I WANT TO THANK YOU FOR SCHEDULING AN INITIAL APPOINTMENT TO MEET
WITH ME.

| LOOK FORWARD TO LEARNING ABOUT YOU, YOUR CURRENT CONCERNS
AND YOUR GOALS FOR THERAPY. AFTER LISTENING AND ASKING A VARIETY
OF QUESTIONS, | WILL SHARE MY IMPRESSIONS OF HOW | MAY BE ABLE TO
ASSIST YOU IN ACHIEVING YOUR GOALS OR | WILL GIVE YOU THE NAMES OF
OTHER PROVIDERS OR RESOURCES IN THE AREA THAT MAY BETTER SERVE
YOU.

PLEASE FIND ENCLOSED MY OFFICE POLICIES AND FORMS FOR YOU TO FILL
IN BEFORE YOU COME TO YOUR FIRST SESSION. PLEASE FEEL FREE TO
EITHER MAIL, EMAIL, OR FAX THESE TO ME AT JESSE_ENGDAHL@YAHOO.COM
BEFORE OUR INITIAL SESSION OR BRING THEM WITH YOU.
> [INTAKE FORM — PLEASE FILL IN THE BEST YOU CAN.
> [INFORMED CONSENT — THIS IS A DESCRIPTION OF YOUR RIGHTS
TO CONFIDENTIALITY ALONG WITH MY OFFICE POLICIES. IF YOU HAVE

ANY QUESTIONS, PLEASE FEEL FREE TO ASK ME DURING OUR
SESSIONS.

> RELEASE FORMS FOR OTHER DOCTORS, THERAPISTS (OPTIONAL)
> HIPPA FORM — RIGHTS TO CONFIDENTIALITY EXPLAINED IN THE
NOTICE OF PRIVACY PRACTICES. BY SIGNING THIS FORM (TOP

PORTION) IT IS ACKNOWLEDGING THAT | HAVE GIVEN YOU A COPY OF
THE NOTICE OF PRIVACY PRACTICES.

> PAYMENT INFORMATION FORM

> CREDIT CARD AUTHORIZATION FORM

> |F YOU HAVE ANY FURTHER QUESTIONS PLEASE DO NOT HESITATE TO
CALL ME AT 310.266.8269 | LOOK FORWARD TO MEETING WITH YOU.

SINCERELY,

JESSE ENGDAHL, M.A., MFTI



NAME DATE

MAILING ADDRESS

City ZIP

HOME PHONE WORK PHONE

MOBILE PHONE

EMAIL

DOB AGE PLACE OF BIRTH

ETHNICITY

CAN WE LEAVE A MESSAGE FOR YOU: Y N
MARITAL STATUS (CIRCLE)
MARRIED SEPARATED DIVORCED WIDOWED DOMESTIC PARTNERSHIP

EDUCATION (YEARS) DEGREE AREA

OCCUPATION

EMPLOYER

SPIRITUAL/ RELIGIOUS ORIENTATION

| ATTEND RELIGIOUS SERVICES (CIRCLE)
NEVER WEEKLY MONTHLY RARELY/SPECIAL OCCASIONS

NAME OF SPOUSE/PARTNER (PARENT OF MINOR)

MAILING ADDRESS

CITY ZIP
HoOME PHONE MOBILE PHONE

EMAIL

DOB AGE PLACE OF BIRTH

ETHNICITY




CHILDREN
NAMES OF CHILDREN (IF MINOR - NAME SIBLINGS)

AGE

LIVING ARRANGEMENTS

VWHOM DO YOU PRESENTLY LIVE WITH?

IS THIS WORKING FOR YOU?

PHYSICIAN

FAMILY PHYSICIAN

ADDRESS

PHONE

CITY

ZIP

PERSON TO CONTACT IN CASE OF EMERGENCY.

RELATIONSHIP PHONE

PHONE

ADDRESS

CItyYy

ZIP

REFERENCE

WHO REFERRED YOU TO THIS OFFICE?

MAY WE CONTACT THIS PERSON TO THANK HIM/HER FOR THE REFERRAL?

YES / NO



2. BACKGROUND INFORMATION

WHAT BROUGHT YOU HERE TODAY?

WHAT ARE YOUR GOALS FOR COUNSELING?

