperative that you bring the
reports with you.**



The Watson Institute
Telehealth Consent Form

Patient Name: . Date of Birth:
I/we consent to participate in telemental health services as part of my psychotherapy session, IBHS session,
medication management appointment, or psychological evaluation. I understand that telemental health is the
practice of delivering clinical health care services via technology assisted media or other electronic means {(ex.
video/audio platform or phone) between a practitioner and a client who are located in two different locations.

I understand the following with respect to telemental health:

1. Tunderstand that [ have the right to withdraw consent at any time without affecting my right to future care,
services, or program benefits to which I would otherwise be entitled.

[ understand that there are risks, benefits, and consequences associated with telemental health, including

but not limited to, disruption of transmission by technology failures, interruption and/or breaches of

confidentiality by unauthorized persons, and/or limited ability to respond to emergencies.

3. Tunderstand that there will be no recording of any of the online sessions by either party. All information
disclosed within sessions and written records pertaining to those sessions are confidential and may not be
disclosed to anyone without written authorization, except where the disclosure is permitted and/or required
by law.

4. Tunderstand that the privacy laws that protect the confidentiality of my protected health information (PHI)
also apply to telemental health unless an exception to confidentiality applies (i.e. mandatory reporting of
child, elder, or vulnerable adult abuse; danger to self or others).

5. Tunderstand that if I am having suicidal or homicidal thoughts, actively experiencing psychotic symptoms
or experiencing a mental health crisis that cannot be resolved remotely, it may be determined that
telemental health services are not appropriate and a higher level of care is required.

6. I understand that during a telemental health session, we could encounter technical difficulties resulting in
service interruptions.

7. Tunderstand that my therapist, psychiatrist, or psychologist may need to contact my emergency contact
and/or appropriate authorities in case of an emergency.

8. T understand that [ am advised to choose a private location in my home with minimal interruptions during
telehealth sessions.

o

I have read the information provided above can discuss it with my therapist, psychiatrist, or psychologist.
understand the information contained in this form.

Child’s Signature (if age 14 or older) Date
Parent/Legal Guardian Signature Relationship to Child Date
Witness Signature Date
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The Watson Institute
EMAIL, Authorization to Release/Request Health Information
Child’s Name: Date of Birth:

Print
I HEREBY AUTHORIZE:

Provider of Information: TO RELEASE TO: Recipient of Information:
The Watson Institute Name:

301 Camp Meeting Road

Sewickley, PA 15143 Email:

Fax #: 412-741-9021
Phone # 412-749-2889

1 authorize to use/or disclose my following informatior
[C] Mental Health Treatment ] HIV/A1Ls relaca
[] Substance Abuse and/or Treatment [} Other

Method of releass
(verbal -, ..., .
™ Copies Only D Email

The following specific information will be released:

Medical Records Mental Health Records Education Records
[(] Discharge Summary [[) Discharge Summary [J Attendance/report cards
[ History & Physical [] Psychiatric Evaluation [] Evaluation/Reevaluation
[ Progress Notes [ Progress Notes [ Scholastic/Achievement
] Medications [] Behavior Reports Test(s)
(] immunization Record [ Social History [J other:
[(Jother: __ [ Treatment Plans/Reviews

[ Psychological Evaluation

[ Testing

[ Medication

[ Other:

Effective Dates for Release of Information:

Date: This authorization expires on
(Today s Lsate) (One Year frc  Today’s Date)

Purpose of Disclosure: Continuity of Care

o Tunderstand that 1 have the right to revoke this Authorization at any time. I may not revoke it to the extent
it has already been relied upon. In order to revoke this Authorization, I understand that I must revoke it in
writing to the designated provider. The Watson Institute has forms for you to use if you wish to revoke this
Authorization at any time before it expires.
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e [ understand that information used or disclosed under this Authorization could potentially be re-disclosed
by the person receiving the information, and may no longer be subject to the privacy protections provided
to me by law.

¢ I understand that my records are protected under the applicable state law governing health care information
that relates to mental health services and under Federal Regulations governing Confidentiality of Alcohol
and Drug Abuse Patient Records, 42 CFR Part 2.

e [understand that I am not required to sign this Authorization in order to obtain treatment.

e [ have read this Authorization, or had it explained to me, and I understand its contents. A photoc y of this
Authorization is considered valid.

