Dr. Burt Bertram (Ed.D.)

Licensed Mental Health Counselor  &  Licensed Marriage & Family Therapist

525 Sheridan Blvd   Orlando, FL 32804

Tel: 407-426-8088   Fax: 407-426-0552

Email burt@burtbertram.com  Webpage: www.burtbertram.com
_______________________________________________________________________________________

Client Information

             Referred by:                                                         Date ________________      
CLIENT #1
Name:                                                             
      
Email ________________________________

Address:                                                                   City                                 State          Zip ____________ 

Education:                                                Occupation                             Employer _____________________

Phone (H)                                          Phone (W)                                       Phone (Cell) _________________

Date of Birth:                       Age:        Marital Status:            Years Married           Previous Marriages _____
Religious Preference:                                                         Active? _________________________________
CLIENT #2
Name:                                                                  _______    Email ________________________________

Address:                                                                   City                                 State          Zip ____________ 

Education:                                                Occupation                             Employer _____________________

Phone (H)                                          Phone (W)                                       Phone (Cell) _________________

Date of Birth:                       Age:        Marital Status:            Years Married           Previous Marriages _____
Religious Preference:                                                         Active? _________________________________
*****************************************************

Immediate Family Living at Home (Other than those listed above)

                Name


       Birth Date      Age

          Relationship
_________________________________
_____________________
___________________________

_________________________________
_____________________
___________________________

_________________________________
_____________________
___________________________

_________________________________
_____________________
___________________________

What is the problem that brought you to counseling?
-2-

Previous Counseling/Psychotherapy (With Whom and When)
Medical and Health Information
Please describe your general health including any specific health conditions that may have a bearing on your emotional well-being.

Client #1                                                                                                                                                                                                                                                                                                       
Personal/Family Physicians                                                                Phone ________________________
Specialist/Other Physicians                                                                Phone ________________________

Current Medications




Prescribed by

Client #2                                                                                                                                                                                                                                                                                                                                 
Personal/Family Physicians                                                                Phone ________________________
Specialist/Other Physicians                                                                Phone ________________________

Current Medications




Prescribed by


********************************************************

Person Responsible for Payment:                                                                                                
Address                                                                        City                         State         Zip                    
Phone (H)                                                                     (W)                                                                    
Employer:                                                                     City                                                                    
Dr. Burt Bertram (Ed.D.)

Licensed Mental Health Counselor  &  Licensed Marriage & Family Therapist

525 Sheridan Blvd   Orlando, FL 32804

Tel: 407-426-8088   Fax: 407-426-8893

Email: burt@burtbertram.com
INFORMED CONSENT FOR COUNSELING
Welcome to my counseling practice.  In an effort to promote a trusted and productive counseling relationship, the following information is provided for your understanding and signed consent.  If you do not understand something or have any questions…please ask.  It is important that you give informed consent for treatment.

COUNSELING - Counseling always involves change.   Some people come to counseling because they are ready to make significant changes in their lives and they want to work with a knowledgeable, trusted and objective professional that can help them explore alternatives and options for change. Other people enter counseling because change has been thrust upon them.  They seek the comfort and guidance of the counseling relationship as a safe place to grieve about what was and as a safe place to begin the rebuilding process.  Regardless of your motivation for seeking counseling, I welcome you and offer to you the best professional assistance I can provide.

There can never be any absolute guarantees in counseling.  However, I have found that counseling is most productive when it is a working collaborative effort between client and counselor, where everyone actively contributes to the process.

As your counselor, I am responsible to provide you with the highest level of professional skills commensurate with my training and experience.  I will help you think-through any issue or concern.  I will facilitate communication between you and any significant person so that you can say what you need to say and so you can accurately hear what the other person needs to say to you.  I will suggest outside reading or activities and will often provide "homework" assignments.  If necessary, I will recommend that you consult with a physician to receive medication therapy or other medical treatment.   Throughout the entire process, I will encourage, guide, challenge, and support you to make the changes you deem to be right for you.

