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SUSAN BOLEY, PH.D. 
26 W Dry Creek Circle, Suite 180 

Littleton, CO  80120 
Phone 303-794-7761 

 
Child-Adolescent Intake 

 
Name______________________________________ Today’s Date __________________________ 
 
Nickname ________________________________ Date of Birth _________________ Age ________ 
 
Parent/Guardian Name: _____________________________________________________________ 
 
Address___________________________________________________________________________ 
 
Phone (Home)____________________ (Cell)___________________ (Work)____________________ 
 
Email Address_________________________________ 
 
If parents are separated or divorced, please fill out contact information for other parent also: 
 
Name _______________________________ 
 
Address ____________________________________________________________________________ 
 
Phone (Home)____________________ (Cell)___________________ (Work)_____________________ 
 
Email Address_________________________________ 
 
Current Grade __________________________ School _______________________________________ 
 
Does your child receive special education services? ________ 
Has your child ever repeated a grade? ___________ 
Is your child in a gifted/talented/honor’s program? ________ 
 
Primary Care Physician/Pediatrician __________________________  
 
Is your child under the care of any other medical specialist? ___________________________________ 
 
Current Medication and Dosages _________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Current Illnesses, Injuries or Disabilities ____________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
 
 
Past Significant Illnesses, Injuries or Disabilities _____________________________________________ 
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_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Previous Mental Health Treatment or Hospitalization ________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Please note any way that previous therapy was helpful for you or your child  ______________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Family History of Mental Health Treatment _________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Average number of hours your child sleeps at night __________  Describe your child’s sleep pattern 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
 
Describe your child’s appetite ___________________________________________________________ 
 
Does your child participate in activities outside of school?  Please list __________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
Has you child/adolescent experimented with drugs or alcohol?  Please describe _________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
Briefly describe your reasons for seeking therapy at this time _________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 

 
What goals do you wish to accomplish during the therapy process? ____________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 

 
 
 
 

Client Problem Checklist 
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Name (Child/Adolescent):____________________________________________________________ 
Date: ___________________           Age:  _____ 
Person completing this form: __________________________ Relationship: ____________________ 
 
❑ Argues, “talks back,” smart-alecky, defiant  
❑ Bullies/intimidates, teases, inflicts pain on others, 
is bossy to others, picks on, provokes  
❑ Cheats  
❑ Cruel to animals  
❑ Conflicts with parents (breaking rules, chores, 
homework, grades, choices in friends) 
❑ Complains constantly 
❑ Cries easily, feelings are easily hurt  
❑ Difficulties with parent’s paramour/new 
marriage/new family  
❑ Dependent, immature  
❑ Developmental delays  
❑ Disrupts family activities  
❑ Disobedient, uncooperative, refuses, 
noncompliant, doesn’t follow rules  
❑ Distractible, inattentive, poor concentration, 
daydreams, slow to respond  
❑ Dropping out of school  
❑ Drug or alcohol use  
❑ Eating (poor manners, refuses, appetite increase 
or decrease, odd combinations, overeats) 
❑ Extracurricular activities interfere with academics  
❑ Failure in school  
❑ Fearful  
❑ Fighting, hitting, violent, aggressive, hostile, 
threatens, destructive  
❑ Fire setting  
❑ Hypochondriac, always complains of feeling sick  
❑ Immature, “clowns around,” has only younger 
playmates  
❑ Interrupts, talks out, yells  
❑ Isolates self from others 
❑ Lacks organization, unprepared  
❑ Lacks respect for authority, insults, provokes, 
manipulates  
❑ Learning problems 
❑ Legal difficulties (truancy, loitering, panhandling, 
drinking, vandalism, stealing, fighting, drug sales) 
❑ Lying  

❑ Low frustration tolerance, irritability  
❑ Moody  
❑ Nervous  
❑ Need for high degree of supervision at home over 
play/chores/schedule  
❑ Overactive, restless, hyperactive, out-of-seat 
behaviors, restlessness, fidgety, noisiness  
❑ Oppositional, resists, refuses, does not comply, 
negativism  
❑ Prejudiced, bigoted, insulting, name calling, 
intolerant  
❑ Procrastinates, wastes time  
❑ Recent move, new school, loss of friends  
❑ Relationship problems with brothers/sisters  
(fights, teasing/provoking, assaults) 
❑ Relationship problems with friends/peers (fights, 
teasing/provoking, assaults) 
❑ Rocking or other repetitive movements  
❑ Runs away  
❑ Sad, unhappy  
❑ Self-harming behaviors (cutting, biting or hitting 
self, head banging, scratching self) 
❑ Speech difficulties  
❑ Sexual (preoccupation, public masturbation, 
inappropriate sexual behaviors) 
❑ Shy, timid  
❑ Stubborn  
❑ Suicide talk or attempt  
❑ Swearing (bathroom language, foul language) 
❑ Temper tantrums, rages  
❑ Thumb sucking, finger sucking, hair chewing  
❑ Tics (involuntary rapid movements, noises, or 
word productions) 
❑ Teased, picked on, victimized, bullied  
❑ Truant, school avoiding  
❑ Underactive, slow-moving or slow-responding, 
lethargic  
❑ Uncoordinated, accident-prone  
❑ Wetting or soiling the bed or bed clothes 
 

