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(303) 437-5132 

 

About my practice 
 

CONFIDENTIALITY 

I cannot legally discuss you or your problems with others without your written permission.  It is my duty 
to protect your privacy and keep your information and identity confidential.  There are instances, 
however, in which confidentiality must be breached, even if you have not signed a release.  These 
exceptions include: (1) if you pose a risk to yourself such as serious injury or death; (2) if you pose a risk 
to others such as serious injury or death; (3) if there is suspected abuse, neglect, or harm of a child, 
elder or disabled person; (4) there has been a court order for the release of your records. In some 
situations, such as abuse, however, your therapist is legally required to release information. 

During therapy it is sometimes useful to discuss your progress with another person such as your 
physician or a child's teacher.  If we believe such information exchange would be useful, I will request a 
written release.   

CONTACTING ME 

You may reach me by phone at 303-437-5132.  When I am unavailable, you may leave a message on my 
voicemail.  I will make every effort to return your call within 24 hours with the exception of weekends 
and holidays.  You can also reach me by email at drsigel@ivysigel.com.  Because the privacy of email 
cannot be guaranteed, I encourage clients to consider other methods of communicating sensitive 
information.  Please be aware that email exchanges will be included in your clinical record.   

If you are unable to reach me and feel that you cannot wait for me to return your call, contact Highlands 
Behavioral Health at 720-348-2800.  If your emergency is life threatening, call 911 or go to the nearest 
emergency room and request the on-call mental health clinician.   

APPOINTMENTS 

It is your responsibility to keep track of your scheduled appointment times, as I do not make reminder 
calls.   Please be mindful that appointments are times reserved for you, and a 24-hour notice is 
necessary for change or cancellation in order for me 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 

mailto:drsigel@ivysigel.com


(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.    

FEES 

You will be expected to pay for each session at the beginning of each appointment with a check, cash, or 
credit card (VISA, MasterCard or Discover). There will be a $10.00 processing charge for any check 
returned to us uncollected by the bank.   

INSURANCE 

Insurance coverage may not provide payment for all charges incurred.  Please be aware that you will be 
responsible for any co-payment, deductible or service not covered by your insurance carrier.  It is your 
responsibility to know your benefits and obligations under your insurance plan.  Please check with 
your insurance company to learn the extent of your coverage.    

CONSENT TO SERVICES AND PAYMENT AGREEMENT 

I,_______________________, give permission to receive services from Dr. Sigel.  I am aware that 
therapy is not an exact science and it is not possible to guarantee results of treatment.  I am aware that I 
have the right to discontinue services at any time, for any reason, and may request a second opinion. I 
understand my rights, limits of confidentiality and the nature of therapy. I agree to make payment at the 
time of service.  In the event a balance is accrued, I agree to pay all incurred expenses within 60 days.  
Dr. Sigel is entitled to take action necessary to collect charges, and I will be responsible for all fees and 
costs incurred as a result of such collection. My signature acknowledges that I received the HIPAA form 
and that I have read and will abide by this document: 

______________________________  ________________________________ 

Name of Client (printed)              Name of Parent/Guardian, if applicable (printed) 

_________________________________  _________________________________ 
 
Client Signature      Date 
 
__________________________________  _________________________________ 

Parent/Guardian Signature (if applicable)  Date 

____________________________________  _________________________________ 

Therapist Signature     Date 

 



CLIENT REGISTRATION FORM (Please Print) 
 
 
 

PATIENT’S Last Name, First, Middle Initial               School, if student or if applicable 
 
    
Birth Date   M or F (Circle One)    
 
Address     City   State  County  Zip Code 
 
Phone Numbers:    Home:  (      )                               Work:  (      )                                Cell:  (      )                              
  
In case of emergency, or should I need to cancel because of illness, weather, etc., please list the best way to 
contact you, including the best phone number: 
____________________________________________________________________________________________ 
 
 
   

                              (       ) 
Last Name, First Name, Middle Initial                      Home phone 

 
Birth Date                              
 
 
Address (if different from above)           City                   State   Zip Code 
 
                                                                                                                (      ) 
Employer’s Name                        Work phone   
 
 
Insurance Company Name:  __________________________________________________________  
 
_____________________________________________________________________________________________________________  
Address     City   State  County  Zip Code 

__________________     __________________________________      
Phone Number          Member ID 
 
 
        ASSIGNMENT OF BENEFITS                                 RELEASE OF INFORMATION 
       I authorize Ivy Sigel, Psy.D. to                  I authorize Ivy Sigel, Psy.D.  to release         
         accept assignment of benefits.  any information necessary to process my insurance claim.        

