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CHILD PATIENT FORMS CHECK LIST 

Print Patient’s full name:  ____________________________________________ 

Cover Letter (sent separately)

Provider-Patient Services Agreement Informed Consent (keep) 

Biographical Form - Child (complete and return)

Patient Contact Information (complete and return)

Patient Acknowledgements and Authorization (complete and return) 

Medication Agreement (complete and return)

Coodination of Care - PCP (complete and return)

Agreement for Divorced or Separating Parents of Minor (complete and return)

Payment Contract for Services (keep)

HIPAA Notice (keep)

Directions to our Office (keep)
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MEDICATION AGREEMENT
File Copy 

Your medication must be taken as prescribed.  It could be dangerous to change the dose without 
discussing it with us.  We expect to be notified immediately if you notice any side effects, make 
any changes, or if you discontinue the medications. 

Please inform us of all medications taken, either prescribed by a health care provider or over-the-
counter; we must do our best to avoid drug interactions. 

We require all patients on medication to be seen in our office at least once every three (3) months 
in order to properly monitor your condition.  If prolonged telephone conferences are required as 
part of your treatment, you will be billed for these. 

We do not prescribe non-psychiatric medication.  Please do not ask for pain pills, blood 
pressure medication, or other treatments not directly related to  mental health.  In general, we prefer 
brand name medication over generic. If cost is a concern, please discuss this with us prior to 
receiving the prescription.  Some medications require lab tests and EKG monitoring; if you do not 
comply with these requests the medications may not be prescribed. 

Alcohol is to be avoided with all psychiatric medication.  If this is a problem for you, please discuss this 
with us.  Remember, caffeine, nicotine, and natural herbs are drugs, too. 

If taking medication prescribed by us, please do not wait until you run out of your prescription before 
you call to request a refill or to schedule an appointment; we may be out of the office, which could cause 
a delay.  It may be important for us to discuss the medications with your pharmacist.  We do not 
routinely give more than 30 days of medication at a time unless insurance requires a 90 day supply. 
Many things can change in  life or with  health, which might change your prescription. Prescriptions for 
Controlled Substances will not be refilled early, no exceptions, even if medication is stolen or lost.  The 
patient/responsible party is responsible for the control and safe keeping of such medications while in their 
possession. 
We agree to provide the latest information on the medication, and to advise  and answer any 
questions or concerns about the treatment. 

I have read, understand, and agree to comply with this Medication Agreement. 

Patient/Guardian: ____________________________________________________ Date: __________ 
(Printed Name) 

Signature: _________________________________________________________________________ 

Provider Signature: ___________________________________________________ Date: _________ 
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MEDICATION AGREEMENT
File Copy 



Affiliates in Clinical Services Coordination of Care Form 
Patients: With your permission, this information will be forwarded to your healthcare provider. 

Practitioner/Provider Information Patient Information 
Provider/PCP Name Patient Name 

Contact Person for Provider 

Phone Fax Patient Date of Birth 

Patient’s Release of Personal Health Information (PHI) 
From (Provider Name) To (Provider Name) 

Member’s Signature Date of Member’s Signature 

Expiration: I understand that I may cancel this authorization at any time by sending my healthcare provider(s) 
my cancellation notice in writing. I understand that my healthcare provider(s) may have already released 
records according to this authorization, prior to receiving my written notice to cancel. Unless cancelled, this 
authorization expires on (date) __________________________. 

If Member Does Not Authorize Release of PHI 

I do not authorize information about my physical and/or behavioral health treatment to be released. 
Member’s Signature Date of Member’s Signature 

You are not required to share this information. Please check this box if the reason you are not releasing 

information is because you do not have a primary care provider: ☐ Thank you. 

Information to Be Released 

The only information this Coordination of Care Form authorizes for release is this one-page Notification of 
Treatment, including the information below. No additional records will be released without a signed 
Authorization for Release of Information. 

Healthcare Coordination Information
to be completed by treating provider 

Medications, If Known Dosages 

Treatment Start Date: 1. 
2. 

Medication Managed by: 3. 
4. 

ICD-10-CM: 5. 