 
 
 
Any other characteristics _______________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
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This Page To Be Completed By the Child/Adolescent 

 

Severity Measure for Depression—Child Age 11–17* 
*PHQ-9 modified for Adolescents (PHQ-A)—Adapted 

 
Name:____________________________________   Age: ______    Sex:  Male  �    Female �    Date:_________________ 
 
Instructions: How often have you been bothered by each of the following symptoms during the past 7 days? For each 
symptom put an “X” in the box beneath the answer that best describes how you have been feeling.  

 Clinician 
Use 

 Item 
score 

  (0) 
Not at all 

(1) 
Several 

days 

(2) 
More than 

half the days 

(3) 
Nearly 

every day 
 

1. Feeling down, depressed, irritable, or hopeless?      
2. Little interest or pleasure in doing things?      
3. Trouble falling asleep, staying asleep, or sleeping too 

much?      

4. Poor appetite, weight loss, or overeating?      
5. Feeling tired, or having little energy?      
6. Feeling bad about yourself—or feeling that you are a 

failure, or that you have let yourself or your family 
down? 

     

7. Trouble concentrating on things like school work, 
reading, or watching TV?      

8. Moving or speaking so slowly that other people could 
have noticed? 
 
Or the opposite—being so fidgety or restless that you 
were moving around a lot more than usual? 

     

9. Thoughts that you would be better off dead, or of 
hurting yourself in some way?      

Total/Partial Raw Score:  
Prorated Total Raw Score: (if 1-2 items left unanswered)  

Modified from the PHQ-A (J. Johnson, 2002) for research and evaluation purposes 
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SUSAN BOLEY, PH.D., P.C. 
26 W DRY CREEK CIRCLE, SUITE 180 

LITTLETON, CO  80120 
303-794-7761 

PSYCHOTHERAPIST-PATIENT SERVICES AGREEMENT 
 
Welcome to my practice. This document (the Agreement) contains important information about my 
professional services and business policies. It also contains summary information about the Health Insurance 
Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and patient rights 
with regard to the use and disclosure of your Protected Health Information (PHI) used for the purpose of 
treatment, payment, and health care operations.  HIPAA requires that I provide you with a Notice of Privacy 
Practices (the Notice) for use and disclosure of PHI for treatment, payment and health care operations. The 
Notice, which is attached to this Agreement, explains HIPAA and its application to your personal health 
information in greater detail. The law requires that I obtain your signature acknowledging that I have provided 
you with this information at the end of this session. Although these documents are long and sometimes 
complex, it is very important that you read them carefully. We can discuss any questions you have about the 
procedures at that time. When you sign this document, it will also represent an agreement between us.  
 
PSYCHOLOGICAL SERVICES 

Psychotherapy is not easily described in general statements. It varies depending on the personalities of the 
psychologist and patient, and the particular problems you are experiencing. There are many different methods I 
may use to deal with the problems that you hope to address. Psychotherapy is not like a medical doctor visit. 
Instead, it calls for a very active effort on your part. In order for the therapy to be most successful, you will have 
to work on things we talk about both during our sessions and at home.  
 
Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant aspects of your 
life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and 
helplessness. On the other hand, psychotherapy has also been shown to have many benefits. Therapy often 
leads to better relationships, solutions to specific problems, and significant reductions in feelings of distress. 
But there are no guarantees of what you will experience.  
 
Our first few sessions will involve an evaluation of your needs. By the end of the evaluation, I will be able to 
offer you some first impressions of what our work will include and a treatment plan to follow, if you decide to 
continue with therapy. You should evaluate this information along with your own opinions of whether you feel 
comfortable working with me. Therapy involves a large commitment of time, money, and energy, so you 
should be very careful about the therapist you select. If you have questions about my procedures, we should 
discuss them whenever they arise. If your doubts persist, I will be happy to help you set up a meeting with 
another mental health professional for a second opinion.  
 