WHAT ARE YOUR FEARS AND CONCERNS ABOUT BEING IN COUNSELING?

ARE YOU EXPERIENCING ANY STRESS IN ANY OF THESE AREAS?
(DESCRIBE)

GRIEF: FINANCIAL.:
WORK: SCHOOL:
RELATIONSHIPS: FAMILY:
LEGAL. OTHER:

WHO ARE THE PEOPLE YOU FEEL EMOTIONALLY SUPPORTED BY?
(DESCRIBE)

FAMILY: FRIENDS:

SPIRITUALLY: SCHOOL:

WORK: PROFESSIONALS:




WHAT IS YOUR USE OF SUBSTANCE USE (CURRENT & HISTORY)
CONFIDENTIAL

SUBSTANCE AMOUNT FREQUENCY LAST USE

ALCOHOL

PRESCRIPTION

RECREATIONAL
DRUGS:

OTHER :

HAVE YOU TAKEN ANY PSYCHOTROPIC MEDICATIONS IN THE PAST AT ANY TIME?

ANTIPSYCHOTICS

ANTIDEPRESSANTS ANTIFANXIETY

ARE YOU TAKING ANY MEDICATIONS CURRENTLY?

MEDICATION AMOUNT FREQUENCY PURPOSE




ARE YOU OR HAVE YOU BEEN INVOLVED IN AA/NA/SA/CODA/SLAA?

ATTENDANCE! OTHER:

PREVIOUS COUNSELING EXPERIENCE — OUTPATIENT/INPATIENT:

WITH WHOM WHERE DIAGNOSIS (KNOWN) FREQUENCY

ARE YOU CURRENTLY WORKING WITH ANY OTHER THERAPIST, PSYCHOLOGIST,
GROUP, ETC.?

IF YES, EXPLAIN

MAY WE CONTACT THEM? Y / N

NAME PHONE

MEDICAL HISTORY

CURRENT MEDICAL PROBLEMS:

NAME OF PHYSICIAN: PHONE:




HAVE YOU EXPERIENCED ANY OF THE FOLLOWING IN THE PAST YEAR?
(IF YES, EXPLAIN)

FATIGUE/SLEEP DISTURBANCE:

DEPRESSION/ EXTREME SADNESS:

LOSS OF INTEREST IN DAILY ACTIVITIES:

PANIC/ANXIETY:

DECREASED CONCENTRATION/MEMORY LOSS:

MOOD SWINGS:

WEIGHT GAIN/LOSS:

EXCESSIVE WORTHLESSNESS/ GUILT:

PARANOIA/ OBSESSIVE BEHAVIOR:

ISOLATION/LONELINESS:

HAVE YOU EVER ATTEMPTED OR SERIOUSLY CONSIDERED SUICIDE? Y N

WHEN?

HAVE YOU EVER SELF-MUTILATED/CUTTING/BURNING? Y N
How?

HAVE YOU ANY CONCERNS ABOUT YOUR SEXUALITY WITH YOUR PARTNER OR FOR
YOURSELF? Y N

How?

HAVE YOou EVER HAD:

SEIZURES HALLUCINATIONS BLACKOUTS

SCARY THOUGHTS CONFUSION TREMORS

OTHER




HAVE YOuU EVER HAD:

HEART PALPITATIONS

STOMACH PROBLEMS

DIFFICULTY

OTHER

BREATHING

DIABETES

ANY OTHER COMMENTS/ CONCERNS:

PLEASE CHECK ANY PAST OR IMPENDING ISSUES THAT APPLY TO YOU, YOUR
PARENTS AND/OR SIBLINGS?

SELF

MOTHER

FATHER

SIBLING(S)