         Yes_______        No_______                                    Yes_______      No_______ 

 
 
 
Signature        Date 
 

 

IF USING INSURANCE: PRIMARY COVERAGE POLICYHOLDER INFORMATION 

M or F (Circle One) 



Personal Information 
 

Thank you for your help in providing a thorough personal history. This information will be treated with the 
same high level of confidentiality as any other information you share with me.  Please feel free to discuss any 
questions you may have about confidentiality. 
 
Name ______________________________ Date of birth __________ Marital Status __________ 

Occupation (or school) _______________________ Highest grade completed ________________ 

How were you referred to this office? _________________________________________________ 
 
Whom do you authorize the psychologist to contact in case of emergency? 
Name _______________________ Phone___________________ Relationship________________ 
 
What problem/s bring you to this office? _______________________________________________ 
________________________________________________________________________________ 
 
Overall, how would you estimate the severity of the problem/s at this time?  
Mild  Moderate  Severe 
1     2     3     4     5     6     7     8     9     10 
 
Current medications and dosages ___________________________________________________ 
_______________________________________________________________________________ 
 
Current illnesses, injuries, or disabilities _______________________________________________  
________________________________________________________________________________  
 
Past significant illnesses, injuries, or disabilities _________________________________________  
________________________________________________________________________________  
 
Previous psychotherapy, counseling, or psychiatric hospitalization?  _________________________ 
 
If yes, when, for what problems, and with whom? _______________________________________ 
________________________________________________________________________________ 
 
Have any family members had significant emotional problems (anxiety, depression, etc.) or been 
under the care of a mental health professional?  Please describe. ____________________________  
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________  
 
Do you smoke? ____ How much per day? ____   
How often do you consume alcohol in a typical month? ___________________________________  
How many alcoholic drinks do you typically consume at one time? __________________________  
Please note the type and frequency of any recreational drug use, past or present (e.g., marijuana, 
mushrooms, LSD, cocaine, over-the-counter medications) _________________________________  
________________________________________________________________________________ 
 



Ivy Sigel, Psy.D. 

2121 S. Oneida St., Suite 336 
Denver, CO 80224 
(303) 437-5132 

 

 

CONSENT FOR TRANSMISSION OF PROTECTED HEALTH INFORMATION BY NON-
SECURE MEANS 

 

I,       AUTHORIZE:  Ivy Sigel, Psy.D. located at 2121 S. Oneida 
St., Suite 336, Denver, CO 80224 TO TRANSMIT THE FOLLOWING CATEGORIES OF PROTECTED 
HEALTH INFORMATION RELATED TO MY HEALTH RECORDS AND HEALTH CARE TREATMENT VIA 
NON-SECURE TRANSMISSIONS (please check all that apply): 

� Information related to the scheduling of meetings or other appointments 

� Information related to billing and payment 

� Information about my treatment or that of my child or adolescent 
 

I consent to communicating the above selected types of PHI through the following non-secure 
transmissions (please check all that apply): 

� Cellular/Mobile phone, including text messages and voicemails  
 Cell number:__________________________________________ 

� Unsecured Email 
Client’s email address:____________________________________  □ Send □ Receive 
Therapist’s email address: drsigel@ivysigel.com                                    □ Send □ Receive 
 

� I do not wish to have my protected health information transmitted electronically  
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TERMINATION 

(Please check one) 

�  This authorization will terminate _____ days after the date listed below. 
 

OR 

� This authorization will terminate two years from the date of treatment consent. 
 