Appointments 

I normally conduct an evaluation that will last from 2 to 4 sessions. During this time, we can both decide if I am 
the best person to provide the services you need in order to meet your treatment goals. If psychotherapy is 
begun, I will usually schedule one 45 to 50-minute session (one appointment hour of 45 to 50 minutes duration) 
per week at a time we agree on, although some sessions may be more or less frequent. Once an appointment 
hour is scheduled, you will be expected to pay for it unless you provide 24 hours advance notice of cancellation.  
It is important to note that insurance companies do not provide reimbursement for cancelled sessions or missed 
appointments. If it is possible, I will try to find another time to reschedule the appointment. 
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PROFESSIONAL FEES 

My fee is $185 for the initial intake session, for subsequent therapy sessions the fee is $140 for a 45 minute 
session and $160 for a 55-60 minute session. In addition to therapy appointments, I charge this amount for 
other professional services you may need, though I will break down the hourly cost if I work for periods of less 
than one hour.  Other services include report writing, telephone conversations lasting longer than ten minutes, 
consulting with other professionals with your permission, preparation of records or treatment summaries, and 
the time spent performing any other service you may request of me. Special services, such as Shared Parenting 
Support Program, Reintegration Therapy, court related psychological testing, or attorney consultation is billed 
at $220 per hour.  If you become involved in legal proceedings that require my participation, you will be 
expected to pay for all of my professional time, including preparation and transportation costs, even if I am 
called to testify by another party. Because of the difficulty of legal involvement, I charge $250 per hour for 
preparation and  $300 per hour for attendance at any legal proceeding. 
 
CONTACTING ME 

Due to my work schedule, I am often not immediately available by telephone. While I am usually in my office 
between 9 AM and 5 PM, Monday through Thursday, and 9 AM to noon on Friday, I will not answer the phone 
when I am with a patient.  When I am unavailable, my telephone is answered by voicemail.  Please always leave 
a phone number when you leave a message, which will help me return your call more quickly.  I will make every 
effort to return your call on the same day you make it, with the exception of weekends and holidays. If you are 
difficult to reach, please inform me of some times when you will be available.  If you are unable to reach me and 
feel that you can’t wait for me to return your call, contact your family physician or the nearest emergency room 
and ask for the mental health professional on call. If I will be unavailable for an extended time, I will provide you 
with the name of a colleague to contact, if necessary.  
 
LIMITS ON CONFIDENTIALITY  

The law protects the privacy of all communications between a patient and a psychologist. In most situations, I 
can only release information about your treatment to others if you sign a written Authorization form that meets 
certain legal requirements imposed by HIPAA. There are other situations that require only that you provide 
written, advance consent. Your signature on this Agreement provides consent for those activities, as follows:  
 

• I may occasionally find it helpful to consult other health and mental health professionals about a case. 
During a consultation, I make every effort to avoid revealing the identity of my patient. The other 
professionals are also legally bound to keep the information confidential. If you don’t object, I will not 
tell you about these consultations unless I feel that it is important to our work together. I will note all 
consultations in your Clinical Record (which is called “PHI” in my Notice of Psychologist’s Policies and 
Practices to Protect the Privacy of Your Health Information).   

• You should be aware that I employ administrative staff.  In most cases, I need to share protected 
information with these individuals for administrative purposes, such as billing and quality assurance.  All 
staff members have been given training about protecting your privacy and have agreed not to release 
any information outside of the practice without my permission.  

• As required by HIPAA, I have a formal business associate contract with any businesses I associate with, 
in which they promise to maintain the confidentiality of data except as specifically allowed in the 
contract or otherwise required by law. If you wish, I can provide you with the names of these 
organizations and/or a blank copy of this contract. 

• Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this 
Agreement.  

• If a patient threatens to harm himself/herself, I may be obligated to seek hospitalization for him/her, or 
to contact family members or others who can help provide protection. 
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There are some situations where I am permitted or required to disclose information without either your consent 
or Authorization: 
 

• If you are involved in a court proceeding and a request is made for information concerning my 
professional services, such information is protected by the psychologist-patient privilege law. I cannot 
provide any information without your written authorization, or a court order.  If you are involved or 
contemplating litigation, you should consult with your attorney to determine whether a court would be 
likely to order me to disclose information. 

• If a government agency is requesting the information for health oversight activities, I am required to 
provide it for them. 

• If a patient files a complaint or lawsuit against me, I may disclose relevant information regarding that 
patient in order to defend myself. 

• If a patient files a worker’s compensation claim, I am required to submit a report to the Workers’ 
Compensation Division. 

 
There are some situations in which I am legally obligated to take actions, which I believe are necessary to 
attempt to protect others from harm and I may have to reveal some information about a patient’s treatment. 
These situations are unusual in my practice.  
 

