I novam Inova Kellar Center

NEW PATIENT CHECKLIST

Welcome to Inova Kellar Center! We recognize this is a stressful time and look forward to serving you
and your family. The below information will assist you in completing the admissions process. Below
are listed the forms and information needed in advance of your appointment. Please directly scan,
drop off, mail in, or bring the completed paperwork prior to your first appointment.

Important Notes

1.

2.

3.

Complete ALL paperwork blanks, including the DATE and TIME.

If you experience challenges completing virtual forms for any reason, please call the front desk
at (703) 218-8500 ext. 5, and we can mail you a blank copy.

We request that both parents and patients sign the forms to encourage an active role by
kids/teens in their own treatment. If too young to sign, please write “too young to sign” or “not
applicable” on the patient signature lines.

Paperwork Checklist

O

O

O

Patient Identification Form

Developmental and Social History or Adult Social History (as applicable)
Consent to Treatment

Coordination of Benefits Questionnaire

Authorization for Claims & Payments

Outpatient Therapeutic Services Program Guidelines

Notice of Rights of Individuals Receiving Behavioral Services
Coordination of Treatment Consent

Acknowledgement of Receipt of Notice of Privacy Practices
Cancellation/Missed Appointment and Late Arrival Policy

Telehealth Services Form

Americans with Disabilities (ADA)/Special Needs Assessment

Photo ID Scan (front and back)

Insurance ID Scan (front and back)

Legal Custody Order (medical decision-making) and/or Guardianship Order, if applicable
OWL Emails Provided and Account Created
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This form will provide us the legal spelling of the patient’s first name, middle initial, last name, and their date of birth.
Accurate patient information is important for the patient’'s safety while receiving services at any Inova facility.

Please Print Clearly

PATIENT Information:

First Name: Middle Initial: Last Name:

Date of Birth (month/day/year): Legal Sex: [OMale [OFemale [OX
Address: City: State: Zip Code:
Best Contact Phone Number: [OMobile [OWork [1Home

Email:

PARENT/GUARDIAN Information:

First Name: Middle Initial: Last Name:

Date of Birth (month/day/year): Social Security Number:

Relationship to Patient: [0 Parent [O0Guardian [Other:

Address [1Same as Patient  If address is different, provide below:

Street: City: State: Zip Code:
Best Contact Phone Number: [OMobile [OWork [OHome

Email:

PERSON BRINGING CHILD IN FOR TREATMENT Information: [0 Same as Parent/Guardian
Relationship to Patient: [OParent [OGuardian [Other: (complete fields below)
First Name: Middle Initial: Last Name:

Best Contact Phone Number: [OMobile [CWork [1Home

My signature verifies that the information provided is correct to the best of my knowledge. | understand
that this will be used as patient identification at Inova.

Signature: Date: Time:
Witness (signature): Date:_ Time:
Witness (print name):

Interpreter Information (To be completed by Inova staff, if applicable):

OlInperson [OTelephonic [OVideo Interpreter name/ID number (if applicable)

[ Patient/Designated Decision Maker was offered and refused interpreter [1Waiver signed

PATIENT IDENTIFICATION
Inova Health System

If label is not available, please complete: Patie“t Identiﬁcation - Pediatric
Pallent Name: OIAH OIFH OIFOH OILH  OIMVH

Date of Medical

Birth: Record # [J Outpatient Location:

CAT # 30366/R091923 « PKGS OF 100 -|—
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2HP

Child’s Name: Date of Birth:

What are your current concerns?

How long have you had this concern?

Prenatal History
1. How was mother’s health during pregnancy? O Good O Fair O Poor
2. Did mother smoke, consume any alcohol, or use prescription or nonprescription drugs during her

pregnancy? OYes [ONo If yes, please describe:

Birth History
3. Were there any difficulties with labor or delivery? DOYes ONo

If yes, please describe:

4. Was your child born on schedule? OYes [ONo

If no, when was he/she born?