6. 
Treatment Plan:

Confidential Protected Health Information (PHI) enclosed. PHI is personal and sensitive information related to a person’s 
healthcare. It is being delivered to you after appropriate authorization from the patient/member or under circumstances 
that do not require patient authorization. You, the recipient, are obligated to maintain it in a safe, secure, and confidential 
manner. Re-disclosure without additional patient/member consent or as permitted by law is prohibited. Unauthorized re­ 
disclosure or failure to maintain confidentiality could subject you to penalties described in federal and state law. 

Responsible Party Name 

Affiliates in Clinical Services
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AGREEMENT FOR DIVORCED OR SEPARATING PARENTS OF MINORS 

Print Patient’s full name:  ________________________________________________________________________ 
Health care can be a very important resource for children of separation and divorce.  Therapy and/or medication 
management can: 

x Facilitate open and appropriate expression of the strong feelings that routinely accompany family 
transitions, including guilt, grief, sadness and anger 

x Offer feedback and recommendations to a child’s caregivers based on knowledge of the child’s specific 
emotional needs and developmental capacities. 

However, the usefulness of such treatment is extremely limited when it becomes another matter of dispute between 
parents.  In order to best help your child; we strongly recommend that each of the child’s caregivers (e.g., parents, 
step-parents, day-care workers, Guardian Ad Litem (GAL)) mutually accept the following as requisites for treatment. 
1. As your child’s health care provider, it is our primary responsibility to respond to your child’s needs.  In some

cases, that may include a recommendation that you consult with a primary care provider should matters of your
child’s physical health be relevant to this treatment.

2. We ask that all caregivers remain in frequent communication regarding this child’s welfare and emotional well-
being.

3. We ask that all parties recognize and, as necessary, reaffirm to the child, that we are the child’s helper and not
allied with any disputing party.

4. Please be advised regarding the limits of confidentiality as it applies to treatment for your child:
x We keep records of all contact relevant to your child’s well-being.  These records are subject to court

subpoena and may, under some circumstances, be solicited by parties to your divorce or separation, 
including your attorneys. 

x Any matter brought to our attention by either parent regarding the child may be revealed to the other parent. 
Matters that are brought to my attention that are irrelevant to the child’s welfare may be kept in confidence. 

x We are legally obligated to bring any concern regarding health and safety to the attention of relevant 
authorities.  When possible, should this necessity arise, we will advise all parties regarding our 
concerns. 

5. The treatment will not yield recommendations about custody.  In general, we recommend that parties who are
disputing custody strongly consider participation in alternative forms of negotiation and conflict resolution
including mediation and custody evaluation by another clinician rather than try to settle a custody dispute in
court.

Your understanding of these six (6) points and agreement in advance of starting this treatment may resolve difficulties 
that may otherwise arise and will help make this treatment successful.  Your signature, below, signifies that you have 
read and accept these points. 

____________________________________________ ______________________________________ 
Printed name  Relationship to patient 

____________________________________________ ______________________________________ 
Signature Date 

____________________________________________ ______________________________________ 
Form received by  Date 

6. Any payment due, deductible or copay, must be paid at the time of the appointment. Unless paid in advance, or 
credit card on file for payment, or paid at the time of the appointment, the patient will not be seen and a late 
cancelation fee charged.
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PAYMENT CONTRACT FOR SERVICES 

Please read the following carefully: 

FOR PATIENTS WHO DO NOT HAVE INSURANCE 
 Patients who do not have any insurance coverage are expected to pay for

services rendered at the time of check-in for the visit.
 For those that qualify due to financial hardship, there may be a reduced

fee available (Sliding Scale) or a payment plan.  Services would be paid
for in advance, not after the fact.

FOR PATIENTS WHO ARE CURRENTLY COVERED BY INSURANCE 
 The patient is responsible to provide us with valid health insurance

information, and should bring insurance card to each visit.
 If insurance coverage changes for existing patients and we are not

informed prior to the visit, the patient will be financially responsible for all
visits billed to an incorrect insurance company or plan.

 Our office participates with numerous insurance companies and managed
health care programs.  We will submit electronic claim forms to primary
insurances, secondary insurances, and out of network insurance plans.

 We will not submit paper claim forms.

