Pamela Horton, Ph.D., P.C.

Welcome to my practice. | look forward to meeting witu and assisting you to accomplish the goals that ydorset
yourself. We've scheduled your appointment(s) so pleage mae they are on your calendar. If you have anyigusst
please call (512) 931-2162.

The forms that | am asking you to download and comgleterery important in helping us get off to a fast start and
accomplish your goals as soon as possible. Please dowodoaplete and mail your paperwork to me prior to yout firs
appointment. The mailing address is Box 1087 Georgetown78&27. Should you have any questions, please call me at
512/931-2162. If for any reason, you do not wish to or choos& download these forms, please call so that you ca
make arrangements to pick them up prior to your fiist.vi

Cancellation Policy:

My office policy requiresl8 hours notice to cancel or reschedule an appointment without chiggepolicy was
established to underscore the importance of keepingspiveduled appointments so that the best treatment can be
provided.

Should you need to postpone an appointment, please call améke those arrangements at least forty eight hours in
advance.

Otherwise_you will be billed for the appointment.

Directions to my office

From south of Georgetown:

Take IH-35 North to th@61-A exit(Lake Georgetown Exit).

Turn left at the overpass.

You are now oWilliams Drive.

You will go through the light aRivery.

Turn left on Parkway, the first street on the left ghstlight atRivery.

My office is the white building with the blue trim on yourtlethe address is 168illiams Drive
Park in the marked areas.

My office is Suite & My name is on the door.

Enter, make yourself comfortable. | will be with you at yappointment time. If you have not mailed it,
please bring all completed paperwork with you.

CoNoRrWNE

From north of Georgetown:
1. Take the262 exit(Lake Georgetown Exit) off IH35 South.
2. Turn right ontowilliams and follow directions from #4 above.
| certainly look forward to meeting and working with you.
Be well,

Pamela Horton, Ph.D.



Pamela Horton, Ph.D., FPPR, PC

Clinical Psychologist

CLIENT INFORMATION

Name: Work:

Address: Address:

City/Zip: City/Zip:

e-mail:

Phone: Phone:

Birthdate: Age: Sex: SS#:

Driver's License Number Marital Status:

State: Spouse (name): Age:
Children: Age: Sex: Work:

Emergency Contact:

Name: Relationship:

Phone: (Day) (Evening):

Current Status:

Previous therapy/with whom/year:

Reasons for seeking therapy at this time:

Have you considered suicide? How long, or often, or recent?

If you have ever decided upon suicide, list the method(s) you have considered using:

List your three main fears:

1)

2

3

Circle any of the following stresses that apply to you:

Indecisive Panic attacks Headaches Suicidal ideas Anxious
Confused Insecure Insomnia (pm/am) Can't concentrate Explosive
Can't make/hold friends Job problems Bowel disturbances Nightmares Palpitations
Shy Tremors Dizziness Reclusive Over ambitious
Tense Discouraged Often angry Fainting spells Depression
Home situation bad Memory Problems Fatigued often Can't keep job Cannot relax

Stomach trouble
Fearful Feel driven

Financial problems

Feel inferior
Decreased appetite

Sex problems
Lonely

Short of breath

| understand that | am fully responsible for any and all payments to Pamela Horton, Ph.D. | authorize Pamela
Horton. Ph.D. to release pertinent information to insurance company(ies) in order to expedite claims

processing should this be necessary.

Signature

Date

Texas mailing address: Box 1087, Georgetown, TX 78627
888-996-4700 Fax: 724/238-1279 mail@drpamelahorton.com




LICENSING INFORMATION

The services you receive from me, Pamela Horton, Ph  .D., represent services licensed by the Texas State
Board of Examiners of Psychologists. My Clinical P sychology license number is 25250. My Ph.D. is in
Clinical Psychology.

INSURANCE INFORMATION

Many insurance companies will cover my services. H owever, it is up to you to pursue that information
with your insurance company. You bear the ultimate responsibility of payment for services rendered.

If | am a member of the provider network for your p  articular insurance company, | will file insurance
claims for you. All other insurance is filed on a c ase by case basis. This matter will be discussed wi  th
you during your initial intake.