§ If I have reasonable cause to know or suspect that a child has been subjected to abuse or neglect or if I 
have observed a child being subjected to circumstances or conditions which would reasonably result in 
abuse or neglect, the law requires that I file a report with the appropriate governmental agency.  Once 
such a report is filed, I may be required to provide additional information. 

§ If I have reasonable cause to believe that an at-risk adult has been or is at imminent risk of being 
mistreated, self-neglected, or financially exploited, the law requires that I file a report with the 
appropriate governmental agency.  Once such a report is filed, I may be required to provide additional 
information. 

§ If a patient communicates a serious threat of imminent physical violence against a specific person or 
persons, I must make an effort to notify such person; and/or notify an appropriate law enforcement 
agency; and/or take other appropriate action including seeking hospitalization of the patient.   

 
If such a situation arises, I will make every effort to fully discuss it with you before taking any action and I will 
limit my disclosure to what is necessary. 
 
I will not create recordings of any of our work without written consent from you.  Further, I would request 
that you ask my permission to record any sessions or telephone calls with me.  Without written consent, 
neither photographing nor recording is allowed. 

 
While this written summary of exceptions to confidentiality should prove helpful in informing you about 
potential problems, it is important that we discuss any questions or concerns that you may have now or in the 
future. The laws governing confidentiality can be quite complex, and I am not an attorney. In situations where 
specific advice is required, formal legal advice may be needed. 
  
 
PROFESSIONAL RECORDS 

You should be aware that, pursuant to HIPAA, I keep Protected Health Information about you in two sets of 
professional records. One set constitutes your Clinical Record. It includes information about your reasons for 
seeking therapy, a description of the ways in which your problem impacts on your life, your diagnosis, the goals 
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that we set for treatment, your progress towards those goals, your medical and social history, your treatment 
history, any past treatment records that I receive from other providers, reports of any professional 
consultations, your billing records, and any reports that have been sent to anyone, including reports to your 
insurance carrier.  Except in unusual circumstances that involve danger to yourself and others, or where 
information has been supplied to me by others confidentially, you may examine and/or receive a copy of your 
Clinical Record, if you request it in writing. In most situations, I am allowed to charge a copying fee.  The 
exceptions to this policy are contained in the attached Notice Form.  If I refuse your request for access to your 
Clinical Record, you have a right of review, which I will discuss with you upon request.  

In addition, I also keep a set of Psychotherapy Notes. These Notes are for my own use and are designed to 
assist me in providing you with the best treatment. While the contents of Psychotherapy Notes vary from client 
to client, they can include the contents of our conversations, my analysis of those conversations, and how they 
impact on your therapy. They also contain particularly sensitive information that you may reveal to me that is 
not required to be included in your Clinical Record, and information that has been supplied to me confidentially 
by others. These Psychotherapy Notes are kept separate from your Clinical Record. Your Psychotherapy Notes 
are not available to you and cannot be sent to anyone else, including insurance companies without your 
written, signed Authorization. Insurance companies cannot require your authorization as a condition of 
coverage nor penalize you in any way for your refusal to provide it. 
 
PATIENT RIGHTS 

HIPAA provides you with several rights with regard to your Clinical Record and disclosures of protected health 
information. These rights include requesting that I amend your record; requesting restrictions on what 
information from your Clinical Record is disclosed to others; requesting an accounting of most disclosures of 
protected health information that you have neither consented to nor authorized; determining the location to 
which protected information disclosures are sent; having any complaints you make about my policies and 
procedures recorded in your records; and the right to a paper copy of this Agreement, the attached Notice 
form, and my privacy policies and procedures. I am happy to discuss any of these rights with you. 
 

MINORS & PARENTS 

Patients under 15 years of age who are not emancipated and their parents should be aware that the law may 
allow parents to examine their child’s treatment records, unless I decide that such access is likely to injure the 
child. Because privacy in psychotherapy is often crucial to successful progress, particularly with teenagers, it is 
generally my policy to request an agreement from parents that they consent to give up their access to their 
child’s records. If they agree, during treatment, I will provide them only with general information about the 
progress of the child’s treatment, and his/her attendance at scheduled sessions. I will also, upon request, 
provide parents with a summary of their child’s treatment when it is complete.  Any other communication will 
require the child’s authorization, unless I feel that the child is in danger or is a danger to someone else, in which 
case, I will notify the parents of my concern. Before giving parents any information, I will discuss the matter 
with the child, if possible, and do my best to handle any objections he/she may have.   
 
