
SHELLEY WHITE, M.Ed, LPC  PC 
5410 S. Bell St, Bldg B, Ste 414 

Amarillo, TX  79124 

806-670-3755     806-383-8789 (fax) 

 

Dear Patient/Family, 

Thank you for making an appointment in our office.  Please complete the enclosed forms.   We 
will also need a copy of your insurance on your first appointment. 

We strongly recommend that you call your insurance company and verify coverage for Mental 
Health Benefits.  

Keeping appointments is very crucial for proper treatment.  If for any reason you cannot keep 
your scheduled appointment, it is your responsibility to cancel/reschedule the appointment at 
least 24 hours in advance.  Not doing so will make you liable for missed appointment charges. 

Please be aware that Shelley White, LPC, PC has the right to dismiss any patient from  her care 
if three appointments have been missed without notice; or for non payment. 

If you have any questions, please do not hesitate to call me at 806-670-3755. 

Thank you. 

Shelley White, LPC, PC 



[NAME OF PRACTICE] 

REGISTRATION FORM 

 
 

(Please Print) 

 

Today’s date: Primary Physician: 

PATIENT INFORMATION 

Patient’s last name: First: Middle:  Mr. 
 Mrs. 

 Miss 
 Ms. 

Marital status (circle one) 

 Single  /  Mar  /  Div  /  Sep  /  Wid 

Is this your legal name? If not, what is your legal name? (Former name): Birth date: Age: Sex: 

 Yes  No    /      /   M  F 

Street address: Social Security no.: Primary Phoneno.: 

  () 

P.O. box: City: State: ZIP Code: 

    

Occupation: Employer/School: Employer phone no.: 

  (           ) 

Do you prefer to be notified by Text, Phone or Email (please check all that 
apply): 

Text  Phone  Email Referred By: 

Current Medications:  

 

INSURANCE INFORMATION 

(Please have your insurance card ready) 

Person responsible for bill: Birth date: Address (if different): Home phone no.: 

 /         /  () 

Is this person a patient here?  Yes  No   

Occupation: Employer: Employer address: Employer phone no.: 

   (          ) 

Is this patient covered by insurance?  Yes  No  

Please indicate primary insurance      

      

Subscriber’s name: Subscriber’s S.S. no.: Birth date: Group no.: Policy no.: Co-payment: 

         /       /   $ 

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

Name of secondary insurance (if applicable): Subscriber’s name: Group no.: Policy no.: 

    

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

 

IN CASE OF EMERGENCY 

Name of friend or relative: Relationship to patient: Home phone no.: Work phone no.: 

  (          ) (          ) 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially 
responsible for any balance. I also authorize [Name of Practice]or insurance company to release any information required toprocess my claims.  I understand 
that each appointment time is reserved for only one person or family. Appointments must be cancelled 24 hours in advance to avoid a $25 charge. I am aware 
that all charges/copays are due and payable at the time of each visit and that I am responsible for full payment.  I understand there may be a fee for copies of 
medical records.  Returned check fee is $25.00.   

     

 Patient/Guardian signature  Date  



HIPAA NOTICE OF PRIVACY PRACTICES 

Shelley White, LPC, PC 
5410 S. Bell St, Bldg. B, Suite 414 

Amarillo, TX  79109 

 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN OBTAIN ACCESS TO THIS INFOMRATION. PLEASE 
REVIEW IT CAREFULLY. 

We are required by law to maintain the privacy of protected health information, and to inform 
you our privacy practices and legal duties. You have the right to obtain a paper copy of this 
notice upon request.  We have designated a Privacy Officer to answer your questions about our 
privacy practices, and to insure we comply with applicable laws and regulations.  The Privacy 
Officer also will take your complaints and give you information about how to file a complaint. 

Our Privacy Officer is:  Joel White, 806-670-3757. 

We may use and disclose your protected health information to provide treatment, obtain 
payment for services, and to complete health care operations: 

We may not disclose any information about you unless you authorize the disclosure in writing, except as 
specified:   

• We may disclose information about you if a court orders such disclosure, 
• We may disclose information about you in a medical emergency to permit you to receive needed 

treatment or to keep you safe, 
• We may disclose information about you for purposes of program evaluation or audits, 
• We may disclose information about you if you commit a crime on our premises or against any 

person who works for us, or if you threaten to commit such a crime, 
• We are required to disclose information about you if we suspect child abuse or neglect. 

We may use or disclose information from your records to obtain payment for services you receive. We 
may provide treatment review which include information from your record to insurance companies which 
require such documentation to preauthorize services. 
We may use or disclose information from your records to allow health care operations.  These operations 
include activities like reviewing records to see how care can be improved, contacting you with information 
about treatment alternatives, quality assessment activities, employee review activities, training of new 
employees, licensing, and conducting or arranging for other business activities. \You name may be called 
if you are in our reception area.  We may contact you to provide appointment changes and confirmations 
of appointments; however, you are responsible for remembering your appointments. 
Communication between a psychotherapist and patient in treatment is privileged and may not be 
disclosed without your permission, except as listed above. 

 

 

 

 



Your Rights: 

HIPAA ensures a set of patient rights. Patient Rights under HIPAA are given to give them the right to 
more information and also to be in control of their own health information. Accordingly, the following 
are the Patient Rights under HIPAA: 

The Right to Receive a Notice of Privacy Practices (NPP):Patient Rights under HIPAA begin with 
the patient's right to receive a Notice of Privacy Practices. An NPP is a record or notice of the kind of 
information about the patient that is going to be shared. This is a primary Patient Right under HIPAA, 
as it describes in full how the medical information about the patient is going to be disclosed or 
shared with others. An NPP typically includes the patient's authorization for using this data, a section 
which will alert the patient's friends or relatives about a treatment, and many other important data. 

The Right to Access Protected Health Information (PHI): The patient has a right to access the 
PHI relating to her. The patient can obtain a copy of the PHI that is contained in the patient records 
for any ailment except psychotherapy and for records that are legally restricted. 

The Right to Amend PHI: Data contained in the PHI can be amended. This is among the Patient 
Rights under HIPAA, but the Covered Entity can deny this request, subject to some conditions. 

The Right to an Accounting of Disclosures of PHI:This is another of the Patient Rights under 
HIPAA, whereby patients can receive an accounting of the disclosures about the patient records 
made by the Covered Entity over the past six years from which the request to exercise this right is 
made. 

The Right to Request a Specified Method of Communication: Another of the Patient Rights 
under HIPAA; the Right to Request a Specified Method of Communication means that the patient 
has a right to choose or prefer what form of communication she likes being made to her by the 
Covered Entity. Some patients may choose to get notifications by mail, others by post, and so on. 

The Right to Request Restrictions on Use and Disclosure of Health Information: This is 
another of the Patient Rights under HIPAA, whereby the patient can choose to restrict the type of 
person or entity with whom she chooses to disclose her personal health information. This Patient 
Right under HIPAA gives the patient the right to restrict the use and disclosure of her health 
information. 

Your signature below is acknowledgement that you have received this Notice of Privacy Practices 
and accept these practices. 

 

 
 
_________________________    ______________________________                ___________ 

Print Name                                        Signature                                                              Date 

 