5. What was your child’s birth weight and length?

6. Were there any health complications following birth? OYes ONo

If yes, please explain:

Developmental Milestones and Early Temperament

7. Were there any difficulties with motor development, language development, or toilet training?

OYes ONo If yes, please describe:

PATIENT IDENTIFICATION
Inova Kellar Center

Developmental and Social History

If label is not available, please complete:

Patient Name:

Date of Medical
Birth: Record # Page 1 of 8

Gender: O Male O Female
CAT # 30256/R090623 + PKGS OF 100 -|—
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8. Would you describe your child’s early temperament as:
O Easy (regular sleeping and eating patterns, adaptable to change, average activity level, average mood)
O Difficult (irregular sleeping and eating patterns, poor adaptability, highly active, wide range in mood)
O Other

School History
9. Has there been any concern expressed by either teachers or yourself regarding your child’s academic
progress or behavior in school? O Yes O No If yes, please describe:

10. What school does your child currently attend?

11 What is your child’s current grade placement?

12. Has your child ever received special education services? OYes ONo

If yes, please describe:

Family Composition

13. Please provide the following information in regard to everyone living at home.

Name Age Relationship Occupation Education

PATIENT IDENTIFICATION
Inova Kellar Center

Developmental and Social History

If label is not available, please complete:

Patient Name:

Date of Medical
Birth: Record # Page 2 of 8

Gender: O Male O Female

CAT # 30256/R090623 * PKGS OF 100 —|—
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14. Please provide the following information in regard to significant family members not living at home:

Name Age Relationship Occupation Education

15. Are parents presently married? OYes [ONo

Please comment on the relationship each parent has with the child:

16. Who has custody of the patient?

Stressful Events in the Child’s and/or Family’s Life

17. Please list any stressful events which have occurred in the past. Also include when these events took

place and your child’s reaction to them:

18. Does your child have any known history of physical or sexual abuse? OYes ONo

If yes, please describe:

19. Do you or does your child have any concerns about his/her sexual history and orientation?
OYes ONo

If yes, please describe:

PATIENT IDENTIFICATION
Inova Kellar Center

Developmental and Social History

If label is not available, please complete:

Patient Name:

Date of Medical
Birth: Record # Page 3 of 8

Gender: O Male O Female
CAT # 30256/R090623 + PKGS OF 100 -|—
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20. Has any family member had prior contact with the court system, protective services or any other 2HP
legal/social service agency? OYes ONo If yes, please explain
21. Are there weapons in the house? OYes [ONo
If yes, describe type and method of storage:
Family History
22. Please indicate any family history of behavioral, emotional, or substance abuse, and/or academic
difficulties:
Mother and/or Maternal Relatives
Father and/or Paternal Relatives
Siblings
PATIENT IDENTIFICATION
Inova Kellar Center
If label is not available, please complete: Developmental and SOCiaI History
Patient Name:
Date of Medical
Birth: Record # Page 4 of 8
Gender: Q Male Q Female
CAT # 30256/R090623 « PKGS OF 100 —|—
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Support System =HF

23. Please list resources which you find helpful in coping with your child/family’s difficulties (e.g. church,

extended family, friends, etc.)

Spirituality in Family

24. Are you affiliated with a religious organization, church or synagogue? OYes ONo

Name:

Level of involvement: O Minimal O Sporadic O Regular O Very Active

Do you have a belief in a Spiritual Being or Higher Power? OYes ONo

25. Please indicate any and all cultural, religious and spiritual factors that may influence your treatment and progress.

Social History

26. Does your child have any difficulty making or keeping friends? OYes ONo

If yes, please describe:

27. Do you have any concerns about the type of friend(s) your child has? DOYes [@ONo

If yes, please describe:

PATIENT IDENTIFICATION
Inova Kellar Center

Developmental and Social History

If label is not available, please complete:

Patient Name:

Date of Medical
Birth: Record # Page 5 of 8

Gender: O Male O Female
CAT # 30256/R090623 + PKGS OF 100 -|—
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28. What are your child’s favorite play activities, hobbies or pastimes? 2hp
Strengths
29. What are your child’s strengths?
Medical History
Height: feet inches Weight: Ib/kg
List allergies to medication or food:
30. How would you describe your child’s current general health? O Good O Fair O Poor
31. Does your child have any current medical problems? O Yes O No
If yes, please describe:
32. Has your child had any recent major accidents or illnesses? O Yes O No
If yes, please describe:
33. Has your child had any recent surgeries or hospitalizations? O Yes O No
If yes, please describe:
34. Does your child have any past history of seizures or other medical problems? OYes @ONo
If yes, please describe:
35. Is your child’s immunization status current? OYes ONo
36. Please list your child’s primary care physician’s name and phone #:
37. When was your child’s last physical exam?
38. Do you see any reason to have your child undergo a physical examination at this time? OYes ONo

If yes, indicate reason:

39. Are there any dental concerns? OYes [ONo Ifyes, indicate concern:

PATIENT IDENTIFICATION
Inova Kellar Center

Developmental and Social History

If label is not available, please complete:

Patient Name:

Date of Medical
Birth: Record # Page 6 of 8

Gender: O Male O Female
CAT # 30256/R090623 + PKGS OF 100 -|—
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Nutritional Screening 2HP
40. Without reason, has your child gained or lost more than 10 Ibs. in the last 3 months? OYes ONo
41. Does your child take laxatives or vomit after eating? OYes ONo
42. Does your child frequently have diarrhea or constipation? OYes ONo
Pain Screening

43. Is your child experiencing any physical pain? OYes ONo

On a scale of 0 to 10, (0 being no pain and 10 being the most) what is your child’s pain level?
Circle one: 0-1-2-3-4-5-6-7-8-9-10

If yes, please describe:

Functional Screening
44. Does your child have any significant difficulty moving about or problems with coordination? O Yes O No

If yes, please describe:

45. Does your child have any significant difficulty playing sports? OYes ONo

If yes, please describe:

Other Screenings

46. Does your child have any significant difficulties with vision or hearing? OYes ONo

If yes, please describe:

47. Do you have any concerns regarding your child’s oral health or hygiene? OYes ONo

If yes, please describe:

If you answered yes to any of the prior questions or indicated your child’s health is fair or poor, is he/she
under the care of a physician or other healthcare provider? OYes ONo

Condition for which he/she is being treated:

Name of physician/healthcare provider and phone #:

Mental Health Treatment History
48. Has your child had any prior treatment for emotional/behavioral difficulties? OYes ONo
If yes, please list the name of the provider(s), date(s) seen and outcome:

PATIENT IDENTIFICATION
Inova Kellar Center

If label is not available, please complete: Developmental and social History
Patient Name:

Date of Medical

Birth: Record # Page 7 of 8

Gender: O Male Q Female
CAT # 30256/R090623 + PKGS OF 100 -|—
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49. Was medication prescribed? OYes ONo

If yes, please list:

Other Concerns

50. Are any destructive, self-destructive or risky behaviors present (examples: threats to hurt oneself or others; killing
or harming animals; fire setting; use of illicit substances; participation in gangs; sexual activity or other actions)
which may put the child in harm’s way? If yes, please describe:

51. Please list any other concerns or ideas you have regarding your child’s current behavioral, emotional or
academic functioning:

52. Does your child have any preference that may affect or should be incorporated into their treatment?

53. What do you hope will be different at the end of this treatment?

Completed by: Date/Time:

Clinician:  Ayes to any question numbered 37 - 43 indicates that a referral is to be made to the appropriate
healthcare provider unless the patient is currently being treated for that condition.

Referral needed: OYes ONo
If yes, for: O Pain O Nutrition O Physical out of date O Substance Abuse

Referred to:

Reviewed by: Date/Time:

PATIENT IDENTIFICATION
Inova Kellar Center

Developmental and Social History

If label is not available, please complete:

Patient Name:

Date of Medical
Birth: Record # Page 8 of 8

Gender: O Male O Female

CAT # 30256/R090623 » PKGS OF 100 —|—
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, and
(preferred name of patient) (name of parent/guardian)

e Voluntarily give my consent to the admitting physician, members of Inova Kellar Center staff, and other physicians
or consultants designated to conduct medical and psychiatric evaluation and provide diagnostic procedures and
treatment.

¢ Understand that my treatment may include, but not be limited to, the potential benefits and risks documented below.
See your specific Program Policy or Handbook for further details.

o Potential benefits and outcomes: Improved mood, reduction in symptoms of diagnosis as well as depression
and anxiety, enhanced ability to address problems of daily living, strengthened family relationships, greater
personal awareness and insight, the opportunity to address trauma, and improvement in communication skills
and positive coping skills as well as emotional regulation.

o Potential risks and complications: Increased experiences of uncomfortable thoughts and feelings during
some phases of the program (depression, anxiety, guilt, or sadness), discomfort with necessary lifestyle
changes or diagnoses, additional financial burden, delay in progression as behavioral health treatment often
requires varied treatment models for different patients.

o Alternative Services to the proposed treatment for my condition, including the benefits and risks of each and
the option of no treatment, have been discussed with me. These include but are not limited to referral to other
services for care, testing, or no treatment.

¢ Understand that | may leave treatment on my own initiative at any time. | understand that | will be encouraged to
discuss this with my provider.

¢ Understand that | may, on my own initiative, request and/or obtain a second opinion on any recommendations
made.

e Consent to emergency treatment or transportation to an Emergency Department for medical care as deemed
necessary by Inova Kellar Center staff.

¢ Am aware that if | am involved in more than one Inova Kellar Center service, information will be exchanged among
involved staff for the purpose of coordinating treatment and/or educational services (day school).

e Am aware that providers at Inova Kellar Center are mandated to report suspected child abuse and neglect.