If the provider is “in network”: 
 The patient is responsible to ensure that any required referrals for

treatment are provided to the office prior to the time of check-in for the
visit.  Intakes may be rescheduled or the patient may assume financial
responsibility for the visit if prior authorization is not obtained.

 The patient is financially responsible for any co-payment or portion of
the charges as specified by the plan at the time of check-in for the visit.
This includes any individual or family deductible amounts according to
the plan.

 Any services not covered by the plan are the patient’s financial
responsibility and payment in full is due at check-in for the visit.  For
specific coverage issues call the insurance company’s member
services department (telephone number on insurance card).

 If patient receives reimbursement directly from insurance company in
error, the benefits have been assigned to the provider and the check
and Explanation of Benefits (EOB) should be forwarded to us
immediately to prevent double billing.



If the provider is “out of network”: 
 If a patient has insurance and the provider is “out of network” we will

submit an electronic claim form, but services must be paid in full at the
time of check-in for the visit.

 If patient payment is made and the insurance company pays us for the
claim for out of network benefits, a refund will be issued to the patient
based on the “Explanation of Benefits” from the insurance company.

OTHER 
 We reserve the right to charge for completion of forms.
 Any outstanding patient balance not under a payment plan will be referred

to an outside collection agency or small claims court for payment.
 Any cost of collection will be added to the patient account balance.
 Regardless of any personal arrangements that a patient might have

outside of our office, if you are over 18 years of age and are receiving
treatment, you are responsible for payment of the service.  We will not bill
any other personal party.

 Regardless of any personal arrangements that a patient might have
outside of our office, for minor patients with parental financial agreements,
the accompanying parent or responsible party must pay for services at
time of check-in for that visit.

 Patients with outstanding balances not under a payment plan will not be
seen until balance paid in full or under a substantial repayment plan.

 There will be a $25.00 service charge for returned checks in addition to
our bank charges for processing the returned payment item.

COORDINATION OF BENEFITS 

 If patient does not have insurance benefits or has only primary insurance,
coordination of benefits is not an issue.

 If patient has Medicare coverage and secondary insurance benefits, the
patient is responsible to notify the office of such coverage and if Medicare
is Primary or Secondary.

 If patient has secondary coverage, the patient is responsible to notify the
office of such coverage and which is Primary and which is Secondary and
obtain any and all prior authorizations required prior to the visit.

 If information is not provided or improper information is provided, the
patient is financially responsible for all services.



HIPAA PRIVACY NOTICE 
 

This Health Insurance Portability and Accountability Act (HIPPA) notice describes how medical information about you 
may be used and disclosed and how you can get access to this information. Please review it carefully. Effective Date 
is April 14, 2003. Affiliates in Clinical Services (ACS) protects the privacy of your health information and follow state 
and federal laws. This notice tells you about privacy rights and what we may do with your health information. 
 

Health Information Rights 
 

• Right to Inspect and Copy: You have the right to see and have a copy of the health information ACS has about you. It 
will not include information needed for civil, criminal, administrative actions and proceedings, or psychotherapy notes.   

• Right to Request an Amendment: If you feel the health information we have about you is wrong or incomplete, you may 
ask us in writing to fix the information. We may say no to your request if it is not in writing and it does not include a reason, 
or the information was not created by us, or the information is not determined to be correct and complete. 

• Right to an Accounting of Disclosures: You have the right to request an "accounting of disclosures", a list of the names 
we gave your health information to, other than disclosures for purposes of treatment, payment, or operations. Your 
request must not go back more than six years and must not include dates prior to April 14, 2003. 

• Right to a Paper Copy of this Notice: You have the right to ask for a paper copy of this notice. You may also print a copy 
of this notice from our website. 

 

Requests or questions must be made in writing to: Affiliates in Clinical Services, 305 Roseberry Street, Suite 8. 
Phillipsburg, NJ 08865. 
 

How ACS may use and disclose health care information 
 

Your health information may be used and given by ACS for treatment, payment and operational needs. ACS provides 
many services; therefore, not all types of uses and releases can be given in this notice. We have listed below some 
common ways that are allowed for uses and releases. 
 