CONSULTATION

Periodically, | consult with Kevin McFarley, Ph.D., Clinical Psychologist; Shirley O. Reisinger, Ph.D. |
Clinical Psychologist; Shani Alam, M.D., Psychiatri st, and with Ingrid Schmidt, M.D., Psychiatrist, in

order to provide my clients with the best treatment possible. For that reason, a therapy session may
occasionally be audio taped, with your knowledge an d permission. Your signature indicates that you

agree that | have permission to discuss your treatm ent with the four people named above. These
professionals' training, professional reputations, and concern for clients has warranted my trust in t heir
abilities to consult concerning my clients should t he need arise.

FEE INFORMATION

As work is begun, it is important that you understa nd fee arrangements. You may be asked to take

some tests here in the office and you will complete some tests and other evaluative tools at home. | will
then review all the information, conduct a thorough history with you here in the office, and then take all
the information into account as | interpret the tes ts you take and design your treatment program. Thi S

process is time-consuming for you and for me in the beginning; however, | have found that it ultimatel y

saves you time and money in that your treatment pla  n is individually designed and treatment is more
focused.

The fee for an 80-minute diagnostic interview is $2  25.00. This fee includes a thorough psychosocial
history interview here in the office plus diagnosti c tests that you will complete at home and that Iw il
review and interpret when they are returned. Ifte  sts are conducted at the office the fee is $200.00  for
the testing and $140.00 or $210.00 for the intervie  w. Cost of the interview is based on the length of the
session.

My fees are as follows:
$140.00 per 50-minute session for an individual
$150.00 per 50-minute session for a cou ple or family
$210.00 per 75-minute session

Should a session extend beyond the stated time, ap  rorated fee will be charged. You will be responsib  le
for paying for the extended session by the beginnin g of your next regularly scheduled session.

Home visits and hospital calls are billed with time beginning when | leave the office and stopping whe nl
return to the office. Per minute rate is $2.80

Telephone calls over five minutes in length will be billed at $2.80 per minute after the first five mi  nutes.
Consultation over the telephone should be limited t 0 emergency and/or stabilizing situations and
notifications of appointment changes.



Payment for all sessions is due prior to leaving ea  ch session, and can be made via cash, personal
check, and/or Visa/Mastercard.

Should you ever have questions concerning fees or b illing, a separate appointment will be scheduled to
discuss your questions. You will not be charged fo r that appointment.

OVERDUE BALANCES

If the balance for an account becomes overdue (ism  ore than 30 days old) and if there is not a written
agreement in place concerning payment arrangements that is specific to your situation, then a 5%
administrative fee will be applied monthly to the u npaid balance. If the balance becomes more than 60
days old without payment (excepting a written agree ment specific to your situation), then the account
will be turned over for collection. At that time, a minimum of a $50.00 fee will be added to the balan ce
due to help cover collection costs.

APPOINTMENTS

Appointments for the month are made at the beginnin g of each month so that you can appropriately
arrange your schedule.

Your appointment is time set aside for you and you alone. Should you miss a scheduled appointment
without giving 48-hours notice, you will be billed at the full rate for the appointment. Your insuranc e
company will not pay this cost. Payment for a misse d appointment can be made in the ways listed
below. Please initial beside the one that you auth  orize should this occur:

Should I fail to give 48 hours notice to cancel an appointment, you can bill my Visa or Mastercard
The card number is , expi ration date . My signature at the end of
this document authorizes this expenditure.

Please bill me and | will pay upon receipt.

Exceptions to this policy are very limited. Please note that the only acceptable way to cancel an
appointment is via telephone with a request forar  eturn call to verify receipt of the message.
Appointments canceled by letter or e-mail cannot be assured of reaching this office in a timely manner
and are therefore unacceptable ways to cancel an ap  pointment.

E-MAIL

E-mails should be limited due to confidentiality is sues. The Internet is not secure and information se  nt
via e-mail can never be guaranteed to reach the rec ipient, to arrive in a timely manner, or to be read in a
timely manner. Please do not use e-mail to cancel a  ppointments. Please limit e-mails to material that

you would not care for others to see. Due to time ¢~ onstraints, | can deliver only very brief answerst o
succinct, pointed questions..

TREATMENT COMPLETION/TERMINATION
The goal for therapy is to feel better and live lif e more effectively. Sometimes the process is quite rapid.
Sometimes, this process is quite tedious and feels as if it will "go on forever". The bottom line is that

you are the one who determines the length of yourt  herapy.