¢ Understand and agree to abide by current Center for Disease Control (CDC) guidelines, state or local regulations,
and Inova Health System policies related to COVID-19 or other emerging health crises that pertain to healthcare
settings as directed by Inova Kellar Center staff. By signing this agreement, | acknowledge the contagious nature of
COVID-19 and on behalf of myself, my child, my child’s co-parent or siblings (collectively, our “Family”), we
voluntarily assume and accept responsibility for the risk that the patient or Family may be exposed to or infected by
COVID-19 while attending activities at the Inova Kellar Center.

This consent has been fully explained to me and | understand its content. | have had the opportunity to ask questions,
and my questions have been answered to my satisfaction.

Patient (signature) Patient (print name) Date Time

Parent/Guardian (signature) Parent/Guardian (print name) Date Time

Parent/Guardian Relationship to Patient:

Interpreter Information (To be completed by Inova staff, if applicable):
O In person O Telephonic O Video Interpreter name/ID number (if applicable)
O Patient/Designated Decision Maker was offered and refused interpreter O Waiver signed

PATIENT IDENTIFICATION
Inova Kellar Center

Consent to Treatment

If label is not available, please complete:

Patient Name:

Date of Medical
Birth: Record #

CAT # 20374DT/R120822 » PKGS OF 50
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Complete a health insurance section for each of your health plans/coverages.
Subscriber
Subscriber Name: Date of Birth:
Name of Health Insurance Company:
‘T ID/Policy Number: Group Number: Effective Date of Policy:
(]
2 Patient Relationship to Subscriber:
©
1o
a Is Insurance through Subscriber’s Current Employer? [ Yes [ No
c
< | If Yes, Employer Name:
©
@ | Does patient have additional health insurance or Medicare:
I . . . .
[0 Yes. If yes, please complete corresponding sections, sign, print name and date.
e Health insurance - complete box 2
e Medicare — complete box 3
O No. If no, please sign, print name and date.
If you have an additional plan/coverage, please complete the box below.
Subscriber
N | Subscriber Name: Date of Birth:
1
8 Name of Health Insurance Company:
c
© | Address of Health Insurance Company:
=]
2 ID/Policy Number: Group Number: Effective Date of Policy:
< | Patient Relationship to Subscriber:
©
% Is Insurance through Subscriber’s Current Employer? [ Yes [ No
If Yes, Employer Name:
If you have Medicare, please complete the box below.
Medicare Number
™
' Hospital (Part A) Effective Date ______ Medical (Part B) Effective Date
% Entitlement Reason: [0 Age [ Disability [0 End Stage Renal Disease
(3]
§ If Disability: Date Disability Began:
= If End Stage Renal Disease: Date of FirstDialysis: ____ Kidney Transplant Date
Are you Currently Employed? OYes [ONo If no, Date of Retirement:
Patient/Parent/Legal Guardian (signature): Date:

Patient/Parent/Legal Guardian (print name):

Interpreter Information (To be completed by Inova staff, if applicable):
[ In person [ Telephonic [JVideo Interpreter name/ID number (if applicable)

1 Patient/Designated Decision Maker was offered and refused interpreter [ Waiver signed

PATIENT IDENTIFICATION
Inova
If label is not available, please complete: Coordination Of Benefits
Patient Name: Questlonna"'e
Date of Medical OIAH OIFH OIFOH OItH  OIMVH
Birth: Record #
[ Outpatient Location:
Gender: O Male O Female
CAT # 30524 /R091923 « PKGS OF 100
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Department/Location: 1PMTREV

1. For Medicare Recipients:

| certify that the information provided to me in applying for payment under Title XVIII of the Social Security Act is correct. | request that
payment of authorized Medicare benefits be made on my behalf to Inova (or its affiliates) for any services furnished to me during the
applicable periods of medical care.

2. Assignment and Coordination of Insurance Benefits:

| agree to provide information regarding all health insurance benefits to which I/the patient may be entitled. | hereby assign payment(s),
if any, from insurance carrier(s) health benefit plan to Inova (or its affiliates) for services rendered to the patient. | hereby authorize
payments directly to Inova, including any benefits otherwise payable to me under the terms of my policy, but not to exceed the balance
due to Inova (or its affiliates) for services rendered to me during the applicable periods of medical care.

3. Unauthorized, Non-covered, or Out of Plan Services:
| understand and acknowledge:
e If my insurance carrier or administrator of benefits does not consider any services rendered covered services, or has not authorized
these services, they will not pay and | agree to pay for these services.
e One or more of my physicians may not accept insurance or may be out of network with my health insurance.
e In the case of out of plan/network physician or services, there may be reduced benefits and | may be required to pay a higher
co-pay, deductible or co-insurance amount.