BILLING AND PAYMENTS 

You will be expected to pay for each session at the time it is held, unless we agree otherwise or unless you have 
insurance coverage that requires another arrangement. Payment schedules for other professional services will 
be agreed to when they are requested. If payment in full is not made within 10 days after the scheduled due 
date for any billing, a late charge in the amount of 1.5% will be added to the unpaid balance.  There will be a 
$10.00 processing charge for any check returned to us uncollected by the bank. 
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If your account has not been paid for more than 60 days and arrangements for payment have not been agreed 
upon, I have the option of using legal means to secure the payment. This may involve hiring a collection agency 
or going through small claims court which will require me to disclose otherwise confidential information. In 
most collection situations, the only information I release regarding a patient’s treatment is his/her name, the 
nature of services provided, and the amount due.  If such legal action is necessary, its costs will be included in 
the claim. 
 

INSURANCE REIMBURSEMENT/PAYMENT AGREEMENT 

If I am a contracted provider with your insurance company, please present your insurance card and 
authorization number, if applicable, when you check in for your first appointment.  Understanding your health 
insurance policy is very important.  Your policy is a contract between you and your insurance company.  It is 
your responsibility to know your benefits and obligations under your insurance plan.  When a referral is made on 
your behalf to another mental health care provider, it is your responsibility to check your insurance guidelines 
and see if this provider is covered under your specific plan.  Should your employer change insurance coverage, it 
is your responsibility to let me know.  Please be an informed patient and read all information your company 
sends you.  If you have any questions, you may call the phone number on your insurance card. 
 
CLIENT INFORMATION: 
 
Last Name: ____________________________ First Name: __________________________ MI: _____ 
Address: ____________________________________________________________________________ 
City: _________________________________________ State: __________ Zip: __________________ 
Home Phone: _________________________________ Work Phone: ___________________________ 
Email: _______________________________________ Cell Phone: ____________________________ 
Date of Birth: ___________________  
Sex: F___ M___  
Employer: ___________________________________ Phone: __________________________________ 
Employer’s Address: ___________________________________________________________________ 
 
INSURED/GUARANTOR (Holder of insurance if different from client): 
 
Last Name: ____________________________ First Name: __________________________ MI: _____ 
Address: ____________________________________________________________________________ 
City: _________________________________________ State: __________ Zip: __________________ 
Home Phone: _________________________________ Work Phone: ___________________________ 
Email: _______________________________________ Cell Phone: ____________________________ 
Date of Birth: ___________________  
Sex: F___ M___  
Employer: ___________________________________ Phone: __________________________________ 
Employer’s Address: ___________________________________________________________________ 
 
PRIMARY INSURANCE: 
 
Name of Insurance Company: _____________________________________________________________ 
Billing Address of Insurance Company: ______________________________________________________ 
Phone: ___________________________ ID#: _______________________ Group #: _________________ 
Authorization Number (if applicable): _______________________________________________________ 
Relationship to Insured (if client not the primary insured): ______________________________________ 
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ASSIGNMENT OF BENEFITS 
 

I authorize Susan Boley, Ph.D., PC.  
to accept assignment of benefits. 

 
_____ YES  ____ NO 

 

RELEASE OF INFORMATION 
 

I authorize Susan Boley, Ph.D., P.C. to release any 
information necessary to process my insurance 

claim. 
 

____YES  ____NO 
 

 
 
It is your responsibility to keep track of your scheduled appointment times.  Please be mindful that 
appointment times are reserved for you, and a 24 hour notice is necessary for change or cancellation in order 
for us to make the time available for others.  Should you have a late cancellation or missed appointment, a 
charge will be incurred.  A missed appointment (failure to keep an appointment without notice) will result in 
a full session charge.  A late cancellation (notice of less than 24 hours) will result in a charge of one-half the 
session fee.  Please note that these charges are not payable by insurance.   
 
Would you like an appointment reminder by ____ email or _____ text? 
 
Email address ________________________________________ 
 
Cell phone number ____________________________________ 
 
 
YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS AGREEMENT AND AGREE TO ITS 
TERMS AND ALSO SERVES AS AN ACKNOWLEDGEMENT THAT YOU HAVE RECEIVED THE HIPAA 
NOTICE FORM DESCRIBED ABOVE. 
 

_________________________________ 

Client Name 

 

_________________________________    ______________________ 

Client (Parent/Guardian) Signature      Date 

 
 
 
 

COLORADO NOTICE FORM – HIPAA NOTICE FORM 
 

Susan Boley, Ph.D., P.C. 
26 W Dry Creek Circle, Suite 180 

Littleton, CO  80120 
 
Notice of Psychologists’ Policies and Practices to Protect the Privacy of Your Health Information 
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THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE 
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 
CAREFULLY. 

