
Client Information Form 
Please print and fill out this form and bring it in to your initial consultation 

 

Preferences Regarding Length of Sessions 

☐ Limit session length to: 
 ☐ 25-30 Minutes     ☐ 35-40 Minutes     ☐ 45-50 Minutes     ☐ 55-60 Minutes 

☐ Session length can vary depending upon what is needed 
 

Preferences Regarding Billing 

☐ Please send bills only when I have a balance due 

☐ Please always send bills to show charges and payments, including when I have a zero 
balance 

 

Preferences Regarding Communication Via Email/Text 

I understand that communication via email and text is not secure and that my privacy may not 
be protected. Please indicate your preferences regarding email communication: 

I agree to receive communication from you via: 

☐ Email regarding scheduling/appointments 

☐ Email regarding billing 

☐ Email regarding other topics, including issues discussed in therapy 

☐ Text messages regarding scheduling and appointments 

☐ I do not want to receive communication from you via email or text on any topic 
 

Use this email address for communication: _________________________________________ 
 

Use this phone number for communication via text: __________________________________ 

 

 



 

ACKNOWLEDGEMENT OF RECEIPT 
Notice of Policies and Practices to Protect the Privacy of Your Health Information 

The Health Insurance Portability and Accountability Act (HIPAA) is a federal law that provides 
privacy protections and patient rights regarding 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 the Notice. The Notice explains HIPAA and 
its application to your PHI in greater detail. The law requires that I obtain your signature to 
acknowledge that I have provided you with this information by the end of this session. 

Your signature below serves as an acknowledgement that you have received the HIPPA 
notice of privacy practices and the ‘Information for Clients’ statement (9/8/2018) that 
describes cancellation, insurance, and billing policies. 
 

___________________________________________________          _____________________ 
                                                                                                                                               Date 
 

___________________________________________________          _____________________ 
Signature(s)                                                                                                                         Date 

 

Authorization for Release of Information 
 

Client Name: ___________________________________          Date of Birth: ______________ 
 

Client Name #2: _________________________________          Date of Birth: ______________ 
 

I hereby authorize Joel Ziff, Ed.D. to speak or correspond with the following clinician or person 
regarding my treatment: 

Name of Practitioner(s): ________________________________________________________ 
 

Phone: ______________________                 Fax: _____________________ 

 

 

 



 

Purpose of Disclosure: Coordination of Care (Psychotherapy) 

I understand that once Joel Ziff discloses my health information to the recipient, Joel Ziff cannot guarantee 
that the recipient will not re-disclose my health information to a third party.  Such third party may not be 
required to abide by this Authorization or applicable federal and state law governing the use and disclosure of 
my health information. 

I understand that I may refuse to sign or may revoke (at any time) this authorization for any reason, that such 
refusal or revocation will not affect the commencement, continuation or quality of my treatment with Joel 
Ziff; except, however, if my treatment with Joel Ziff is for the sole purpose of creating health information for 
disclosure to the recipient identified in this authorization in which case Joel Ziff may refuse to treat me if I do 
not sign this authorization. 

I understand that this Authorization will remain in effect until the term of this Authorization expires or until I 
provide a written notice of revocation to Joel Ziff at the address listed below.  The revocation will be effective 
immediately upon Joel Ziff’s receipt of my written notice, except that the revocation will not have any effect 
on any action taken by Joel Ziff in reliance on this Authorization before he received my written notice of 
revocation.  To contact Joel Ziff, please call 617-965.3932 or write to me at 17 Spring Street, Watertown, MA 
02472. 

I have read and understand the terms of this Authorization and I have had the opportunity to ask questions 
about the use and disclosure of my health information.  By my signature below, I hereby, knowingly and 
voluntarily authorize Joel Ziff to disclose my health information in the manner described above. 

 

___________________________________________________          _____________________ 
Signature of Client                                                                                                             Date 
 

___________________________________________________          _____________________ 
Signature of Client #2                                                                                                        Date 

 