4. Responsibility for Payment:

In my capacity as patient, legal representative or representative payee for the patient, | agree to pay all charges for which | may be legally
responsible including but not limited to health benefit deductibles, copayments, co-insurance and non-covered services. In the event my
account must be placed with an attorney or collection agency to obtain payment, | agree to pay reasonable attorneys’ fees and other
collection costs.

5. Automobile Accident Patients - Notice regarding the assignment of medical expense benefits will be provided to you in a separate
document.

By signing below, | certify | have read and understand the foregoing, have had the opportunity to ask questions and have them answered,
and accept the above conditions and terms; and | agree to pay all charges for which | may be legally and/or contractually responsible,
including but not limited to health insurance deductibles, co-payments, and non-covered services. | understand that Inova, its
affiliates, agents (including but not limited to debt collectors) or designees may contact me about outstanding balances
through various methods including the use of manual representative outbound calls and voice messages and/or automated
dialing services and pre-recorded artificial voice messages, at any telephone number | provide to Inova. | also agree in the event
my account must be placed with an attorney or collection agency to obtain payment, | will pay the reasonable attorneys' fees and other
collection costs incurred by Inova. | understand and agree this document will remain in effect for my present outpatient visit and any
future outpatient or physician office visits to Inova, unless specifically cancelled in writing by me. | understand that | will be asked to
review and sign this form once per calendar year as long as | remain a patient of Inova.

Patient/Guardian/etc. (signature) Patient/Guardian/etc. (print name) Date Time

Relationship to Patient (if not signed by patient)

Interpreter Information (To be completed by Inova staff, if applicable):
O In person 0O Telephonic O Video Interpreter name/ID number (if applicable)
O Patient/Designated Decision Maker was offered and refused interpreter [0 Waiver signed

PATIENT IDENTIFICATION

Inova

If label is not available, please complete: = = =
Authorization for Claims, Payment,

Patient Name: and Reviews - Ambulatory

Rate:of Medigal OAH OIFH OIFOH OILH  OIMVH

Birth: Record #

G — E | O IMG: O Other:

ender: H Male O Femalo White: Medical Records + Yellow: Patient Copy _|_

CAT # 30083-2PT/ R092523 « PKGS OF 25
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Outpatient Therapeutic Services
Practice Guidelines

HOURS

An administrative staff member is present from 7:30am — 6:30pm Monday, Wednesday, and Thursday;
Tuesday from 7:30am — 5:00pm; and 7:30am — 4:00pm on Fridays. If the office is closed, please call back
during regular business hours.

THERAPEUTIC RELATIONSHIP

The relationship you have with your therapist is a professional, cooperative partnership in which the
therapist and patient/family have responsibilities to work toward the agreed-upon goals. The goals are
your goals and will be reviewed periodically to ensure treatment is proceeding in a constructive way. We
understand that the therapeutic alliance is an important one. If you have questions or concerns about
the relationship, please address these directly with your therapist. Persistent questions or concerns will
be addressed with the Director of Outpatient Family Services and/or Director of Psychological Services.
The Director of Outpatient Family Services or Director of Psychological Services must authorize a
therapist change. We do not provide an option to see another therapist unless there are extenuating
circumstances such as the need for someone with a specialty (i.e., eating disorders, DBT, etc.).

REQUIRED REPORTING

All staff (therapists, administrative staff, directors, etc.) at Inova Kellar Center are mandated reporters of
suspected child abuse, neglect, and exploitation. This means that we are required by law to notify Child
Protective Services of suspected abuse or neglect. Clarification of this requirement can be discussed
with your therapist.

BENEFITS AND RISKS OF TREATMENT

There are many benefits to counseling and psychotherapy, but it is important to also be aware of and
discuss potential risks. Treatment is based on individual needs and goals, using evidence-based practice.
The therapists at Inova Kellar Center are extensively trained in assessment, diagnosis, treatment
planning and evidence-based models of treatment, with clinical specialties in disciplines such as trauma,
eating disorders, or anxiety/depression. Listed below are common benefits and risks you can expect
during treatment. For more information, please see the Consent to Treatment Form.

The benefits may include a reduction in feelings of distress, increased satisfaction in relationships,
greater personal awareness and insight, increased skills for managing stress and low mood, and
resolutions of specific problems. It may help strengthen relationships and improve communication
among family members. However, there are no guarantees about what will happen. Therapy requires a
very active effort from both you and your child.