ALCOHOL ABUSE

DRUG ABUSE

EMOTIONAL PROBLEMS

PSYCHIATRIC

ANXIETY

DEPRESSION

OTHER MENTAL

ULCERS/ COLITIS

ASTHMA

ANOREXIA

BULIMIA

INSOMNIA

ATTEMPTED/

SERIOUS PHYSICAL

EPILEPSY

PHYSICAL ABUSE

SEXUAL ABUSE

NUMEROUS

FREQUENT

LEARNING PROBLEMS

DEATHS

DIVORCE

FINANCIAL CRISIS/

LEGAL PROBLEMS




CONFIDENTIALITY IS THE LEGAL RIGHT TO PRIVACY FOR ALL CLIENTS WHO RECEIVE
PSYCHOLOGICAL SERVICES. THAT IS, ALL. PERSONAL INFORMATION PRESENTED IN
THIS OFFICE WILL NOT BE DISCUSSED WITH PERSONS OR AGENTS OUTSIDE OF THIS
OFFICE EXCEPT AS AUTHORIZED BY A WRITTEN RELEASE OR AS REQUIRED BY LAW.
HOWEVER, THERE ARE EXCEPTIONS TO CONFIDENTIALITY. UNDERSTAND THAT ALL
INFORMATION DISCUSSED IN THIS OFFICE WILL REMAIN CONFIDENTIAL EXCEPT
UNDER THE FOLLOWING CIRCUMSTANCES:

> YOU CONSENT IN WRITING FOR JESSE ENGDAHL. M.A., MFTI TO RELEASE
AND DISCLOSE INFORMATION.

> A BREACH OF CONFIDENTIALITY IS REQUIRED OR PERMITTED BY LAW. THE
STATE OF CALIFORNIA REQUIRES THAT IF THERE IS A REASONABLE
POSSIBILITY OF CHILD ABUSE OR ELDER ABUSE, THIS MUST BE REPORTED TO
THE PROPER PROTECTIVE SERVICE IMMEDIATELY. THERE IS NO STATUTE OF
LIMITATIONS ACCORDING TO CALIFORNIA LAW, SO CONCEIVABLY A REPORT
MIGHT BE REQUIRED FOR INSTANCES OF ABUSE THAT OCCURRED MANY
YEARS AGO EVEN IF THEY ARE NO LONGER OCCURRING. DEPENDING ON
THE EXACT CIRCUMSTANCES, THIS COULD RESULT IN AN INVESTIGATION OF
THAT POSSIBILITY. ANY INVESTIGATION WOULD DETERMINE IF THE LAW HAS
BEEN BROKEN AND IF LEGAL ACTION IS WARRANTED.

> ETHICALLY AND LEGALLY, IF THERE IS A REASONABLE POSSIBILITY OF
HARMING OTHERS OR YOURSELF, THEN AS A MARRIAGE FAMILY THERAPIST
INTERN, JESSE ENGDAHL. M.A., MFTI IS RESPONSIBLE TO INFORM OTHERS,
IN ORDER TO PROTECT THEM OR YOURSELF. FOR THIS REASON OR IF THERE
IS AN EMERGENCY DURING OUR WORK TOGETHER, WHO WOULD YOU LIKE ME
TO CONTACT:

NAME: PHONE:

ADDRESS:

> JESSE ENGDAHL. M.A., MFTI IN HER DISCRETION DECIDES TO OBTAIN
CONSULTATION ON YOUR CASE WITH A SUPERVISOR, COLLEAGUE OR LEGAL
COUNSEL, IN WHICH CASE NO IDENTIFYING INFORMATION WILL BE
REVEALED.

> YOU FAIL TO MAKE REGULAR PAYMENTS ON YOUR OUTSTANDING BILL, WHICH
CAN RESULT IN YOUR BILL BEING TURNED OVER TO A COLLECTION AGENCY
OR SUBMITTED TO SMALL CLAIMS COURT.

> THIS IS A SOCIAL SERVICE AGENCY CASE, WHEREIN ALL INFORMATION
SHARED WITH JESSE ENGDAHL. M.A., MFTI WILL BE CONVEYED TO THE



ASSIGNED SOCIAL WORKER AND/OR OTHER SSA REPRESENTATIVES AND
AGENTS.

> |F YOU ARE A PARTY IN LITIGATION, INCLUDING DIVORCE LITIGATION, AND
YOU TENDER YOUR MENTAL CONDITION AS AN ISSUE, YOUR PRIVILEGE MAY
BE WAIVED. IN CUSTODY CASES, YOU MAY BE REQUIRED TO WAIVE YOUR
PRIVILEGE TO FACILITATE AN EVALUATION BY A COURT ORDERED
EVALUATOR. JESSE ENGDAHL. M.A., MFTI MAY BE REQUIRED TO PRODUCE
YOUR RECORDS AND/OR TESTIFY AT DEPOSITION OR TRIAL IF SHE IS
SERVED WITH SUBPOENAS OR COURT ORDERS. JESSE ENGDAHL. M.A.,
MFTI CANNOT GIVE YOU LEGAL ADVICE AS TO WHAT ACTIONS MAY OR MAY
NOT WAIVE YOUR PRIVILEGE.