If you seek multiple session therapy, there may be times in the course of your therapy that you want t 0
stop treatment. The reasons are many. The followi  ng are some of the reasons which may cause you to

want to stop treatment: feeling upset with your the rapist, having a conflict with your therapist, feel ing
that you are not making progress, feeling that your therapist is "too nice" and does not help you to p ush
yourself, having financial problems, feeling too em barrassed to talk about certain things, wondering i f

this is doing you any good, expecting rapid and dra matic change, improving and then sinking back into
old feelings, getting better really fast. These ar e just a few of the reasons that clients may quitt  herapy
before the work is done.



| respect your right to cease therapy at any time. It is better when treatment completion/termination is
discussed between therapist and client. It is best that this discussion take place during a scheduled
therapy session.

If we are not in agreement that termination of trea  tment is appropriate, | will offer you my professio nal
opinion as to the reason termination is inappropria te. If you are still of the opinion that stopping your
therapy is appropriate, it becomes your responsibil ity at that point to decide whether you want to

pursue therapy with someone else and if so, to loca  te someone with whom you feel comfortable

working. Our therapist/client relationship ends at the conclusion of our discussion. Again, it is be st
that this discussion take place within the schedule d therapy

appointment, not over the telephone or in a letter.

Please let me know your feeling at this time by ini  tialing one of the statements below:

___I make a definite commitment to speak with Dr. H  orton in person during a regularly scheduled
therapy session before | make any decision to endt  herapy.

| am uncertain of my willingness to make such a commitment.

I am not willing to make that commitment.

EMERGENCIES

This is a private practice and subject to the limit ations of a private practice.  There is no one on call 24-
hours per day.

In the unlikely event that you experience a psychol ogical emergency outside the treatment sessions,
you may reach me at 512/931-2162. My answering mac hine will give you my cell phone number. If | am
away from the telephone, I will be checking message s periodically and will return your call within 24

hours. If | am out of town, the message on my offi ~ ce answering machine will tell you who is taking ca lIs
for me. However, even that person will be a privat e practitioner and may not be able to get back with
you immediately. If you feel that you cannot stabi lize yourself while waiting for my return call or if you

have no one available to help you immediately andy  ou feel in physical danger, call 911 for assistance

If you or an emergency team decides that hospitala ~ dmission is advisable, | recommend St. David's
Hospital in Austin. If you simply need to talk to someone for stabilization, and | cannot be immediate ly
reached, call the 24-hour Crisis Hotline at 472-435 7.

If you feel that you will need more readily availab  le help, then working with me under these
circumstances is not in your best interest. Please locate someone in a group or hospital practice wit h
whom you will have more accessibility.



CONFIDENTIALITY

Texas law provides for confidentiality between prof

1. When a client has waived his/her right to confid
2. When a client brings proceedings or litigation a
malpractice, or

3. When an insurance company requests information r

4. When ajudge finds that a client, after having b

or
5. When disclosures from a client's file is relevan

6. In any proceeding regarding the abuse or neglect

of an "institution" as defined by law, or
7. When there is reason to believe that a client is

believe the client has committed an illegal and let

8. When there is reason to believe that a client is
person in his/her care, or

9. When there is reason to believe that a minor or
persons, or

10. When there is a criminal case against a client.

t in any suit affecting the parent-child relationsh

essional and client with the following exceptions:

entiality in writing, or
gainst a professional, including but not limited to

elating to their client's claim, or

een informed that communications would not be
confidential, has made statements to the professio

nal in the context of a court ordered examination,

ip, or
or the cause of any abuse or neglect of a resident

a danger to self or others, or there is reason to
hal act against another, or
abusing and/or neglecting a minor child or elderly

elderly client is being abused by a person or

CELLULAR PHONE

Occasionally, | am forced to conduct some of my bus

phone. By their very nature, cellular phone calls
overhear a call, either accidentally or by his or h
answering emergencies concerning clients.

iness, including client management, over a cellular

are not private. Occasionally, someone else can
er design. | limit the use of my cellular phone to

IF MY OFFICE NEEDS TO REACH YOU

Please initial beside the statements to indicate yo

_____Dr. Horton or her office staff can leave a mess
_____Dr. Horton or her office staff can leave a mess
_____Dr. Horton or her office staff can leave a mess

Dr. Horton or her office staff can leave a mess
service.

ur preferences should | need to contact you.

age for me with someone at my home number.
age for me on my home answering machine.
age for me with someone at my work number.

age for me with my office voice mail or answering

THERAPY OUTCOMES

Therapy outcomes can never be guaranteed. However,
shown that some form of psychotherapy is better tha

types of treatments that I utilize will be explained
any questions that you desire about them.