Child’s Signature (if age 14 or older) Date

Parent/l egal Guardian Signature Relationship to Child Date

If you are the legal representative of the cnent,
please check off the basis for your authority:

(] parent of Minor
(] Guardianship Order (attach copy)
Y Power of Attorney (attach copy)

L Other:

Witness Signature Date
Additional Witness Signature for Verbal Consent Date
EXPIRATION: This authorization is valid fo fom the date of signature, unless the authorization is

revoked by written notice.
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The Watson Institute
Authorization for Automatic Appointment Reminder Text/Email

Patient Name: Date of Birth:

Parent/Guardian Name:

To help patients remember their mental healthcare appointment, and to reduce the number of missed appointments,
patients and their families can be sent an appointment reminder via email or text message to a mobile phone.

If you choose to be reminded via email or text message to your mobile phone, you can stop messages at any time.
Contact the administrative assistant to have your email address or mobile phone number excluded from text
message reminders.

If you wish to be reminded about your appointment via email and/or text message, please complete the information
below:

I authorize The Watson Institute to remind me via email and/or text message of future appointments.
I'understand that my email address and/or telephone number will not be used for any other reason.
I understand that 1 have the option to stop reminders via email and/or text message at any time.

Mobile Number:

Email Address:

Child’s Signature (if age 14 or older) Date
Parent/Legal Guardian Signature Relationship to Child Date
Witness Signature Date
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The Watson Institute
Psychological Services Cancellation Policy

It is the intention of the Watson Institute to be flexible in meeting client and family needs.

We have established the following cancellation policy that will hopefully be both flexible and reasonable, as we
work together to provide services to your child. Our policy is based on the need to avoid unfilled appointments.
This policy is especially important due to the number of families waiting to receive services. Therefore, our policy
1s as follows:

For Psychological Testing: We request at least a 24-hour notice of all cancellations. Failure to contact us to cancel
will result in the cancellation of any remaining appointments. It will be the responsibility of the family to contact us
to reschedule the appointments. If the testing series is cancelled/rescheduled 3 times or more, the situation will be
reviewed and it will be decided if your child may or may not be scheduled with us for future appointments.

For ALL Other Appointments and Therapy Sessions: We request at least a 24-hour notice of all cancellations. It
will be the responsibility of the family to reschedule any missed appointments. In the event of 3 or more
consecutive cancellations and/or “no shows,” the situation will be reviewed and it will be decided if your child may
or may not be scheduled with us for future appointments.

Any patient who arrives later than their scheduled appointment time may be asked to reschedule.

Our main office number is (412) 749-2889. Once we receive notice from you, we will contact the staff members
involved. However, because we believe that we are offering a very important service to your child, we sincerely
hope that you would not feel the need to cancel, except in case of illness or family emergency. We will also extend
the same courtesy to you, in the event that our staff needs to cancel for the same or similar reasons.

Please feel free to contact us if you have any questions about this policy. We remain available to work with you and
your child in making the best possible use of this important service.

Child's Name: Date of Birth:

Print
Child’s Signature (if age 14 or older) Date
Parent/Legal Guardian Signature Relationship to Child pate
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The Watson Institute
HIPAA and Notice of Privacy Practices

Your Information. Your Rights. Qur Responsibilit' -~
This notice describes how medical information about you may be used ana aisclosed and how you
can get access to this information. Please review it carefully.

YOUR RIGHTS
When it comes to your health information, you have certain rights. This section explains your rights and some
of our responsibilities to help you. You have the right to:

e Geta copy of your paper or electronic medical record

o You can ask to see or get an electronic or paper copy of your medical record and other health
information we have about you. Please ask for more information if you’re interested.

o We will provide a copy or a summary of your health information, u  lly within 30 days of
your request. We may charge a reasonable, cost-based fee.

e Correct your paper or electronic medical record

o You can ask us to correct health information about you that you think is incorrect or incomplete.
Please ask for more information if you’re interested.

o We may say “no” to your request, but we’ll tell you why in writing within 60 days.

e Request confidential communication

o You can ask us to contact you in a specific way (for example, home, or office phone) or to send
mail to a different address.

o We will say “yes” to all reasonable requests.