> PLEASE BE AWARE THAT UNDER CALIFORNIA'S FAMILY CODE, A PARENT
WITHOUT CUSTODY MAY STILL BE ENTITLED TO INFORMATION ABOUT HIS OR
HER CHILD’S TREATMENT.

> WE FREQUENTLY CONTACT CLIENTS BY CELLULAR PHONE AND EMAIL.
THESE TECHNOLOGIES ARE NOT GUARANTEED OF PRIVACY. PLEASE CIRCLE
WHETHER YOU AUTHORIZE CONTACT BY CELL PHONE AND EMAIL.

YES / NO INITIAL:

> NOTE TO PARENTS ABOUT CHILDREN’S CONFIDENTIALITY: IF YOUR
CHILD PARTICIPATES IN TREATMENT, PLEASE UNDERSTAND THE IMPORTANCE
OF ALLOWING HIM/HER TO DEVELOP A CONFIDENTIAL RELATIONSHIP WITH
JESSE ENGDAHL. M.A., MFTI As SUCH, YOU UNDERSTAND THAT MOST
PERSONAL INFORMATION THAT YOUR CHILD DISCUSSES WITH HIS/HER
THERAPIST WILL NOT ORDINARILY BY SHARED WITH YOU. RATHER, YOUR
CHILD’S THERAPIST WILL PROVIDE YOU WITH GENERAL SUMMARIES OF YOUR
CHILD’S PROGRESS WITHOUT PRIVATE DETAILS. HOWEVER, UNDERSTAND
THAT THIS OFFICE IS COMMITTED TO INFORMING YOU ABOUT UNUSUAL OR
DANGEROUS SYMPTOMS OR BEHAVIORS. (INITIAL)

SERVICES ARE PROVIDED BY APPOINTMENT ONLY. YOUR SCHEDULED APPOINTMENT
TIME IS RESERVED SPECIFICALLY FOR YOU. WHILE ONE HOUR IS TYPICALLY
SCHEDULED FOR AN APPOINTMENT, YOU WILL ONLY BE SEEN FOR 50 MINUTES.

THE REMAINDER OF THE TIME IS USED TO MAINTAIN A CLINICAL RECORD.

(INITIAL)

| AM AVAILABLE TO RETURN CALLS MONDAY THROUGH FRIDAY BETWEEN THE
HOURS OF 9AM AND 8PM. IF YOU LEAVE A MESSAGE FOR ME AND [ DO NOT
RESPOND WITHIN TWENTY-FOUR HOURS, PLEASE CALL AGAIN TO ENSURE THAT MY
PHONE SYSTEM WORKED PROPERLY. . (INITIAL)

IF YOU NEED TO MAKE MORE THAN OCCASIONAL CALLS THAT ARE OTHER THAN
SCHEDULING RELATED, | MAY ENCOURAGE YOU TO INCREASE THE AMOUNT OF TIME
WE HAVE TOGETHER IN THE OFFICE. | HAVE FOUND THIS TO BE THE BEST WAY TO



ADDRESS YOUR NEEDS. WHERE PHONE CONSULTATIONS ARE NECESSARY, AND IT
LASTS MORE THAN TEN MINUTES, YOU WILL

BE BILLED FOR THE TIME WHICH WILL APPEAR ON YOUR NEXT STATEMENT. | WILL
INFORM YOU AT THE TIME IF YOU WILL BE BILLED FOR THE TIME. YOU WILL NOT BE
BILLED FOR ROUTINE SCHEDULING OR INFORMATION CALLS. IN CASE OF AN
EMERGENCY, PLEASE CALL YOUR OWN MEDICAL DOCTOR OR GO TO YOUR LOCAL
EMERGENCY ROOM. __(INITIAL)

NORMALLY, APPOINTMENTS CANCELLED WITH LESS THAN 24 HOURS
NOTICE WILL BE CHARGED AT THE REGULAR FEE (INITIAL) IF AN
EMERGENCY ARISES AND YOU CANNOT KEEP YOUR APPOINTMENT, PLEASE CALL SO
THAT WE CAN DISCUSS THE POSSIBILITY OF RESCHEDULING. ALSO, MONDAY
APPOINTMENTS MUST BE CANCELLED BY FRIDAY 8PM.