Psychotherapy and counseling can involve some risk in certain situations. The desired results or goals
from psychotherapy and counseling may not be accomplished or completed in the time expected, which
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can result in frustration and dissatisfaction. During the process of therapy, emotional pain and distress
can arise as difficult issues are addressed.

The therapist may recommend a referral for supplemental care when appropriate. If adequate progress
is not being made in therapy or if it becomes apparent specialized skills are needed for treatment, the
therapist may either refer for more specialized care or discontinue therapy and assist with a referral to
an appropriate therapist, health care professional, or therapy program.

CONFIDENTIALITY AND MANDATORY DISCLOSURES OF TREATMENT INFORMATION

Session content and all materials relevant to your child’s treatment will be held confidential unless a
completed Authorization for Request/Disclose Protected Health Information is provided. However, in
certain situations, your child’s therapist is required by law or by the guidelines of their profession to
disclose information, whether or not they have your or your child’s permission.

Your child’s therapist will disclose information when:

e Minor patients tell the therapist that they plan to cause serious harm or death to themselves,
and the therapist believes that the child has the intent and ability to carry out this threat in the
very near future. The therapist must take steps to inform a parent or guardian or others of what
the child has said and how serious they believe this threat to be and to try to prevent the
occurrence of such harm.

e Minor patients tell the therapist that they plan to cause serious harm or death to someone else,
and the therapist believes the child has the intent and ability to carry out this threat in the very
near future. In this situation, the therapist must inform a parent or guardian or others and may
be required to inform the person who is the target of the threatened harm and the police.

e Minor patients are doing things that could cause serious harm to themselves or someone else,
even if they do not intend to harm themselves or another person. In these situations, the
therapist will need to use their professional judgement to decide whether a parent or guardian
should be informed.

e Minor patients tell their therapist, or the therapist otherwise learns, that it appears that a child,
including the patient, is being neglected or abused—physically, sexually or emotionally—or that
is appears that they have been neglected or abused in the past. In this situation, the therapist is
required by law to report the alleged abuse to the appropriate state child-protective agency.

e The therapist is ordered by a court to disclose information.

DISCLOSURE OF A MINOR’S TREATMENT INFORMATION TO PARENT/GUARDIAN

Therapy is most effective when a trusting relationship exists between the therapist and the patient.
Privacy is especially important in earning and keeping that trust. As a result, it is important for children
to have a “zone of privacy” where children feel free to discuss personal matters without fear that their
thoughts and feelings will be immediately communicated to their parents or guardians. This is
particularly true for adolescents who are naturally developing a greater sense of independence and
autonomy.

It is Inova Kellar Center’s practice for your child’s therapist to provide you with general information
about your child’s treatment, but NOT to share specific information your child has disclosed to your
therapist without your child’s agreement. This includes activities and behavior that you would not
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approve of — or might be upset by — but that do not put your child at risk of serious and immediate
harm. However, if your child’s risk-taking behavior becomes more serious, then your child’s therapist
will need to use their professional judgement to decide whether your child is in serious and immediate
danger of harm. If the therapist feels that your child is in such danger, the therapist will communicate
this information to you or others as appropriate and/or required by applicable law.

Even when you and your child’s therapist have agreed to keep your child’s treatment information
confidential from you, the therapist may believe that it is important for you to know about a particular
situation that is going on in your child’s life. In these situations, the therapist will encourage your child to
tell you, and the therapist will help your child find the best way to do so. Also, when meeting with you,
your child’s therapist may sometimes describe your child’s problems in general terms, without using
specifics, in order to help you know how to be more helpful to your child.

In the course of the therapist’s work with your child, the therapist may meet with the child’s parents or
guardians either separately or together. Please be aware, however, that at all times, the therapist’s
patient is your child — not the parents or guardians nor any siblings or other family members of the child.

LIMITATIONS TO SERVICE

Our services are therapeutic in nature, and our assessments are conducted to establish a plan of care.
The scope of services does not include assessment for forensic evaluations or custody
recommendations. Any court appearance may come with additional fees that will be discussed with the
family at that time. If you are seeking these services, ask your therapist for a referral.

PARENT/GUARDIAN AGREEMENT REGARDING CUSTODY LITIGATION

You agree that in any child custody or visitation proceedings, you will not attempt to compel your child’s
therapist to serve as a retained expert witness. Please note that your agreement may not prevent a
judge from requiring the therapist’s testimony, even though the therapist will not do so unless legally
compelled. If your therapist is required to testify, they are ethically bound not to give their opinion
about either parent’s custody, visitation suitability, or fitness. If the court appoints a custody evaluator,
guardian ad litem, or parenting coordinator, the therapist will provide information as needed, if
appropriate releases are signed or a court order is provided. However, the therapist will not make any
recommendation about the final decision(s).