I have been informed of the risks, including but not limited to my confidentiality in treatment, 
of transmitting my protected health information by unsecured means. I understand that I am 
not required to sign this agreement in order to receive treatment. I also understand that I may 
terminate this authorization at any time.  

 

___________________________________   _________________ 

Signature of Client or Legal Representative   Date 

 

 

_________________________________________  _________________ 

Signature of Therapist      Date 

 

 

 
      
 
 
 
 
 
 



Ivy Sigel, Psy.D. 

2121 S. Oneida St., Suite 336 
Denver, CO 80224 
(303) 437-5132 

 

INFORMED CONSENT FOR TELEPSYCHOLOGY 

This Informed Consent for Telepsychology contains important information focusing on doing 
psychotherapy using the phone or the Internet. Please read this carefully and let me know if you 
have any questions.  When you sign this document, it will represent an agreement between us.  
 
Benefits and Risks of Telepsychology 
Telepsychology refers to providing psychotherapy services remotely using telecommunications 
technologies, such as video conferencing or telephone.  One of the benefits of telepsychology is 
that the client and clinician can engage in services without being in the same physical location. 
This can be helpful in ensuring continuity of care if the client or clinician moves to a different 
location, takes an extended vacation, or is otherwise unable to continue to meet in person. It is also 
more convenient and takes less time. Telepsychology, however, requires technical competence on 
both our parts to be helpful.  Although there are benefits of telepsychology, there are some 
differences between in-person psychotherapy and telepsychology, as well as some risks.  For 
example: 
 

- Risks to confidentiality.  Because telepsychology sessions take place outside of the 
therapist’s private office, there is potential for other people to overhear sessions if you are 
not in a private place during the session. On my end I will take reasonable steps to ensure 
your privacy. But it is important for you to make sure you find a private place for our 
session where you will not be interrupted.  It is also important for you to protect the privacy 
of our session on your cell phone or other device.   You should participate in therapy only 
while in a room or area where other people are not present and cannot overhear the 
conversation. 
 

- Issues related to technology.  There are many ways that technology issues might impact 
telepsychology.  For example, technology may stop working during a session, other people 
might be able to get access to our private conversation, or stored data could be accessed by 
unauthorized people or companies.   
 

- Crisis management and intervention.  Usually, I will not engage in telepsychology with 
clients who are currently in a crisis situation requiring high levels of support and 
intervention.  Before engaging in telepsychology, we will develop an emergency response 
plan to address potential crisis situations that may arise during the course of our 
telepsychology work. 
 



- Efficacy. Most research shows that telepsychology is about as effective as in-person 
psychotherapy. However, some therapists believe that something is lost by not being in the 
same room. For example, there is debate about a therapist’s ability to fully understand non-
verbal information when working remotely. 

 
Electronic Communications 
We will decide together which kind of telepsychology service to use.  You may have to have 
certain computer or cell phone systems to use telepsychology services. You are solely responsible 
for any cost to you to obtain any necessary equipment, accessories, or software to take part in 
telepsychology. 
 
For communication between sessions, I only use email communication and text messaging with 
your permission and only for administrative purposes unless we have made another agreement.  
This means that email exchanges and text messages with my office should be limited to 
administrative matters.  This includes things like setting and changing appointments, billing 
matters, and other related issues. You should be aware that I cannot guarantee the confidentiality 
of any information communicated by email or text. Therefore, I will not discuss any clinical 
information by email or text and prefer that you do not either. Also, I do not regularly check my 
email or texts, nor do I respond immediately, so these methods should not be used if there is an 
emergency. 
 
Treatment is most effective when clinical discussions occur at your regularly scheduled sessions.  
But if an urgent issue arises, you should feel free to attempt to reach me by phone. I will try to 
return your call within 24 hours except on weekends and holidays.  If you are unable to reach me 
and feel that you cannot wait for me to return your call, contact your family physician or the nearest 
emergency room and ask for the psychologist or psychiatrist on call.  If I will be unavailable for 
an extended time, I will provide you with the name of a colleague to contact in my absence if 
necessary. 
 
