Michael Burke, Psy.D. & Associates
3720 Ave A, Suite E. Kearney, Ne 68847
Phone: 308-234-5644, Fax 308-234-5652

Name: DOB:

Social Security Number: Male Female

Address:

City State Zip Code

Home Phone: Cell Phone:

Email:

*Please Note: Email correspondence is not considered to be a confidential medium of communication.
Marital Status: __Single __ Married __ Separated _ Divorced __ Widowed
Current Employment Status: (if under 19, parents’ information)

__Unemployed ___ Full Time ___ Part-Time ___ Retired ___ Student

Employer: Position:
Emergency Contact: Phone:
Relationship:

Parent/Guardian Information (For Minors Only)

Parent/Guardian

Cell Phone: Work Phone:

State Ward? Y/N Case Worker:

Primary Insurance Secondary Insurance

Name of Insured

Name of Insured

Relationship to Patient

Relationship to Patient

Insured DOB

Insured DOB

Insured Employer

Insured Employer

Insurance Company

Insurance Company

Insurance Phone Number

Insurance Phone Number

Policy Number

Policy Number

Group Number

Group Number




Consent to Treatment:

By signing this Client Information Form and Consent Form as the Client or Guardian of said Client, |
acknowledge that | have read, understood, agreed to the terms and conditions contained in this form. |
have been given proper opportunity to address any questions or request clarification for anything that is
unclear to me. | am voluntarily agreeing to receiving mental health assessments, treatments, and
services for me (or any said child that is the client), and | understand that | may stop such treatment or
services at any time. NOTE: If you are consenting to treatment of a minor child, if a court order has been
entered with respect to the conservatorship of said child or impacting your rights with respect to
consent to the child’s mental health care and treatment, Michael Burke, Psy.D. & Assoc., P.C. will not
render services to your child until the therapist has received and reviewed a copy of the most recent
applicable court order.

Signature: (If over 19) or Guardian Date:

Witness: Date:

Tele-reminder Release:

l, , give my consent for Michael Burke, Psy.D., & Associates, P.C. to confirm my
scheduled appointments through their automated tele-reminder system. Clients able to receive a phone
call OR a text message in addition to an email. | understand this system may call/text or email the
address provided and leave an automated message reminding me of my appointment.

Please specify your desired form of receiving reminders. Voice Call Text
Email
Preferred phone number: and/or Email Address:

___No thankyou, | would rather NOT receive tele-reminder calls to remind me of my appointment.

X Date:

Telehealth

In the event there are barriers to receiving face to face services. Michael Burke, Psy.D. & Associates, P.C
tele-health platform Zoom, which has necessary safeguards to provide secure and HIPAA compliant
services. | consent, understand, and agree that: (INTIAL)

e | will use a private room for my session.

e My provider is licensed in the state in which | am receiving services. | will report my location
accurately during my session.

e | will not hold Michael Burke Psy.D. & Associates, P.C. for lost information due to technological
failures.

e | may discuss these risks and benefits with my provider. | have the right to withdraw consent for
telehealth at any time without affecting my right to present or future treatment.

e lunderstand that | will receive the same level of care as face to face to the best of the providers
ability.

e The laws of the state in which | am located will apply to my receipt of telehealth services.




Electronic Communication:

Electronic communication is not a confidential means of communication. You may choose to still
communicate electronically with Michael Burke Psy.D. and Associates, P.C., but you must acknowledge
the risk. Please initial below.

| authorize Michael Burke Psy.D. & Associates, P.C. to contact me electronically regarding
appointments.

___lunderstand that Michael Burke Psy.D. & Associates, P.C. cannot ensure that electronic messages
will be received or promptly responded to. Therefore, in case of emergency call 911.

Acknowledgement of receipt of privacy practices and consent for use and disclosure of Health
Information.

Notice of Privacy Practices: You have the right to read our Privacy Policies before you decided to sign
this consent. A copy of our Notice and/or this consent is available upon your request. Our Notice
provides a description of our treatment, payment activities, and healthcare operations, of the users and
disclosures we make of your protected health information.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected
health information to carry out treatment, payment activities, and healthcare operations.

I have been shown a copy of this office’s Notice of Privacy Practices and have had full opportunity to
read and consider its contents. | understand that by signing this consent form, | am giving my consent to
your use and disclosure of my personal health information to carry out treatment, payment activities,
and healthcare options.

Patient Name:

Parent/Legal Guardian Signature:

Relationship Date:

Coordination of Care:

We believe you should be treated as a whole person. We collaborated with others when it is indicated
and authorized. This included managed behavioral health care, primary care physician (PCP, hospitals,
and schools. Communication between behavioral health providers and your primary PCP is important to
ensure that you receive comprehensive and quality care. This PHI (protected health insurance
information) may include diagnosis, treatment plan, and medication if necessary. This information will
not be release without your consent.

__Yes, please notify my PCP. | am aware that | will need to sign a release for this.

__VYes, please notify my Medication Manager Provider. | am aware that | will need to sign a release for
this.

__l'waive notification of my PCP that | am seeking or receiving mental health services, and | direct you
NOT to notify them.