(INITIAL)

WHEN IT IS TIME FOR THERAPY TO END, IT IS IMPORTANT TO COMPLETE THE LAST
SESSIONS. THESE ARE AN IMPORTANT PART OF THE THERAPEUTIC PROCESS. IF

YOU DECIDE AT ANY TIME THAT YOU WANT TO TERMINATE, PLEASE INFORM ME SO
WE CAN DISCUSS THIS PROCESS. (INITIAL)

INITIAL FEE FOR FIRST SESSION IS $150.00. THEREAFTER, OUR AGREED UPON FEE
1s $150.00 FOR A 50 MINUTE PSYCHOTHERAPY SESSION. PLEASE PRESENT
PAYMENT AT THE BEGINNING OF EACH SESSION, UNLESS WANTING MONTHLY
BILLING WHICH IS TO BE DISCUSSED PRIOR. FEES ARE DUE WHEN SERVICES ARE
RENDERED. MY OFFICE PROVIDES MONTHLY STATEMENTS WHICH CLIENTS MAY
SUBMIT TO THEIR INSURANCE COMPANIES FOR REIMBURSEMENT. BALANCES NOT
PAID WITHIN 30 DAYS ARE ‘PAST DUE’. BALANCES NOT PAID WITHIN 60 DAYS MAY
BE SENT TO OUR COLLECTION AGENCY OR PURSUED THROUGH SMALL CLAIMS
COURT. IF YOU ARE NOT ABLE TO MAKE A FULL PAYMENT, PLEASE DISCUSS THIS
ISSUE WITH JESSE ENGDAHL, M.A., MFTI SO WE MAY LOOK AT OTHER POSSIBLE
OPTIONS.

WHEN PLANNING A FEE INCREASE, | WILL GIVE YOU AT LEAST FOUR WEEKS NOTICE.
RETURNED CHECK FEE IS $25.00. (INITIAL)

YOU ARE OBLIGATED TO PAY FOR SERVICES REGARDLESS OF WHICH CHARGES

YOUR INSURANCE COMPANY COVERS. YOU HAVE THE RIGHT TO VERIFY COVERAGE

WITH YOUR INSURANCE COMPANY PRIOR TO BEGINNING SERVICES. THE FILING OF

INSURANCE CLAIMS IS YOUR RESPONSIBILITY. A SUPER BILL WILL BE EMAILED

MONTHLY TO YOU FOR YOU TO FILE YOUR CLAIM WITH YOUR INSURANCE COMPANY.
(INITIAL)

CHARGES FOR OTHER SERVICES, SUCH AS HOSPITAL VISITS, CONSULTATIONS WITH
OTHER THERAPISTS, HOME VISITS, OR ANY COURT-RELATED SERVICES WILL BE
BASED ON THE TIME INVOLVED IN PROVIDING THE SERVICE AT MY REGULAR FEE
SCHEDULE. (INITIAL)



IT IS UNDERSTOOD THAT ANY DISPUTE AS TO MEDICAL MALPRACTICE, THAT IS AS
TO WHETHER ANY MEDICAL SERVICES RENDERED UNDER THIS CONTRACT WERE
UNNECESSARY OR UNAUTHORIZED OR WERE IMPROPERLY, NEGLIGENTLY OR
INCOMPETENTLY RENDERED, WILL BE DETERMINED BY SUBMISSION TO
ARBITRATION AS PROVIDED BY CALIFORNIA LAW, AND NOT BY A LAWSUIT OR
RESORT TO COURT PROCESS EXCEPT AS CALIFORNIA LAW PROVIDES FOR JUDICIAL
REVIEW OF ARBITRATION PROCEEDINGS. BOTH PARTIES TO THIS CONTRACT, BY
ENTERING INTO IT, ARE GIVING UP THEIR CONSTITUTIONAL RIGHT TO HAVE ANY
SUCH DISPUTE DECIDED IN A COURT OF LAW BEFORE A JURY, AND INSTEAD ARE
ACCEPTING THE USE OF ARBITRATION.