Confidentiality 
I have a legal and ethical responsibility to make my best efforts to protect all communications that 
are a part of our telepsychology.  However, the nature of electronic communications technologies 
is such that I cannot guarantee that our communications will be kept confidential or that other 
people may not gain access to our communications. I will try to use updated encryption methods, 
firewalls, and back-up systems to help keep your information private, but there is a risk that our 
electronic communications may be compromised, unsecured, or accessed by others.    
 
The extent of confidentiality and the exceptions to confidentiality that I outlined in my “About My 
Practice” form still apply in telepsychology.  Please let me know if you have any questions about 
exceptions to confidentiality. 
 
Appropriateness of Telepsychology 
From time to time, we may schedule in-person sessions to “check-in” with one another. I will let 
you know if I decide that telepsychology is no longer the most appropriate form of treatment for 
you.  We will discuss options of engaging in in-person counseling or referrals to another 
professional in your location who can provide appropriate services.  



Emergencies and Technology 
Assessing and evaluating threats and other emergencies can be more difficult when conducting 
telepsychology than in traditional in-person therapy.  To address some of these difficulties, we will 
create an emergency plan before engaging in telepsychology services.  I will ask you to identify 
an emergency contact person who is near your location and who I will contact in the event of a 
crisis or emergency to assist in addressing the situation.  I will ask that you sign a separate 
authorization form allowing me to contact your emergency contact person as needed during such 
a crisis or emergency.  
 
If the session is interrupted for any reason, such as the technological connection fails, and you are 
having an emergency, do not call me back; instead, call 911 or go to your nearest emergency room. 
Call me back after you have called or obtained emergency services.  
 
If the session is interrupted and you are not having an emergency, disconnect from the session and 
I will wait two (2) minutes and then re-contact you via the telepsychology platform on which we 
agreed to conduct therapy. If you do not receive a call back within two (2) minutes, then call me 
on the phone number I provided you (303-437-5132  
 
If there is a technological failure and we are unable to resume the connection, you will only be 
charged the prorated amount of actual session time. 
 
Fees 
The same fee rates will apply for telepsychology as apply for in-person psychotherapy. However, 
insurance or other managed care providers may not cover sessions that are conducted via 
telecommunication. If your insurance, HMO, third-party payor, or other managed care provider 
does not cover electronic psychotherapy sessions, you will be solely responsible for the entire fee 
of the session.  Please contact your insurance company prior to our engaging in telepsychology 
sessions in order to determine whether these sessions will be covered. 
 
Records 
The telepsychology sessions shall not be recorded in any way unless agreed to in writing by mutual 
consent.  I will maintain a record of our session in the same way I maintain records of in-person 
sessions in accordance with my policies. 
 
Informed Consent 
This agreement is intended as a supplement to the general informed consent that we agreed to at 
the outset of our clinical work together and does not amend any of the terms of that agreement. 
Your signature below indicates agreement with its terms and conditions.  
 
 
 
_________________________    _________________________ 
Client         Date 
 
_________________________    _________________________ 
Therapist       Date 



This document contains information about the Health Insurance Portability and Accountability Act (HIPAA), a 
federal law that provides privacy protections and client rights with regard to the use and disclosure of your 
protected health information for the purposes of treatment, payment, and health care operations.   

Notice of Privacy Practices 

This notice describes how mental health and medical information about you may be used and disclosed and 
how you can get access to this information.  PLEASE REVIEW IT CAREFULLY. 

I respect my clients’ confidentiality and only release information in accordance with state and federal laws and the 
ethics of the psychology profession.  This notice describes my policies related to the use and disclosure of clients’ 
health information. 

Use and Disclosure of Protected Health Information 
Providing treatment services, collecting payment, and conducting healthcare operations are necessary activities for 
quality care.  I use and disclose the minimum necessary health information about you for these purposes, as allowed 
by state and federal law. 