__ldo not have a PCP and do not wish to see or confer with one.

X Date:




INTEROFFICE AUTHORIZATION

gives authorization for his/her designated therapist to share session information
with other licensed professionals within the office of Michael Burke, Psy.D. & Associates, P.C.,
exclusively for continuity of care.

Information to be released (Check all that apply):

__Social History __Medical History __Diagnosis _ Treatment
__Education Records __Test Results __Psychological Assessment
__Other

The purpose of this disclosure is to:

__Assist with evaluation and treatment __Other:

| chose NOT to allow disclosure to the following provider:

__Dr. Michael Burke ~ __Dr. David Hof __Deidre Hollister __ Magan Dolan
__Andrea Darr __Brianna Aden __Kelsey Krieger __Garnelle Florez __Danessa Kenney

I'understand that all client information is confidential and cannot be disclosed without my written
consent unless otherwise provided for in state of federal law. | understand that | may revoked this
authorization at any time, except to the extent that measures have already been taken to comply with
it. Without my expressed revocation, this authorization will automatically expire 365 days from the date
signed. Or it will expire:

__Upon receipt of the information requested.
__Six months from the date of signing

__Under the following conditions:

I understand that my records may include drug and/or alcohol abuse information, which is protected
under the Federal Confidentiality Regulations (42 CFR, Part 2). Any further disclosure of my records
other than what is outlined above is prohibited without my written consent, or as otherwise allowed by
such regulations.

| further acknowledge that the information being released was fully explained to me and this consent is
giving willingly.

Executed this___ day of ,

Signature of Patient/Guardian Witness




Financial Policy

Thank you for choosing Michael Burke, Psy.D. & Associates. Please carefully review our financial policy.
Our office manager is available to answer questions you may have regarding our financial policy or your
payment responsibilities.

Insurance Services:

As a courtesy to our clients, we will file claims with your provided companies, however, it is your
responsibility for the full and timely payment of your account. Please also provide Michael Burke, Psy.D.
& Associates with up-to-date contact information, including your home address, telephone number, and
emergency contact information.

The clinic will attempt to verify coverage and benefits prior to your visit with the therapist. If we are
unable to obtain verification of coverage, you will be asked to pay full, or reschedule your visit to at time
the verification can be obtained. This verification will be used to estimate your financial responsibility;
however, this verification is not guaranteed by your health plan coverage or payment.

Please be aware that certain diagnoses may not be covered or may be considered, “not medically
necessary” by your health plan. You are responsible for payment of these services. Please also be aware
that many health plans limit annual coverage. In the event your care exceeds a plan limitation, you will
be responsible for the balance. It is your responsibility to know the benefits and limitations of your
current health insurance coverage. Michael Burke, Psy.D. & Associates. is NOT responsible for knowing
your plan’s specific benefits and coverage limitations.

Past Due Accounts:

If your account becomes past due, we will take necessary steps to collect this debt. Please take time to
speak with our office to arrange payments to pay your bill.

Returned Checks:

If a check is returned for insufficient funds, accounts closed, or payment stopped, your account will be
charged at $35 fee. In the event this happens, you will be asked to use a debit/credit or cash for future
visits.

Copays:

All co-pays are due at the time of services. If unable to pay your copay, please contact our office BEFORE
your appointment.

Midwest Medical Billing

Midwest Medical Billing will be sending statements monthly. It is imperative that you stay up to date on
your current statement balance. Midwest billing will send you three full cycles of billing before looking
into filing with collections

Signature (over 19) or Legal Guardian Date:




Member Rights and Responsibilities

Statements of Client Rights
Clients have the right to be treated with dignity and
respect.

Clients have the right to fair treatment regardless of
race, religion, gender, age, ethnicity, disability, or source
of payment.

Clients have the right to have their treatment and other
information kept private. Only when permitted by law
may records be release without member permission.

Clients have the right to easily access timely care in a
timely fashion.

Clients have the right to know about their treatment
choices. This is regardless of cost or coverage by the
member’s benefit plan.

Clients have the right to share in developing their plan of
care

Clients have the right to information in a language they
can understand.

Clients have the right to information about Magellan, its
practitioners, services, and roles in the treatment
process.

Clients have the right to ask their provider about their
work history and training.

Clients have the right to give input on the Clients Rights
and Responsibilities policy.

Clients have the right to freely file a complaint if
necessary.

Clients have the right to know of their rights and
responsibilities in the treatment process.

Statement of Client Responsibilities
Clients have the responsibility to treat those giving them
care with dignity and respect

Clients have the responsibility to give providers
information they need so that providers can deliver the
best possible care.

Clients have the responsibility to ask questions about
their care to help them understand their care.

Clients have the right to follow the treatment plan. The
plan of care is agreed up on by the provider and
member.

Clients have the responsibility to follow he agreed upon
medication plan.

Clients have the responsibility to tell their provider and
primary care physician about medication changes,
including medications given to them by others.

Clients have the responsibility to keep their
appointments. Clients should call their provider
immediately if they know they will need to cancel their
appointment.

Clients have the responsibility to let their provider know
whether the treatment plan is working for them.

Clients have the responsibility to let their provider know
if they have problems with paying fees.