o  Ask us to limit the information we share

o Youcan ask us not to use or share certain health information for treatment, payment, or our
operations. We are not required to agree to your request, and we may say “no” if it would affect
your care,

o If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that
information for the purpose of payment or our operations with your health insurer. We will say
“yes” unless a law requires us to share that information.

e Get a list of those with whom we’ve shared your information

o You can ask for a list (accounting) of the times we’ve share  your health information for six
years prior to the date you ask, who we shared it with, and why.

o We will include all the disclosures except for those about treatment, payment, health care
operations, and certain other disclosures (such as any you asked us to make). We'll provide one
accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one
within 12 months.

s Geta copy of this privacy notice

o You can ask for a paper copy of this notice at any time, even if you have agreed to receive the
notice electronically. We will provide you with a paper copy promptly.

¢ Choose someone to act for you

o Ifyou have given someone medical power of attorney or if someone is your legal guardian,
that person can exercise your rights and make choices about your health infonnation.

o We will make sure the person has this authority and can act for you before we take any action.

e File a complaint if you believe your privacy rights have been violated

o You can complain if you feel we have violated your rights by contacting us using the
information onthe Complaints and Grievance Procedure document.

o You can file a complaint with the U.S. Department of Health and Human Services by visiting:
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To do research
o Wecan use or share your information for health research.
To comply with the law
o 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 work with a medical examiner or funeral director
o We can share health information with a coroner, medical examiner, or funeral director when a
person passes away.
To address workers’ compensation, law enforcement, and other government requests
© We can use or share health information about you:
» Forworkers’ compensation claims
= For law enforcement purposes or with a law enforcement official
=  With health oversight agencies for activities authorized by law
s For special government functions such as military, national security, and presidential
protective services
To respond to lawsuits and legal actions
o We can share health information about you in response to a court or administrative order, or in
response to a subpoena.
Please note the following:
o We do not maintain psychotherapy notes at this practice
o We do not share information with organ procurement organizations

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.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understa ing/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The
new notice will be available upon request, in our office, and on our web site.
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The Watson Institute
Complaint and Grievance Procedures

It is our goal to provide services in such a manner that consumers will have no cause for complaint. If you ever
have a concern or disagreement about your services, please let us know so we can help resolve the situation to your
satisfaction.

Please discuss your issue with the staff person who is involved, such as your evaluator or therapist. If you cannot
discuss the issue with them or if the discussion does not help, talk or write to the staff person’s supervisor. If you do
not know who the supervisor is, please call our administrative assistant at 412-749-2880. The administrative
assistant will ask the supervisor to contact you.

If you do not feel as if your problem has been resolved after talking to the staff person’s supervisor, call or write to
the Director of Psychological Services at 301 Camp Meeting Road, Sewickley, PA 15143 or 4]2-749-2880. Again,
if you have any questions about how to proceed, call the administrative assistant.

You should receive a written response from each of these people within seven working days of the day that you talk
to them or they receive your written concerns. They are required to have a response in the mail to you within five
working days. If they feel that they need more time for any reason, they will let you know and will respond as
quickly as possible.

If you do not feel that your concern has been resolved after going through this process, you have the right to
express your concern to the County Mental Health/Intellectual Disabilities Administrator in the county where you
live or to your insurance provider/managed care organization. Additionally, you may bring your complaint to the
Pennsylvania Office of Mental Health and Substance Abuse Services. You have the right to make a complaint
without fear or retribution in any form and that any complaint will be investigated and resolved as needed.

PROCEDURE:
1. Complaint is made to:
a. The staff involved (therapist, evaluator, etc.)
b. The staff supervisor
c. The program director
d. The Managed Care Organization responsible for your services:
i. Community Care Behavioral Health Organization
339 Sixth Avenue, Suite 1300, Pittsburgh, PA 15222
1-800-553-7499
ii. Beacon Health Options
P.O. Box 1840, Cranberry Township, PA 16066-1840
1-877-615-8502
e. Allegheny County Office of Behavioral Health
Bureau of Children’s and Adolescent Services
One Smithfield Street, 3™ Floor, Pittsburgh, PA 15222
412-350-4456
f.  Office of Mental Health and Substance Abuse Services
301 Fifth Avenue, Suite 480, Pittsburgh, PA 15222
412-565-5226
2. If the consumer chooses, the complaint may be presented to the director, who shall respond to the
complaint within five to seven working days
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