1.) Treatment:  I may use and disclose health information to provide, manage, and/or coordinate care and to consult 
with other professionals.  For example, I may share relevant information to facilitate appropriate emergency coverage 
by another professional in my absence.  

2.) Payment:  I may use and disclose your health information to obtain payment for services that I provide to 
you.  For example, I may share information to your health insurer to determine eligibility, coverage or to receive 
reimbursement. 

3.) Healthcare Operations: I may use and disclose your health information as part of my internal healthcare 
operations.  For example, I may share information for the purpose of reviewing treatment procedures and records to 
assure quality, for training purposes, and for licensing and/or business activities.  

Other Uses and Information Disclosed Without Your Consent 
In compliance with state and federal law, the following information may be disclosed without your consent: 

1.) Mandated Reporting:  I may disclose health information about you related to the suspicion of child and/or elder 
neglect and/or abuse. 

2.) Emergencies:  In emergency situations, I may disclose health information to prevent serious harm and/or death 
to yourself or others. 

3.) Criminal Activity and/or Danger to Others:  I may disclose health information if a crime is committed on 
premises or against any personnel/staff, or if I believe there is someone who is in immediate danger. 

4.) Appointment Scheduling/Client Contact:  I may use information you provide to contact you to schedule or 
remind you of appointments or to discuss treatment services. 

5.) National Security, Intelligence Activities, and Protective Services to the President and Others:  I may 
disclose health information to authorized federal officers as authorized by law in order to protect the President or 
other national figures, or in cases of national security. 

6.) Judicial and Administrative Proceedings:  I may disclose your health information in the course of judicial or 
administrative proceedings in response to a valid court order or other lawful process.  

Client Rights 

1.) Right to Inspect and Copy:  You have a right to look at or get copies of your health information, with limited 



exceptions (i.e., psychotherapy notes).  Your request must be made in writing.  If you request a copy of your record, a 
reasonable charge may be made for costs incurred. 

2.) Right to Amend:  You have the right to request that I amend your health information.  Your request must be 
made in writing, and it must explain why the information should be amended.  I have the right to deny your request if I 
believe the information contained in your record to be accurate and complete.  If denied, you have the right to file a 
disagreement statement. 

3.) Right to Accounting Disclosures:  You have the right to receive a list of instances in which your health 
information has been disclosed for purposes other than treatment, payment, or healthcare operations.  This 
accounting does not include disclosures made to you or disclosures pursuant to a signed authorization to release 
information. 

4.) Right to Request Restrictions:  You have a right to request a restriction or limitation on the health information 
used or disclosed about you.  For example, you may request that information not be disclosed to an insurance carrier, 
in which case you would be responsible for payment in full for services provided.  Your request must be made in 
writing.  While I am not obligated to agree to your request, I will consider the request very seriously.  If I agree to the 
restriction/limitation, I will abide by our agreement unless the information is needed in an emergency or required by 
law (for examples, please see the section above entitled, Other Uses and Information Disclosed Without Your 
Consent). 

5.) Right to Request Confidential Communications:  You have the right to request that I contact you regarding 
health matters in a certain way or at a certain location.  For example, you may request that I only contact you through 
your cell phone number, or only at work.  I will make every attempt to accommodate reasonable requests. 

6.) Right to Obtain a Paper Copy of this Notice/Changes in Notice:  You have the right to receive a paper copy of 
this notice and any amended notice.  I reserve the right to change my privacy practices provided such changes are 
permitted by applicable law.  Before the effective date of a material change, however, I will make a new notice 
available to you at my place of practice.  

8.) Right to Release your Health Information:  You have the right to request that certain health information be 
released at your request by signing an authorization to release information.  You may revoke a written authorization 
for release of information at any time; this request must be made in writing, and will be effective only for disclosures 
that have not already been completed.  

7.) Right to Complain:  If you believe your privacy rights have been violated, you have the right to file a complaint 
with me, or you may file a complaint with the United States Department of Health and Human Services.  No retaliation 
will be made against you if you choose to file a complaint.  

I understand and agree to all of the above information.  A copy of this information has been given to me for my 
records. 
  

 

 