APPOINTMENTS

The first appointment is an intake interview, during which you will review the intake forms you have
completed and be asked questions that are relevant to treatment. Follow-up appointments will be
scheduled directly by your therapist, and ideally, on the same day/time as your intake appointment. In
general, appointments will be scheduled each week, although availability and your schedule will be
taken into consideration. Your therapist will offer you a later appointment time (after-school/evening)
as availability permits. Due to the overwhelming demand for afternoon, after school, and evening
appointments, you will be offered a daytime appointment to begin treatment unless a later opening
exists on an available therapist’s schedule; however, this availability is not guaranteed.

Telehealth appointments are provided if deemed to be clinically appropriate. However, a telehealth
appointment cannot be substituted for an in-person appointment unless agreed upon with your
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therapist in advance. For additional guidelines and information, please see the Telehealth Services
Consent Form.

Prior to the first appointment and at periodic appointments thereafter, all patients must complete
guestionnaires sent to you from Owl 48 hours (about 2 days) in advance. Owl Insights (Owl) is an online,
measurement-based care platform that allows you and your therapist to follow progress in treatment
based on objective evidence-based therapy questionnaires. Essentially, Owl Insights allows you and your
therapist to track patient progress throughout treatment. As an integral part of your care, it is critical to
complete these questionnaires in advance of the appointment to allow the therapist time to review
relevant assessment of functioning.

LATE APPOINTMENTS

It is very important that you arrive on time to ensure you have every opportunity to discuss your or
your child’s needs with the therapist. Instances in which patients who arrive 15 minutes or more after
their scheduled appointment time will be considered a missed appointment and the appropriate fee
assessed (see below).

CANCELED OR MISSED APPOINTMENTS

When you schedule an appointment at Inova Kellar Center, the therapist blocks a specific time for you
and your child. To efficiently serve the community, Inova Kellar Center has instituted a 24-hour
cancellation policy. If you need to cancel or reschedule an appointment, please contact your therapist
directly at least 24 hours in advance to avoid a charge. The charge for missed appointments or
appointments canceled or changed with less than 24-hour notice is $75. This fee cannot be billed to
your insurance. You will be directly responsible for the remittance of this fee at or prior to your next
scheduled appointment. Two or more missed or canceled appointments within a three-month period
can result in your child being discharged as a patient and you will be provided with referrals to other
therapists who may be better suited to meet your and your child’s scheduling needs.

EMAIL

To protect the privacy of our patients and families, Inova Kellar Center electronically communicates
protected health information (e.g., treatment plans, patient names and dates of birth) through an
encryption portal. Patients or their representatives may request to communicate with their provider by
unencrypted email. For associated risks and additional information, please see the Telehealth Video Visit
Consent.

PAYMENT

All relevant payments/co-payments are due at the time of service. Personal checks, exact cash (no
change is maintained), and most credit cards will be accepted. There will be a $25 fee for any returned
check.

If you are using insurance, we will submit the claims directly to your insurance provider. Please note that
you are ultimately responsible for what is covered and what is out-of-pocket.

If you have any questions regarding - your bill, please contact Inova Patient Financial Services at 571-
472-5750.



< Inova

RECORDS

There is generally no fee for copying and mailing records of fewer than five pages. Beyond this, there
may be a charge of $.50 per page plus postage, to cover costs and staff time. Each request requires a
completed and signed Authorization to Release Protected Health Information form.

LETTERS/FORMS

A S25 fee may be assessed on a letter or form (e.g., school forms, FMLA, disability) that the therapist is
requested to complete outside of your family or child’s scheduled appointment. You will be notified in
advance of the applicable fee.

DISCHARGE

Inova Kellar Center provides services to a large community of children and families and maintains a
waiting list for those services. This need in the community requires Inova Kellar Center to adhere to a
discharge policy when:

e New patients are not seen within the recommended timeframe for follow-up as determined by
the therapist based on the patient’s presenting needs, preferences, schedule, and safety
concerns.

e Established patients have two or more missed or canceled appointments within a three-month
period, without prior consult and approval from the therapist.

e Any patient consistently declines or refuses to follow recommended course of treatment.

Should a discharge occur, and you would like your child to receive services in the future, he or she will
be considered a new patient. This will require the parent to schedule a new patient intake assessment.
Intake appointments with therapists are based on availability and a review of past compliance with
practice policy guidelines.

