
 

 

 
CLIENT INFORMATION  
Last Name:      First Name:    M.I.:   Nickname: 

Birth Date:      Age:    Sex: 

Street Address:        City:   State:   ZIP: 

Home Phone:     Cell Phone: 

Physician:      School or Occupation:      

Referred by: _____ Physician _____Friend _____Internet _____Other (please list): 

I give my consent to Bloom’s providers and/or staff to contact the following person in the event of emergency.  

Emergency Contact:    Relationship to Patient:   Phone Number:   

 

Counseling and Psychological Services 
 
Dr. Jenny Tarbox and Dr. Stephanie Ridel are licensed in the State of Indiana as psychologists, which authorizes them 
to provide psychological services (Indiana License 20042417A for Dr. Tarbox & 20042413A for Dr. Ridel). Such 
services may include and are not limited to assessment services, including tests and procedures, as well as therapeutic 
treatments. Dr. Tarbox and Dr. Ridel are ethically and legally bound to provide only those services for which they have 
a license and have been trained. Should you require any service for which Dr. Tarbox or Dr. Ridel is not qualified, they 
will refer you to someone with the required expertise. Your psychologist’s responsibility is to facilitate arrangements for 
referral. Your responsibility for continuity of care is to follow through with the best plan you can make based on all 
recommendations you gather. 

 
Consent to Treat 

 
I hereby request and authorize Bloom Psychology Services, LLC and its respective personnel to provide mental health 
services/treatment to me. I understand that mental health services/treatment may include psychological assessment 
and/or psychotherapy. I am agreeing only to those services that Bloom Psychology Services, LLC is qualified to provide 
within the scope of the provider’s license, certification, and training. I also understand that, at any time, I can terminate 
this consent for treatment by putting such request in writing.  
 
 
____________________________________________________________________________ 
Signature of Client           Date 

 
Policies and Procedures 

 
This document contains important information about Bloom Psychology Services, LLC’s professional services and 
business policies. Please read it carefully and feel free to ask if any questions that arise. When you sign this document, it 
represents an agreement between us.  
 
Confidentiality 
Confidentiality is a cornerstone of the therapist-client relationship. Therapy is most effective in the context of a trusting, 
supportive, confidential therapist-client relationship. In addition, ethical standards require that the psychologist’s work 
with you remains confidential.  



 

 

 
 
The only occasions in which the psychologist would disclose something discussed in treatment without your permission 
are as follows: 

• Child Abuse or Elder Abuse. Psychologists are mandated by law to report cases of suspected child abuse (of 
children and youth under age 18) and elder abuse (of adults over age 60) to the appropriate authorities.  
• Suicide. If you are in imminent danger of killing yourself, the psychologist will need to breach confidentiality 
in order to keep you safe. This may include informing family member(s) or taking action to see that you are 
admitted to a hospital. 
• Homicide. If you disclose that you are planning to kill or hurt someone, the psychologist is required by law to 
inform the police, inform the intended victim(s), and inform any other necessary individuals in order to prevent 
loss of life. 
• As mandated by law. For example, if the psychologist receives a subpoena, the psychologist may be required 
to submit your records as part of a legal proceeding.  

 
These situations are relatively rare. Should this occur in your case, the psychologist will make every effort to discuss it 
fully with you before taking any action. 
 
Contacting Bloom Psychology Services, LLC 
If you need to contact your psychologist between sessions, the best way to do so is by telephone. 
Although we are often not immediately available by phone, voicemail is checked on a regular basis. We will make every 
effort to return your call on the same day you make it, or by the next business day, with the exception of weekends, 
holidays, and vacations. If you are unable to reach your psychologist and feel that you cannot wait for your call to be 
returned, dial 911 or proceed to your nearest emergency room immediately.  
 
If you contact your psychologist via email, please note that email is used only for scheduling appointments. We do 
NOT conduct therapy through the Internet, and will NOT respond to questions related to your emotional or medical 
condition, except by telephone or in person. Please see Bloom Psychology Services, LLC’s social media policy 
statement for more information on the use of the Internet and therapy. 
 