Clients have their responsibility to report abuse and
fraud

Clients have the responsibility to openly report concerns
about the quality of care they received.

| have been informed of my rights and responsibilities. | understand this information

X

Date:

Patient (over 19) or Legal Guardian

X

Date:

Witness Signature




No Show/Late Cancellation Policy:

This policy has been established to provide the highest level of Clinical Services to our patients. It has
been proven consistent attendance provides for the greatest opportunity for success. By providing us
notice of cancellation, we may be able to accommodate other patients with your appointments.

Patient Signature: Date:

Patients must call at least 24 hours prior to their scheduled appointment time, when they
knowingly are unable to make their appointment.

A patient will be allowed to continue with their therapy after one no-show/late cancellation,
provided an explanation is supplied to the therapist.

After two (2) no-shows and/or late cancellations, the patient will be taken out of all standing
appointments.

After two (2) no show and/or late cancellations, the provider may choose to charge the patient a
$20 no show fee.

We do understand that emergencies arise and that it may not be possible to give such notice.

Termination Policy

Also, please be aware of the following conditions regarding discontinuing therapy. You may be

discharged as a client:

If your therapist believes that they are unable to help you, because of the kind of problem you
are facing or because his/her training and skills are not appropriate, you will be informed of this
fact and referred to another therapist who will best meet your needs.

If you have not had and kept an appointment in our office in 60 days and is not part of your
treatment plan.

If you commit an act of violence toward, threaten, or harass any staff or client, you may be
immediately terminated.

If a client is terminated from therapy for something other than completing the agreed upon
treatment plan, you will be given contact information for other sources of therapy. However,
this is not a guarantee for further treatment or services.

My signature below acknowledges that | have read, understand, and agree to the above statements. |
understand and authorize supervision of my case, if necessary. | agree to actively participate in my
services and | have been oriented into the program. | understand that if | have any questions
regarding the above statements, | can talk to my provider or office staff at (308) 234-5644.

Signature (over 19) or Guardian of Patient Date

Witness Signature Date




Welcome!

We are so excited to have you at Michael Burke PSY. D and Associates, P.C. in Kearney to provide you with the
mental health interventions and therapy. Michael Burke and Associates provides counseling services for all ages,
including individual, couples, and EMDR.

Supervision

Supervision between therapists is sometimes necessary depending on insurance companies and licensing. All
supervisors are bound by the same confidentiality standards as your provider. If a supervisor is needing to see the
client based on the requirements above, they will see them one time with in 5 sessions then you continue services
with your provider.

Child Supervision:

Because we do not have special childcare services available during your appointment, you may want to bring
another adult along with you while your child(ren) remain in the waiting room. For the best therapeutic needs of
the patient, a child may not accompany adults in the providers office.

Business Hours and After-Hour Line:

Business hours are 8:00 a.m. to 5:00 p.m. Monday through Friday. We are closed Saturday and Sunday. During
non-business hours, the main office phone rings to our answering services, who will contact the on-call therapist of
any crisis. If you feel the need is an emergency, please call 911 or go to Richard Young Hospital.

Access of Records and Treatment Plans:

You have the right to access your records upon written request from another entity, such as lawyer or medical
office. Our office has 30 business days to provide a copy of any requested records after the document written
request. Michael Burke Psy. D and Associates will not release records if it is the professional opinion of the treating
provider that the release of records would not be in the best interest of the client., unless there is a court order to
release such records pursuant to Nebraska Revised Statues Chapter 71. Public Health and Welfare Article 84.
Medical Records current changes through 2019 § 71-8403. Access to medical records and Nebraska Revised Statues
Chapter 38. Mental Health Practice Act current with changes through 2019 §38-21 36. Medical Records will have a
520 personal fee attached to the receiving service. Therapist will not voluntarily participate in any litigation, or
custody dispute in which Patient, or Representative, and another individual, or entity, are parties. Therapist has a
policy of not communicating with Representative’s attorney and will generally not write or sign letters, reports,
declarations, or affidavits to be used in Patient’s, or Representative’s, legal matter. Therapist will generally not
provide records or testimony unless legally compelled to do so. Should Therapist be subpoenaed, or ordered by a
court of law, to appear as a witness in an action involving Patient, Representative agrees to reimburse Therapist
for any time spent for preparation, travel, or other time in which Therapist has made him/herself available for such
an appearance at Therapist’s usual and customary hourly rate. In addition, Therapist will not make any
recommendation as to custody or visitation regarding patient. Therapist will make efforts to be uninvolved in any
custody dispute between Patient or Patient’s parents.

Appointments and Fees

Appointment calls will be given the business day before your next scheduled appointment, you will also receive a
text message or email reminder about upcoming appointments. The following is a list of services and fees.

Dr. Burke Gigi Florez Therapists

Initial Intake $280.00 Initial Intake $275.00 Initial Intake: $ 230
Individual Hour Session: $275 Medication Management $230 Individual Hour Session: $205
Family Session $275.00 per hour Medication Refill $50 Family Session $205 per hour
Police Evaluations $1,000 Bariatric Evaluations $400 Medical Evaluations $500