As the client, you are responsible to be as honest and open as possible.  Change usually involves letting go of things that are familiar in order that new possibilities can emerge.  Effort and risk will be required.  There may be some emotional pain.  You may have to battle embarrassment, anxiety, frustration, and sometimes fear. 

LICENSING & ETHICAL INFORMATION - I am licensed by the state of Florida to practice Mental Health Counseling and Marriage & Family Therapy.  Any complaint or questions about my counseling services that cannot be resolved between us should be directed to the Department of Health, Board of Clinical Social Work, Marriage & Family Therapy, and Mental Health Counseling. As a Professional Member of the American Counseling Association and the American Association for Marriage & Family Therapy, I adhere to the ethical principles of these two organizations.  If you request, a copy of the ethical guidelines will be provided.

FEES & PAYMENT - Counseling fees are $ 165 per hour for individual, couple, or family counseling.  Counseling sessions exceeding 60 minutes will be pro-rated and billed accordingly.  Group counseling fees are dependent upon the size and length of the group.  Telephone consultation and other professional activities rendered on behalf of the client are also billed at $ 165 per hour.  There is never a charge for short telephone "check-in" or scheduling coordination.  Payment is due at the time of service unless otherwise arranged in advance.  You will be provided with a receipt for payment for your use in filing an insurance claim or for your financial records.  Other than a genuine emergency or illness, you will be billed for missed appointments unless you notify me 24 hours in advance.  In circumstances where problems are encountered in receiving payment for services rendered, you may be billed additional charges to cover the cost of time and expenses incurred to obtain payment.
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INSURANCE / MANAGED CARE - I will provide you with a receipt for insurance reimbursement purposes.  Unless other arrangements are made in advance, it is your responsibility to file a claim with your insurance carrier.  The assignment of payment to me, rather than reimbursement to you, must be agreed upon between us in advance of services.  Insurance and/or Managed Care companies often require some type of advanced approval before counseling services are authorized.  Additionally, most such companies require the client be given a mental health diagnosis indicating the medical necessity for counseling.  I likely will be required to provide your insurance company with identifying information, records, or reports to determine eligibility and to secure payment.  Please be aware, any diagnosis provided your insurance and/or managed care company will become a permanent part of your medical records and could have future implications. 

CONFIDENTIALITY / PRIVILAGE / PRIVACY - Normally information disclosed by you and/or your child during counseling will be kept strictly confidential and will not be revealed to anyone without your written consent.  It is important for you to know that there are some exceptions to confidentiality.  If an exception should arise, I will make every effort to inform you, before doing so, of the necessity to break confidentiality.

Exceptions to Confidentiality & Privilege:

1)
If you threaten harm or death to yourself or another person, I am legally, ethically and morally

 
required to take action to protect the safety of the threatened person.  Actions could include;

informing the intended victim, arranging for hospitalization for you and/or your child, notifying

family or support system, or alerting law enforcement.

2)
If abuse or neglect of a child, aged person, or disabled person is known or suspected, I am

required by Florida law to report my concerns to the Department of Children and Families.

3)
If I were to receive a legally binding Court Order for your counseling records or for my deposition or court testimony, I would be required to comply.

4) If you or your child are in counseling or are being evaluated by Order of the Court or as condition of continued employment, I may be required to provide the Court or the Employer with reports, documents, or testimony.

EMERGENCIES / CRISIS - I check my voice mail several times per day – every day. I will return your call at my earliest opportunity.  If you are unable to reach me or if you have a life-threatening emergency, immediately call 911 or go to a hospital emergency room.  Your safety is my primary concern; I will be in touch as soon as possible.

CONSENT FOR COUNSELING – I/We, _____________________________________________ have read and understand the information contained on this form as well as the Notice of Privacy Practices (attached).  I/We voluntarily agree to participate in counseling and/or consent to the participation of my/our child/children.