Cancellations and Missed Appointments 
If you wish to change a scheduled appointment, we require that you do so 48 hours prior (in business days) to the 
appointment in order to avoid being billed for the session. Please note that if your appointment falls on a Monday, it 
must be changed by the prior Thursday; a Tuesday appointment must be changed by the prior Friday. Exceptions to 
this policy will be handled on an individual basis. Should two late cancelled or missed appointments occur in a row, 
payment of associated fees will be required to hold an appointment on your psychologist’s schedule. 
 
Professional Fees and Non-Covered Services 
In order to offer consistent quality care and to coordinate this care with other providers or organizations, your 
psychologist may need to provide complementary treatment activities that are not covered or reimbursed by your 
insurance company. Examples include telephone calls; email or phone consultation with other professionals in relation 
to your treatment (e.g., a prescribing physician, previous treating therapists); review of psychological reports and 
records; preparation of reports, letters, or documents for other providers or organizations; duplication of your medical 
records; and legal proceedings requiring your psychologist’s participation.  Complementary treatment activities that total 
less than 15 minutes per month will not be charged; complementary treatment activities that total more than 15 minutes 
per month will be billed directly to you at the pro-rated standard hourly rate.  If you have any questions regarding this 
policy, feel free to ask. 



 

 

 
If you ever have difficulties with your bill, please address your questions or concerns as soon as possible. If your 
account has not been paid for more than 60 days and arrangements for payment have not been agreed upon, Bloom 
Psychology Services, LLC reserves the right to use legal means to secure payment, which may include retaining the 
services of a collections agency or initiating a small claims suit.  

 
Insurance Reimbursement 
Payment (co-pay/co-insurance/deductible, etc.) must be made either by check, cash, or credit card at the 
time of your visit. Payment from your insurance company will be made directly to Bloom Psychology Services, LLC.  
 
Due to the increased complexity of health insurance in recent years, you are highly encouraged to call your 
insurance company prior to your initial appointment to fully clarify all important issues related to fees and 
financial responsibilities. Please notify your psychologist immediately as to any change in your health insurance, place 
of employment, home address, or other information pertinent to our records.  (Failure to do this may result in difficulty 
processing insurance claims and could disrupt your treatment.)   
 
The financial responsibility for your treatment is ultimately yours, or that of the responsible party who signs 
below. If required, Bloom Psychology Services, LLC will file claims for insurance reimbursement as allowed by your 
policy.  Bloom Psychology Services, LLC files primary insurance only.  Bloom Psychology Services, LLC files your 
insurance as a courtesy and therefore will file only two times for any given date of service.  Any monies remaining owed 
beyond this will be due from you.  Bloom Psychology Services, LLC will make available to you any documentation 
necessary to assist you in filing claims for reimbursement purposes (and/or for secondary insurance). 
 
Psychological Testing 
Payment for testing services is expected on the date of the provided service. Depending on your insurance policy, 
payment may include a co-pay, coinsurance, or fees applied toward deductible. Some testing charges are not covered by 
insurance; should this be the case for your evaluation, these charges will be reviewed with you prior to testing. In 
addition to the fee charged for testing, your psychologist will hold a testing feedback session with you to review the 
results in person and answer any questions you may have. Please note that the feedback session is a separate charge.                 
 
Please note that in rare circumstances, an insurance company may review a testing charge and refuse to cover it. In such 
cases, you will be financially responsible for all testing fees (including cases in which the insurance company deems the 
testing “not medically necessary”). You may choose to appeal the insurance company’s decision and seek 
reimbursement from the insurance company, but Bloom Psychology Services, LLC will not initiate such an appeal.  
 
Appointments for psychological testing typically last between two to four hours, depending on the battery of tests 
selected. Should you need to cancel your testing session, please give no less than 48 hours’ notice. If a cancellation 
occurs with less than 48 hours’ notice, you will be responsible for paying a late cancellation fee that is equal to 
25% of your overall testing fee.  (For example, if your testing fee is $500, you would be responsible for paying $125 
for a late cancellation). This fee is not covered by insurance.    
 
Late Payments 
There will a returned check fee of $25.00 should there be any problems clearing your check. If, for any reason, you do 
not pay your bill at the time of service or within 30 days from the date of your monthly invoice, a $35.00 late fee will be 
assessed for each 30 days that you do not pay. We understand that it can sometimes be difficult to stay on top of bills 
and payments. Thus, if you should have any concerns or questions about your fee or monthly invoice, please address 
them with your psychologist immediately.  