EMERGENCIES

Inova Kellar Center provides an afterhours on call therapist for non-life-threatening crises to assist with
situational assessment and guidance. This service is available for current Inova Kellar Center patients
and can be reached by calling the main phone line (703) 218-8500. The therapist will assist you by
assessing your concerns and providing recommendations to best manage your concerns, which may
include referring you to the appropriate resources. Emergency therapy services are not provided, but
your concerns will be shared with your provider. On-call is not available for medication refill requests or
scheduling matters. During business hours, please call your therapist directly.

Please note that Inova Kellar Center is not an emergency department facility. If you have an immediate
or life-threatening emergency, call 911 or go immediately to the nearest emergency room. Regional
emergency services are available below.
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If you are experiencing a mental health emergency, please contact
emergency services within your area.

Resources for Emergency Services:

e |nova Fairfax Hospital (703) 777-7776

e National Suicide and Crisis Lifeline 988 (Free Call or Text 24-hour hotline) OR 1-800-273-TALK

e Arlington County Emergency Mental Health Services (703) 228-5160

e Children’s National Medical Center (202) 476-5000

e Dominion Hospital (703) 538-2872

e Fairfax County CrisisLink Hotline (703) 527-4077 or text "CONNECT" to 855-11

e Loudoun County Emergency Mental Health (703) 777-0320 (24 hours a day, 7 days a week,
V/TTY available)

e Merrifield Center (703) 559-3000

e North Spring Behavioral Health Care (703) 777-0800

e Prince William Emergency Services - Manassas (703) 792-7800

e  Prince William Emergency Services - Woodbridge (703) 792-4900

e Rappahannock Rapidan Community Services 24-hour Crisis Line (540) 825-5656

e Snowden at Fredericksburg (540) 741-3900

Thank you for taking the time to read this important information. Please refer to this document when
you have questions regarding your child’s care.

| have had the opportunity to read and review the Outpatient Therapy Practice Guidelines and the
corresponding policies. All questions have been asked and answered to my satisfaction.

Patient Signature Date

Parent Signature Date
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It is your Right:

e To be treated with dignity and respect

e To be told about your treatment

e To have a say in your treatment

e To speak to others in private

e To have your complaints resolved

e To say what you prefer

e To ask questions and be told about your rights
e To get help with your rights

If you believe your Rights have been violated, you may:

e Contact Inova Kellar Center Executive Director or designee at (703) 218-8500; or

¢ Contact the Regional Human Rights Advocate, Diana Atcha, at (804) 426-3279; or

o Contact the Department of Behavioral Health and Developmental Services at P.O. Box 1797,
Richmond, VA 23218-1797

| have received a copy of these Rights, which | have read and understand.
| have had an opportunity to ask questions regarding these Rights.
| have had my questions answered to my satisfaction.

Individual Receiving Services Individual Receiving Services Date/Time
(signature) (print name)
Parent/Guardian (signature) Parent/Guardian (print name) Date/Time

PATIENT IDENTIFICATION
Inova Kellar Center

Rights of Individuals Receiving
Patient Name: Behavioral Services

Date of Medical
Birth: Record #

If label is not available, please complete:

CAT # 30239/ R011224 « PKGS OF 100
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In accord with Federal and State confidentiality laws, it is necessary for those involved in your or your
child’s treatment to be able to exchange information. Your signature on this form will allow outside groups
and individuals to exchange confidential information necessary to your or your child’s treatment.

Note: No medical records will be released without a signed Release/Disclosure of Protected
Information form.

Name of Patient Date of Birth

Patient Address City State Zip Code

| authorize the following identified members of my/my child’s treatment team to communicate with the Inova
Kellar Center staff for the purpose of ongoing care.

Please complete below and check all that apply. Mental Alcohol &
Health Drug
Parent or Guardians Phone I:l D
Primary Care Physician Phone D D
IndividuallAgency Name Phone D D
IndividuallAgency Name Phone D D
IndividuallAgency Name Phone D D

Name of School

[ [

| understand that | may revoke this consent at any time, except to the extent that action has been taken in
reliance on it. Such revocation will be discussed and may result in an inability to treat. | understand written
notification is necessary to cancel this authorization and must be addressed to the Medical Record
Department. | understand that this consent automatically expires 90 days after the end of treatment at Inova
Kellar Center.

Contact Person(s)/Department Phone

Patient’s Signature Date | Time

| acknowledge that the clinical and legal purpose and intent of this form have been explained to me.

Parent/Guardian Signature Date | Time

PATIENT IDENTIFICATION
Inova Kellar Center

Coordination of Treatment Consent

CAT # 30227 /R092523 « PKGS OF 100 —|—