• For Treatment: Caregivers, such as nurses, doctors, therapists and social workers may use your health information to 
determine your plan of care. Individuals and programs within ACS may share health information about you to manage 
your services. 

• For Payment: ACS may give information about you to your health plan or health insurance carrier to pay for your services. 
We may also share your information with other government programs such as Workers’ Compensation, Medicare, or 
Indian Health Services in order to better manage your benefits and payments. 

• For Operations: ACS may use and give information about you to make sure that the services and benefits you get are 
correct and high quality. We may share your health information with business partners who perform work for ACS. ACS 
requires that our business partners use the same level of privacy and security as we do when handling your health 
information. 

• To Other Government Agencies Providing Benefits or Services: ACS may give your health information to other 
government agencies that are providing you with benefits or services when the information is necessary for you to receive 
those benefits and services. 

• For Health Oversight Activities: ACS may share your health information with other divisions within the agency and with 
other agencies for oversight activities as required by law. Examples of these oversight activities include audits, 
inspections, investigations and licensure. 

• For Law Enforcement: ACS may give health information to a law enforcement official, subject to applicable federal and 
state law and regulations, for purposes that are required by law or in response to a court order or subpoena. 

• Lawsuits and Disputes: If you are involved in a lawsuit or a dispute, ACS may give health information about you in 
response to a court or administrative order. We may also give health information about you in response to a subpoena, 
discovery request, or other lawful process. 

• To Coroners, Medical Examiners and Funeral Directors: ACS may release health information to a coroner, medical 
examiner or funeral director, as necessary to carry out duties as authorized by law. 

• To Avert a Serious Threat to Health or Safety: ACS may give your health information if it is necessary to prevent a serious 
threat to your health and safety or to the health and safety of the public or another person. 

• To the Military: If you are a veteran or a current member of the armed forces, ACS may give your health information as 
required by military command or veteran administration authorities. 

• As Required By Law: We will give health information about you when required to do so by federal, state or local law. 
 

State and Federal laws require ACS to maintain the privacy of your health information and to give you this notice of 
our legal duties and privacy practices. By law, we will follow the terms of this notice. ACS has the right to change this 
notice. We keep the right to make any changed notice effective for the health information we already have about you, 
as well as any information we create or get in the future. We will give you a copy of any new notices within 60 days. 
We will also post a copy of the current notice. 
 

If you believe your privacy rights have been violated, you may file a complaint by writing to Secretary of Health and 
Human Services, 200 Independence Avenue, SW, Washington, D.C. 20201, or call toll free 877-696-6775. You need 
to do this within 180 days of when the problem that caused concern happened. There will be no punishment for filing 
a complaint. 
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DIRECTIONS TO OUR OFFICE 

Coming from the East (NJ), going west on Route 78: 
 Take the last NJ exit (Exit 3) for Phillipsburg, Route 22
 Follow directions Coming from the East on Route 22 below

Coming from the East on Route 22: 
 Follow Route 22 West following signs to Hospital
 Passing on the right Toby’s Hotdogs and Dunkin Doughnuts
 Take the turn before next traffic light onto Roseberry Street
 At stop sign, bare right to traffic light and go through light
 After traffic light our building is on the right (across from

Church), one story brick building, Attorneys Winegar, Wilhelm,
Glynn, and Roemersma

 Turn right at corner of Corliss Avenue (if you pass St. James
and St. Phillips’s school sign, you went too far)

 Turn right into our parking lot
 Our entrance is a single glass door at the right of the building
 At the end of the first hallway is our waiting room, Suite 8

Coming from the West (PA) going East on Route 22: 
 Cross the toll bridge into Phillipsburg, staying on Route 22 East

(stay in right lane), passing:  McDonalds, Exxon, AutoZone
Auto Parts

 Take the U-turn to Roseberry Street after AutoZone Auto Parts
 At the Stop sign make a right, stay in the right lane
 Go through two stop lights, our building is on the right (across

from Church), one story brick building Attorneys Winegar,
Wilhelm, Glynn, and Roemersma

 Turn right at corner of Corliss Avenue
 Turn right into our parking lot
 Our entrance is a single glass door at the right of the building
 At the end of the first hallway is our waiting room, Suite 8
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