(INITIAL) (INITIAL) (EACH ADULT CLIENT)

| REALIZE THAT MY SERVICES INVOLVE A SUBSTANTIAL AMOUNT OF MONEY AND
TIME, ALTHOUGH THEY ARE WELL IN LINE WITH SIMILAR PROFESSIONALS’ CHARGES,
[ ENCOURAGE YOU TO MAKE A COMMITMENT TO YOURSELF THAT YOU ARE WILLING
TO WORK HARD AND HONESTLY WITH YOURSELF AND ME TO MAKE THE MOST OF
YOUR SESSIONS. PLEASE DO NOT HESITATE TO ASK ANY QUESTIONS ABOUT
THERAPY, THE PROCESS, MY EXPERIENCE AND QUALIFICATIONS, RISKS AND
BENEFITS OF THERAPY OR ANY CONCERNS YOU MAY HAVE. | LOOK FORWARD TO
WORKING WITH YOU.

MY SIGNATURE BELOW SHOWS THAT | UNDERSTAND AND AGREE WITH THE
CONFIDENTIALITY AND LIMITS TO CONFIDENTIALITY AS WELL AS THE GENERAL
OFFICE POLICIES.

CLIENT SIGNATURE:

(OR CLIENTS’ PARENT OR GUARDIAN)

JESSE ENGDAHL, M.A. MFTI



AND./OR (PRINTED NAME OF PARENT/CONSERVATOR)

| HEREBY AUTHORIZE: JESSE ENGDAHL, M.A., MFTI TO EXCHANGE INFORMATION
ABOUT MY TREATMENT WITH: (NAME PROFESSIONAL/PERSON WHOM JESSE
ENGDAHL, M.A., MFTI MAY CONTACT)

NAME: TITLE:

PHONE: FAX:

ADDRESS:

| ACKNOWLEDGE THAT SUCH DISCLOSES THE FACT THAT THE NAMED PERSON HAS
RECEIVED MENTAL HEALTH TREATMENT SERVICES. THIS DISCLOSURE OF RECORDS
IS REQUIRED FOR EVALUATION, TREATMENT PLANNING, AND COORDINATION OF
SERVICES OR FOR THE FOLLOWING PURPOSES AND SHALL BE LIMITED TO THE
FOLLOWING PURPOSES AND SHALL BE LIMITED TO THE FOLLOWING SPECIFIC
INFORMATION EITHER ORALLY, IN WRITING OR BY PHOTOCOPY OR FAX.

EDUCATIONAL, SOCIAL,

MEDICAL PSYCHOMETRIC (TESTING)

PSYCHOLOGICAL

ANY AND ALL INFORMATION

PSYCHIATRIC OTHER:

| UNDERSTAND THAT | MAY REVOKE THIS CONSENT AT ANY TIME. |IF NOT
PREVIOUSLY REVOKED, THIS CONSENT TERMINATES AT THE COMPLETION OF
TERMINATION OF TREATMENT BY: JESSE ENGDAHL, M.A., MFTI | UNDERSTAND |
ENTITLED TO RECEIVE A COPY OF THIS AUTHORIZATION. | ALSO UNDERSTAND THAT
ANY CANCELLATION OR MODIFICATION OF THIS AUTHORIZATION MUST

BE IN WRITING. A FAX PHOTOCOPY OF THIS CONSENT IS TO BE CONSIDERED AS
VALID AS THE ORIGINAL. REFERENCE CALIFORNIA CIVIL CODE SECTION 56.11

CLIENT’S SIGNATURE DATE

PRINTED NAME

SIGNATURE OF PARENT/ CONSERVATOR
PRINTED NAME




PRACTICES

BY SIGNING THIS FORM, YOU ACKNOWLEDGE RECEIPT OF THE NOTICE OF
PRIVACY PRACTICES THAT | HAVE GIVEN TO YOU. MY NOTICE OF PRIVACY
PRACTICES PROVIDES INFORMATION ABOUT HOW | MAY USE AND DISCLOSE YOUR
PROTECTED HEALTH INFORMATION. [ ENCOURAGE YOU TO READ IT IN FULL. MY
NOTICE OF PRIVACY PRACTICES IS SUBJECT TO CHANGE. IF | CHANGE MY NOTICE,
YOU MAY OBTAIN A COPY OF THE REVISED NOTICE FROM ME BY CONTACTING ME AT
310.266.8269.