 
I.  Uses and Disclosures for Treatment, Payment, and Health Care Operations 

 

I may use or disclose your protected health information (PHI), for treatment, payment, and health care operations purposes 
with your consent.  To help clarify these terms, here are some definitions:  
• “PHI” refers to information in your health record that could identify you.  
• “Treatment, Payment and Health Care Operations” 

– Treatment is when I provide, coordinate or manage your health care and other services related to your health 
care.  An example of treatment would be when I consult with another health care provider, such as your family 
physician or another psychologist. 
– Payment is when I obtain reimbursement for your healthcare.  Examples of payment are when I disclose your 
PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or coverage. 
– Health Care Operations are activities that relate to the performance and operation of my practice.  Examples of 
health care operations are quality assessment and improvement activities, business-related matters such as 
audits and administrative services, and case management and care coordination. 

• “Use” applies only to activities within my [office, clinic, practice group, etc.] such as sharing, employing, applying, 
utilizing, examining, and analyzing information that identifies you. 

• “Disclosure” applies to activities outside of my [office, clinic, practice group, etc.], such as releasing, transferring, or 
providing access to information about you to other parties.  

 
II.  Uses and Disclosures Requiring Authorization  
 
I may use or disclose PHI for purposes outside of treatment, payment, or health care operations when your appropriate 
authorization is obtained.  An “authorization” is written permission above and beyond the general consent that permits 
only specific disclosures.  In those instances when I am asked for information for purposes outside of treatment, payment 
or health care operations, I will obtain an authorization from you before releasing this information.  I will also need to 
obtain an authorization before releasing your Psychotherapy Notes.  “Psychotherapy Notes” are notes I have made about 
our conversation during a private, group, joint, or family counseling session, which I have kept separate from the rest of 
your medical record.  These notes are given a greater degree of protection than PHI. 
 
You may revoke all such authorizations (of PHI or Psychotherapy Notes) at any time, provided each revocation is in 
writing.  You may not revoke an authorization to the extent that (1) I have relied on that authorization; or (2) if the 
authorization was obtained as a condition of obtaining insurance coverage, law provides the insurer the right to contest 
the claim under the policy. 
 
 
 
 
 

 
III.  Uses and Disclosures with Neither Consent nor Authorization 
 
I may use or disclose PHI without your consent or authorization in the following circumstances: 

 

• Child Abuse – If I have reasonable cause to know or suspect that a child has been subjected to abuse or neglect, I must 
immediately report this to the appropriate authorities. 
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• Adult and Domestic Abuse – If I have reasonable cause to believe that an at-risk adult has been mistreated, self-
neglected, or financially exploited and is at imminent risk of mistreatment, self-neglect, or financial exploitation, then 
I must report this belief to the appropriate authorities. 

 
• Health Oversight Activities – If the Colorado State Board of Psychologist Examiners or an authorized professional 

review committee is reviewing my services, I may disclose PHI to that board or committee. 
 
• Judicial and Administrative Proceedings – If you are involved in a court proceeding and a request is made for 

information about your diagnosis and treatment or the records thereof, such information is privileged under state law, 
and I will not release information without your written authorization or a court order.  The privileged does not apply 
when you are being evaluated or a third party or where the evaluation is court ordered.  You will be informed in 
advance if this is the case. 

 
• Serious Threat to Health or Safety – If you communicate to me a serious threat of imminent physical violence against a 

specific person or persons, I have a duty to notify any person or persons specifically threatened, as well as a duty to 
notify an appropriate law enforcement agency or by taking other appropriate action.  If I believe that you are at 
imminent risk of inflicting serious harm on yourself, I may disclose information necessary to protect you.  In either 
case, I may disclose information in order to initiate hospitalization. 

 
• Worker’s Compensation – I may disclose PHI as authorized by and to the extent necessary to comply with laws relating 

to worker’s compensation or other similar programs, established by law, that provided benefits for work-related 
injuries or illness without regard to fault. 

 
There may be additional disclosures of PHI that I am required or permitted by law to make without your consent or 
authorization, however the disclosures listed above are the most common. 
 
IV.  Patient’s Rights and Psychologist’s Duties 
 
Patient’s Rights: 
• Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosures of protected 

health information regarding you.  However, I am not required to agree to a restriction you request. 
 
• Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You have the right to 

request and receive confidential communications of PHI by alternative means and at alternative locations.  (For 
example, you may not want a family member to know that you are seeing me.  On your request, I will send your bills to 
another address.) 

 
• Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI in my mental health and 

billing records used to make decisions about you for as long as the PHI is maintained in the record.  I may deny your 
access to PHI under certain circumstances, but in some cases you may have this decision reviewed.  On your request, I 
will discuss with you the details of the request and denial process. 