Date _________ Signed _______________________________________________________

                                         Adult Client

Date _________ Signed _______________________________________________________

                                         Adult Client

Date _________ Signed ______________________________________________________

                                         Minor Child

Date _________ Signed ______________________________________________________

                                         Minor Child

Date _________ Signed ______________________________________________________

                                         Minor Child

NOTICE OF PRIVACY PRACTICES

Burt Bertram, Ed.D., LMHC, LMFT

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

Confidentiality and privacy are cornerstones of the mental health professions.  As a client, you have an expectation that communication with me as well as documentation of your treatment generally be kept confidential and will not be released to others without your written authorization. One of the purposes of the Notice of Privacy Practices is to inform and educate you about the fact that there are exceptions to the general rule of confidentiality.  Many of these exceptions have existed for years; others are the result of laws and regulations being passed by the Florida legislature and by the federal government.  These laws and regulations are essentially statements of public policy.  My office policies and procedures, as well as the ethical standards of the American Counseling Association and the American Association for Marriage & Family Therapy (the two professional associations that guide my practice) are intended to shape my practice so that privacy and confidentiality are maintained, consistent with Florida law and the federal “Privacy Rule.”

1. Privacy Officer: I, Burt Bertram, am the privacy officer for this practice.  I am the one responsible for developing and implementing these policies and procedures.

2. Contact Person: I, Burt Bertram, am the contact person for this practice.  If a client needs or desires further information related to the Notice of Privacy Practices, or if a client has a complaint regarding these policies or procedures or our compliance with them, I am the person who should be contacted.

3. I will maintain documentation of all consents, authorizations, Notices of Privacy Practices, Office Policies and Procedures, trainings, and client requests for records or for amendments to records.  I will also document complaints received and their disposition.

4. In the event I should acquire an employee (clerical/administrative); I will train all employees regarding the importance of privacy and confidentiality.

5. Conversations regarding confidential material or information will take place in an area and in a manner where these conversations will not easily be overheard.

6. Client records will be kept in locked file cabinets in my office.  Client records will not be left in places where others are able to see its contents.  I will take steps to assure that client records are accessed only by me or by those in my employ with my permission, who may need to access them on my behalf or on the client’s behalf.

7. Computer and fax machines will be placed appropriately so that access is limited to office personnel and so that confidential information transmitted or received is not seen by others.

8. Information and records concerning a client may be disclosed as described in the Notice of Privacy Practices and in accordance with applicable law or regulation.  Generally, I will obtain a written authorization form the client (individual, couple, or family) before releasing information to third parties for purposes other than treatment payment, and health care operations, unless disclosure is required by law or permitted by law.

9. If mental health records are subpoenaed by an adverse party I will assert the psychotherapist-patient privilege (Florida Statute, Chapter 90.503) on behalf of the patient (client) and will thereafter act according to the wishes of the client and the client’s attorney, unless I am ordered by a judge (Court Order) or other lawful authority to release records or portions thereof.
10. To the extent that I keep mental health records electronically (e.g. on my computer), I will backup the computer files on a regular basis.
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11. I will keep client records for at least seven years from the date of last treatment.  With respect to the records of a minor, I keep those records for at least seven years or until the client is twenty-one years old, whichever is longer.  Thereafter, I may destroy client records.  When records are destroyed, they will be destroyed in a manner that protects client privacy and confidentiality.

12. I will attempt to find out from clients, as early as possible, whether they have any objection to me or others in my office sending correspondence to their residence (invoices or claim forms) and whether I am permitted to call them at their residence or elsewhere to change appointment times or dates, or to discuss matters related to their treatment.

13. If I share protected health information about a patient with third party business associates as part of my health care operations (e.g., a billing or transcription service), I will have a written contract with that business associate that contains terms that will protect the privacy of the client’s protected health information.

14. My duty to confidentiality and the psychotherapist-patient privilege survive the death of the patient (client); and therefore I will remain bound by my duty unless released by your legal representative.
15. You have the right to request restrictions on certain uses and disclosures of protected health information about you, such as those necessary to carry out treatment, payment or health care operations.  I am not required to agree to your requested restriction.  If I do agree, I will maintain a written record of the agreed upon restriction.