 

 

Authorization & Acknowledgements 
 
By signing below, I acknowledge that I have reviewed Bloom Psychology Services, LLC’s Policies and Procedures, 
understand the information included in this document, and freely choose to abide by its terms during our professional 
relationship. I am aware that a copy of this packet will be given to me if I ask for a copy. I can access this document at 
any time via the website at www.bloompsychologyservices.com.   
 
 
____________________________________________________________________________ 
Signature of Client          Date 
 
 
I hereby acknowledge that I have reviewed a copy of Bloom Psychology Services, LLC’s Notice of Privacy Practices of 
the Health Insurance Portability and Accountability Act (HIPAA) and understand the information included in this 
document. I am aware that a copy of this notice will be given to me if I ask for a copy. I understand that if I have 
further questions regarding the Notice or my privacy rights, I can address these questions to Bloom Psychology 
Services, LLC.  
 
 
____________________________________________________________________________ 
Signature of Client          Date 
 

Consent to Use Email Communications 
 
Bloom Psychology Services, LLC uses a secure, HIPAA-compliant email service provided by LuxSci to send 
and receive emails.  
I hereby agree to sending and receiving from Bloom Psychology Services, LLC email communications as part of my 
comprehensive treatment. I understand that I will need to register my email address with LuxSci in order to send and 
receive the communications within a secure, confidential environment. I understand the risks of sending Protected 
Health Information (PHI) through email, and with this agreement I am accepting these risks to my PHI. I accept that 
Bloom Psychology Services, LLC shall not be held responsible for any exposure of email communications at my home 
or place of employment, depending on the location of my email address. I also understand that email communications 
can fail in their transmission, and I agree to contact Bloom Psychology Services, LLC if I have not obtained a response 
from my email communication within three business days. I also agree to never use email communications for 
emergency situations, and to call the office directly with any emergencies. I understand that I can terminate this 
agreement at any time by informing Bloom Psychology Services, LLC in writing. With my signature, I believe that the 
benefits of using email communications for my healthcare outweigh the security risks.  
 
____________________________________________________________________________ 
Signature of Client          Date 
 
 
Email Address: _____________________________________________________ (please print) 

 
 
Bloom Psychology Services, LLC may leave messages at the following number: _______________  
 

http://www.bloompsychologyservices.com/


 

 

Financial Agreement – Responsible Party 
 
*This section of the Registration Packet is necessary only in cases where the responsible party is someone other than the patient. If the patient 
is the responsible party, there is no need to complete this section.  
 
As the responsible party for the patient indicated below, I understand and freely agree to the following:  
 

• Payment arrangements must be made by the responsible party prior to the initial visit. This may include the 
responsible party completing the Credit Card Authorization Form.   

• All treatment fees (including fees associated with psychological testing and fees for all appointments not cancelled 48 
hours in advance) associated with the patient named below remain the responsibility of the responsible party who signs 
this Financial Agreement.  

• The responsible party is required to maintain prompt payment of bills associated with the patient’s treatment. 
Account balances due after 60 days from the date of service will prompt the account to be reviewed for collections.  

• If the account is turned over to a collection agency, the responsible party must resolve the unpaid balances with the 
agency.  
 
By signing below, I acknowledge that I have reviewed Bloom Psychology Services, LLC’s Policies and Procedures and 
the information above in the Financial Agreement – Responsible Party section of the registration packet, understand 
the information included in these documents, and freely choose to abide by their terms. I agree to act as the 
Responsible Party for the Patient listed below and assume sole financial responsibility for services rendered, including 
responsibility for all appointments not cancelled 48 hours in advance.  
 
 
_________________________________________ ______________________  
Patient Name          DOB  
 
_________________________________________ ______________________  
Responsible Party (please print)         Responsible Party’s SS#  
 
_________________________________________ ______________________  
Relationship to patient          Responsible Party’s DOB  
 
________________________________________________________________  
Address of Responsible Party 
 
________________________________________________________________  
City/State/Zip 
 
_________________________________________  _______________________  
Home/Cell Phone          Work Phone       
 
_________________________________________ ______________________  
Signature of Responsible Party         Date  
 
*A Release of Information may be required if the Responsible Party is someone other than client*  