 
• Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained in the 

record.  I may deny your request.  On your request, I will discuss with you the details of the amendment process. 
 
• Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI.  On your request, I 

will discuss with you the details of the accounting process. 
 
• Right to a Paper Copy – You have the right to obtain a paper copy of the notice from me upon request, even if you have 

agreed to receive the notice electronically. 
 
Psychologist’s Duties: 
• I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and privacy 

practices with respect to PHI. 
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• I reserve the right to change the privacy policies and practices described in this notice.  Unless I notify you of such 

changes, however, I am required to abide by the terms currently in effect.  
 
• If I revise my policies and procedures, I will notify you in writing. 
 
V.  Questions and Complaints 
 
If you have questions about this notice, disagree with a decision I make about access to your records, or have other 
concerns about your privacy rights, you may contact me to discuss your questions. 
 
If you believe that your privacy rights have been violated and wish to file a complaint with me, you may send your written 
complaint to my office at 11 W Dry Creek Circle, Suite 140, Littleton, CO  80122.   
 
You may also send a written complaint to the Secretary of the U.S. Department of Health and Human Services.  The 
person listed above can provide you with the appropriate address upon request. 
 
You have specific rights under the Privacy Rule.  I will not retaliate against you for exercising your right to file a complaint. 
 
VI. Effective Date, Restrictions, and Changes to Privacy Policy 
 
This notice will go into effect on January 1, 2018.   
 
I will limit the uses or disclosures that I will make as follows: 
 
In most cases I do not release my records.  Because mental health records may contain sensitive information, Colorado law 
states that a summary of records pertaining to a patient's mental health problems may, upon written request and signed 
and dated authorization, be made available to the patient or the patient's designated representative following termination 
of the treatment program.  That is, I may choose to write a summary of treatment rather than releasing my records.  

I reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI that I 
maintain.  I will provide you with a revised notice in writing. 
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DISCLOSURE STATEMENT  
 
1.   Susan Boley, Ph.D. 
 26 W. Dry Creek Circle, Suite 180 
 Littleton, CO 80120 
 303-794-7761 
 
2.  I have a Doctorate Degree in Clinical Psychology from the California School of Professional Psychology.  I was required to 
complete four years of course work and practicum clinical work, a doctoral dissertation, as well as a one year internship in 
clinical psychology to receive this degree.  I completed my internship at the University of Minnesota Medical School.  After 
receiving my degree I then completed a one-year postdoctoral fellowship at the University of Minnesota Medical School, 
which included clinical supervision.  Upon completing this work I was able to sit for licensure which included taking a national 
exam, a jurisprudence exam, as well as an oral exam.  I am a licensed psychologist in Colorado.  My license number is 2224.  
 
3.  The practice of licensed or registered persons in the field of psychotherapy is regulated by the Mental Health Licensing Section of the 
Division of Registrations.  The Board of Psychologist Examiners can be reached at 1560 Broadway, Suite 1350, Denver, Colorado 80202, 
(303) 894-7800.  As to the regulatory requirements applicable to mental health professionals: a Licensed Clinical Social Worker, a 
Licensed Marriage and Family Therapist, and a Licensed Professional Counselor must hold a masters degree in their profession and have 
two years of post-masters supervision. A Licensed Psychologist must hold a doctorate degree in psychology and have one year of post-
doctoral supervision.  A Licensed Social Worker must hold a masters degree in social work. A Psychologist Candidate, a Marriage and 
Family Therapist Candidate, and a Licensed Professional Counselor Candidate must hold the necessary licensing degree and be in the 
process of completing the required supervision for licensure. A Certified Addiction Counselor I (CAC I) must be a high school graduate, 
and  complete required training hours and 1,000 hours of supervised experience. A CAC II must complete additional required training 
hours and 2,000 hours of supervised experience. A CAC III must have a bachelors degree in behavioral health, and complete additional 
required training hours and 2,000 hours of supervised experience. A Licensed Addiction Counselor must have a clinical masters degree 
and meet the CAC III requirements. A registered psychotherapist is a psychotherapist listed in the State's database and is authorized by 
law to practice psychotherapy in Colorado but is not licensed by the state and is not required to satisfy any standardized educational or 
testing requirements to obtain a registration from the state. 
 
4. You are entitled, to receive information from your therapist about the methods of therapy, the techniques used, the duration of your 
therapy, if known, and the fee structure.  You can seek a second opinion from another therapist or terminate therapy at any time.  
 
5.  In a professional relationship, sexual intimacy is never appropriate and should be reported to the board that licenses, 
registers, or certifies the licensee, registrant or certificate holder. 
 