16. You have the right to inspect and copy protected health information about you by making a specific request to do so in writing.  This right to inspect and copy is not absolute – in other words, I am permitted to deny access for specific reasons.  For instance, you do not have this right of access with respect to my “psychotherapy notes.”  The term “psychotherapy notes” means notes recorded (in any medium) by a health care provider who is a mental health professional documenting or analyzing the contents of conversations during a private counseling session or a group, joint, or family counseling session and that are separated from the rest of the individual’s medical/mental health record.  The term “psychotherapy notes” excludes medication prescription and monitoring (not appropriate to my practice), counseling session start and stop times, the modalities and frequencies of treatment furnished, results of clinical tests, and any summary of the following items: diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date.

17.  You have the right to amend protected health information in records by making a request to do so in writing that provides a reason to support the requested amendment.  This right to amend is not absolute – in other words, I am permitted to deny the requested amendment for specific reasons.  You have the right, subject to limitations, to provide me with a written addendum with respect to any item or statement in your records that you believe to be incorrect or incomplete and to have the addendum become a part of your record.

18.  You have the right to receive an accounting from me of the disclosures of protected health information made by me in the past six years prior to the date on which the accounting is requested.  As with other rights, this right is not absolute.  In other words, I am permitted to deny the requested for specific reasons.  For instance, I do not have to account for disclosures made in order to carry out my own treatment, payment or health care operations.  I also do not have to account for disclosures of protected health information that are made with your written authorization, since you have a right to receive a copy of any such authorization you might sign.

If you need or desire further information related to this Notice or its contents, or if you have any questions about this Notice or its contents, please feel free to contact me.  As the Contact Person for this practice, I will do my best to answer your questions and to provide you with additional information.  Please advise me if you want to obtain a paper copy of this notice.
Directions to: 
Burt Bertram, Ed.D., LMFT, LMHC

525 Sheridan Blvd   Orlando, Fl 32804 (College Park section of Orlando)

Office: 407-426-8088   Cell: 407-399-2344

My office is located in my residence in the College Park section of Orlando. 
1) From Seminole County:  I-4 Traveling WEST
On I-4, get into Right lane - Exit I-4 on Ivanhoe Blvd 


(one Exit past Princeton)

At the end of the Exit Ramp, turn Left on to Lakeview St


(on Lakeview be mindful of frequent speed traps: 25 MPH)
Follow Lakeview (short distance)

Turn Right on Edwards Lane (4th street on Right)

Edwards Lane dead ends into Sheridan Blvd
Turn Left on Sheridan Blvd
House is on Right immediately upon turning

525 Sheridan Blvd (white house, circular driveway)

Park in street or in circular drive

2) From South Orlando and Attractions Area: I-4 Traveling EAST
Exit I-4 on Ivanhoe Blvd
Exit Ramp will lead you to Lakeview St


(on Lakeview be mindful of frequent speed traps: 25 MPH)
Follow Lakeview (short distance)

Turn Right on Edwards Lane (4th street on Right)

Edwards Lane dead ends into Sheridan Blvd
Turn Left on Sheridan Blvd
House is on Right immediately upon turning

525 Sheridan Blvd (white house, circular driveway)

Park in street or in circular drive

3) From Central Orlando/Edgewater Drive
Sheridan Blvd is located off the South end of Edgewater Drive

Heading South on Edgewater Drive through College Park
Sheridan Blvd is 2 streets past the College Park Post Office

Turn Left on Sheridan Blvd

525 Sheridan Blvd is one and one-half blocks on Left 

  (White house with circular driveway)

Heading North on Edgewater Drive from West Colonial Drive
Sheridan Blvd is on the Right after curves and just after 

    Edgewater Drive becomes four lane

Turn Right on Sheridan Blvd

525 Sheridan Blvd is one and one-half blocks on Left 

   (White house with circular driveway)