IF YOU HAVE ANY QUESTIONS ABOUT MY NOTICE OF PRIVACY PRACTICES, PLEASE
CONTACT ME AT 45 BREEZE AVE, VENICE BEACH, CA, 90291. 310.266.8269

| ACKNOWLEDGE RECEIPT OF THE NOTICE OF PRIVACY PRACTICES OF JESSE
ENGDAHL, M.A., MFTI.

SIGNATURE: DATE:
(PATIENT/PARENT/ CONSERVATOR/ GUARDIAN)

INABILITY TO OBTAIN ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF
PRIVACY PRACTICES

(DO NOT SIGN THIS PORTION OF THE FORM)
| MADE GOOD FAITH ATTEMPTS TO OBTAIN MY PATIENTS ACKNOWLEDGEMENT OF

HIS OR HER RECEIPT OF MY NOTICE OF PRIVACY PRACTICES,
INCLUDING

HOWEVER,
BECAUSE OF | WAS UNABLE TO OBTAIN
MY PATIENT'S ACKNOWLEDGEMENT.

SIGNATURE OF PROVIDER: DATE:




A5 BREEZE AVE, VENICE BEACH, CA, 90291
P: 310.266.8269
JESSE_ ENGDAHL@YAHOO.COM

PAYMENT INFORMATION FORM
(PLEASE PRINT)

FINANCIALLY RESPONSIBLE PARTY:

NAME:
FIRST MIDDLE LAST

DOB: PHONE:

RELATIONSHIP TO THE
PATIENT:

MONTLY INVOICE/SUPERBILL.
_____ I WOULD LIKE TO RECEIVE A GENERAL INVOICE.
__ | WILL BE SUBMITTING MY MONTHLY BILLS TO INSURANCE COMPANY (I UNDERSTAND |
MUST PAY MR. ENGDAHL’S INVOICE IN FULL BEFORE SUBMITTING TO INSURANCE).
__ I WOULD LIKE MY INVOICE TO BE EMAILED TO ME**:
**EMAIL:

NO, THANK YOU. | DON’T NEED A MONTHLY INVOICE.

PAYMENT METHODS (PLEASE CHECK ONE):
__ | AUTHORIZE MR. ENGDAHL TO CHARGE MY CREDIT CARD MONTHLY UPON RECEIPT OF
AN INVOICE FOR ANY SERVICES PROVIDED.
__ I WILL BE PAYING BY CASH AT THE END OF EACH SESSION.
| WILL BE PAYING BY CHECK AT THE END OF EACH SESSION.
| WILL BE PAYING BY CREDIT CARD AT THE END OF EACH SESSION.
| WILL BE PAYING BY CHECK UPON RECEIPT OF AN INVOICE EACH MONTH FOR ANY

SERVICES PROVIDED.

(PLEASE MAKE ALL PAYMENTS TO JESSE ENGDAHL, MA, MFTI)
I AGREE TO THE TERMS OF PAYMENT AS INDICATED

ABOVE.

NAME (PLEASE PRINT)

SIGNATURE DATE


mailto:Jesse_Engdahl@yahoo.com

45 BREEZE AVE, VENICE BEACH, CA, 90291
P: 310.266.8269
JESSE. ENGDAHL@YAHOO.COM

CREDIT CARD AUTHORIZATION FORM
(PLEASE PRINT)

NAME (AS IT APPEARS ON CARD):.

FIRST, LAST

BILLING ADDRESS:

STREET APT. CItYy STATE, ZIP

E-MAIL:

CREDIT CARD TYPE:

CREDIT CARD NUMBER: -
EXPIRATION DATE: / /
3 DiGIT CVN#:

ALL INFORMATION PROVIDED WILL BE KEPT CONFIDENTIAL

I AUTHORIZE JESSE ENGDAHL TO
CHARGE MY CREDIT CARD FOR ANY MISSED APPOINTMENTS ON THE DAY OF
THE MISSED APPOINTMENT FOR BREACH OF THE CANCELLATION POLICY,
WHICH IS 24 HOURS NOTICE.

SIGNATURE DATE