6.  Generally speaking, the information provided by and to the client during therapy sessions is legally confidential and cannot 
be released without the client’s consent. There are exceptions to this confidentiality, some of which are listed in section 12-43-
218 of the Colorado Revised Statutes, as well as other exceptions in Colorado and Federal law. For example, mental health 
professionals are required to report child abuse to authorities.  If a legal exception arises during therapy, if feasible, you will be 
informed accordingly.   
 
7.  Mental health professionals are required to maintain client records for a period of seven years from the date of termination 
of services.  Mental health professionals may dispose of records seven years after the last date of service. 
 
I have read the preceding information, it has also been provided verbally, and I understand my rights as a client or as the client’s 
responsible party.  
 
_______________________________________________ 
Print Client’s name 
 
 _______________________________________________             ___________ 
 Client’s or Responsible Party’s Signature     Date  
 
If signed by Responsible Party, please state relationship to client and authority to consent:_________________________________ 
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SUSAN BOLEY, PH.D. 

26 W Dry Creek Circle, Suite 180 
Littleton, CO  80120 
Phone 303-794-7761 

 
Surprise/Balance Billing Disclosure Form 

 

Surprise Billing – Know Your Rights 

Beginning January 1, 2020, Colorado state law protects you* from “surprise billing,” also known as 
“balance billing.” These protections apply when: 

·        You receive covered emergency services, other than ambulance services, from an out-of-
network provider in Colorado, and/or 

·        You unintentionally receive covered services from an out-of-network provider at an in-
network facility in Colorado 

What is surprise/balance billing, and when does it happen? 

If you are seen by a health care provider or use services in a facility or agency that is not in your 
health insurance plan’s provider network, sometimes referred to as “out-of-network,” you may 
receive a bill for additional costs associated with that care. Out-of-network health care providers 
often bill you for the difference between what your insurer decides is the eligible charge and what 
the out-of-network provider bills as the total charge. This is called “surprise” or “balance” billing. 

When you CANNOT be balance-billed: 

Emergency Services 

If you are receiving emergency services, the most you can be billed for is your plan’s in-network 
cost-sharing amounts, which are copayments, deductibles, and/or coinsurance. You cannot be 
balance-billed for any other amount. This includes both the emergency facility where you receive 
emergency services and any providers that see you for emergency care. 

Nonemergency Services at an In-Network or Out-of-Network Health Care Provider 

The health care provider must tell you if you are at an out-of-network location or at an in-network 
location that is using out-of-network providers. They must also tell you what types of services that 
you will be using may be provided by any out-of-network provider. 

You have the right to request that in-network providers perform all covered medical services. 
However, you may have to receive medical services from an out-of-network provider if an in-network 
provider is not available. In this case, the most you can be billed for covered services is your in-
network cost-sharing amount, which are copayments, deductibles, and/or coinsurance. These 
providers cannot balance bill you for additional costs. 

Additional Protections 

·        Your insurer will pay out-of-network providers and facilities directly.  
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·        Your insurer must count any amount you pay for emergency services or certain out-of-network 
services (described above) toward your in-network deductible and out-of-pocket limit. 

·        Your provider, facility, hospital, or agency must refund any amount you overpay within sixty days 
of being notified. 

·        No one, including a provider, hospital, or insurer can ask you to limit or give up these rights. 

If you receive services from an out-of-network provider or facility or agency in OTHER situations, 
you may still be balance billed, or you may be responsible for the entire bill. If you intentionally 
receive nonemergency services from an out-of-network provider or facility, you may also be 
balance billed. 
  
If you want to file a complaint against your health care provider, you can submit an online complaint 
by visiting this website: https://www.colorado.gov/pacific/dora/DPO_File_Complaint. 
  
If you think you have received a bill for amounts other than your copayments, deductible, and/or 
coinsurance, please contact the billing department, or the Colorado Division of Insurance at 303-894-
7490 or 1-800-930-3745. 
  
*This law does NOT apply to ALL Colorado health plans. It only applies if you have a “CO-DOI” on your 
health insurance ID card. 

Please contact your health insurance plan at the number on your health insurance ID card or the 
Colorado Division of Insurance with questions. 

Susan Boley, Ph.D. P.C. is an in-network provider for Cigna, Anthem Blue Cross/Blue Shield, and 
Medicare.  All other insurance plans are considered out of network and Dr. Boley will not bill the 
insurance company directly.  Dr. Boley will provide, upon request, a form for you to submit to your 
out of network insurance company. 

YOUR SIGNATURE BELOW INDICATES THAT YOU HAVE READ THIS DISCLOSURE FORM. 

 

 

________________________________________________________________________________ 

Signature       Date 

 


