
                        AGREEMENT FOR TREATMENT AND RELEASE OF INFORMATION
Name:_______________________________________
Address:_______________________________________

Phone Numbers: Cell___________________________
Home:__________________ Work:_________________

Email Address:____________________________________
(Check if OK for      ___apptmts     ___Bills   ___Workshops)
Social Security #:______________________________
Insurance ID#:__________________________________

Policy Holder Name:___________________________
Policy Holder Date of Birth:_______________________

Patient Date of Birth:___________________________
Patient’s Employer:______________________________

Financially Responsible Party/Relation to Patient:___________________________________________________
I agree to enter myself or my child into treatment with Specialized Therapy Associates and __________________________ will be the provider of services. I acknowledge that I the financially responsible party am responsible for the full payment of services rendered regardless of my insurance company’s actions.
-If I am entering group therapy, either at this time or at any time during my treatment at Specialized Therapy Associates, I recognize the confidentiality of all members in the group and agree to maintain confidentiality for all members. 







__________________________initials
-I also recognize that limits to confidentiality in any therapy include those situations where a client is suicidal or homicidal, or reports any type of abuse to a child or incompetent elderly person.  ____________________initials
-I understand that treatment may conclude under any of the following circumstances: my therapist and I agree that treatment is concluded, I do not comply with treatment suggestions or participate in my own treatment, I miss sessions and do not respond to phone call(s) and/or letter(s) to reschedule, my therapist assesses my symptoms and determines that I need more intense care. If you decide to end your treatment, notify your therapist by phone or in writing. It is customary, although not required, to have a termination session to review any goals or recommendations. If you have not notified your therapist as required, and not come to the appointment, your treatment concluded at your last appt   




__________________initials
- If I have a managed care policy, I agree to allow my provider to forward the necessary information to complete a treatment plan to obtain certification for sessions. I authorize all payments to be made directly to Specialized Therapy Associates, LLC.
Cases involving DYFS, Parental Visitation, Custody or Parental Rights
Specialized Therapy does not accept primary DYFS clients. At times, during the course of treatment, abuse or neglect information may be revealed necessitating a call to DYFS. In any case Specialized Therapy Associates may begin treatment and/or continue treatment when appropriate. However, we will not conduct custody, visitation or parenting assessments. Specialized Therapy will comply in providing legally and ethically necessary information to DYFS or other agencies, but we will not write advocacy letters on behalf of parents or children as well as not testify in court. You should seek the services of a licensed forensic psychologist in such matters. 









__________________________initials
If I have any medical conditions or allergies, I will list them on this form and bring this information to the attention of my provider. This information is required should medication be recommended in treatment. At STA all professionals are licensed to perform services and STA providers are screened and selected for having many years of experience in providing psychological services. 
___________________________________________           
 _____________________________________
Signature  and  Date




Witness and Date
___________________________________________

Client 14+         Signature  and  Date






Please list all medical conditions or allergies:

___________________________________________________________________________________________

In case of emergency, I authorize Specialized Therapy Associates to contact: (Indicate Relationship to you)
Name: ___________________________________
Phone: ________________________________________
If medication is prescribed, be aware that medication and/or therapy may not have a positive outcome or even adverse effects not anticipated as common reactions. Although the vast majority benefit from psychotherapy and/or medication, there are no guarantees with any form of treatment including the treatment as outlined by your doctor or psychologist. 
SPECIALIZED THERAPY ASSOCIATES, LLC.


(201) 488-6678


83 Summit Ave,, Hackensack, NJ * 19 Spear Road #301, Ramsey, NJ, 1 Bridge Plaza, Ft. Lee, NJ