The work that we do together will in all likelihood

pleased with these changes. In the process, howeve
changes which cause you and those with whom you ass
any other changes, uncomfortable because they are n

comfort level begins to increase. Prior to beginni
those people significant to you and please feel fre
outcomes of therapy.

various studies conducted over the years have
n none in most cases of mental distress. The

to you as we work together, and you are freetoas  k

bring about changes in your life. You may be quit e

r, there may be some unpleasant feelings and some
ociate some distress. Normally, these are like
ew, but when they become a part of you, the

ng therapy, please discuss these possibilities with
e to ask me any questions concerning potential



SELF HELP

You are probably making a decision to enter therapy because you are uncomfortable with some areas of
your life.

The purpose of our work together is to help you to function in life in more comfortable and productive
ways. During the therapy process you may begin to feel better because you solve a personal problem,
because you appreciate the support of a therapistw  ho understands and approves of you, because you
take some sort of medication which helps, and/or be cause you do things to help yourself between
therapy sessions.

People who help themselves between therapy sessions usually make the most rapid gains. Those
unwilling to help themselves between sessions many times show slower and less improvement. You
may be asked to do some self-help assignments betwe  en sessions which might include schedules of
daily activities, mood logs, checklists of various kinds, reading books and/or articles, various types of
self-assessment tests, feedback forms concerning yo ur therapy, keeping a notebook, taping your
sessions for later review, and other similar activi ties.

It is important that you decide whether you are wil ling to make an effort to help yourselfasaparto  fyour
treatment. Please indicate your decisions with ini tials at the appropriate statements below.

___Yes, lunderstand that Dr. Horton emphasizes self  -help as a key to personal growth and | am willing
to do things between sessions to help myself.

No, | do not agree that self-help is an importan  t key to personal growth.
We need to discuss this matter further.

No, I am unwilling to do self-help assignments.

WHAT IF YOU HAVE A COMPLAINT?

Should you have a complaint about the therapeutic p rocess, | would appreciate the courtesy of your
letting me know. At that time, | will schedule ac  omplimentary appointment, outside your therapy

session, to discuss the complaint with you. Every effort will be made to reach a satisfactory resolut ion
to your complaint. If resolution is not forthcomin g, you then have the option of registering an offic ial
complaint with the Texas State Board of Examiners 0 f Psychologists. Of course, if you choose not to
consult with me first, you still have the option of registering your complaint with the Board.

WHAT YOU CAN EXPECT FROM DR. HORTON

| am a facilitator. Itis my job to help you to ac  cess your own personal strengths and resources to s olve
your own problems. You are the most important ingr edient in a successful outcome. You will receive

my undivided attention during your sessions. My go al is to help you realize that you are capable and
self-sufficient, able to problem-solve and face the challenges of life in ways that will be beneficial to you
and to others. My goal is for you to utilize my ser  vices only as long as you need them and no longer.

Successful treatment depends upon rapport and coope ration between therapist and client, and it is
important to realize that honesty and forthrightness in dealing with your issues will speed resolution.

Please feel free to ask any questions about the abo  ve information or any other matter which comes to
mind at this time or at any time during our work to gether.

Below, please sign and date to indicate that you un  derstand and are willing to accept the terms of you r
association with me as detailed on the previous pag es.

Signature Date



Notice to HMO Patients

Texas law protects your access to medical care.

If you are not satisfied that your HMO is providing you with the medical services you need, you should
write or call your HMO to complain. If your complaint is not resolved to your satisfaction, you have the
right to request that your complaint be reviewed by a panel that is made up of members who have not
been previously involved with your case. THE HMO MUST MAKE THIS PANEL AVAILABLE TO
YOU.

If you want to know if you have other rights, call your HMO.

For more information call:

Texas Department of Insurance
HMO Complaint Helpline
1-800-252-3439

In Austin, Call 463-6515
Servicio en espanol

AVISO PARA LOS PACIENTES DE HMOs

La ley de Texas protege el acceso a los servicios medicos de todo paciente que recibe servicios
medicos como miembro de una Organizacion de Mantenimiento de Salud (HMO).

Si usted no esta satisfecho con su HMO acerca el cuidado medico que usted cree que necesita,
escriba o llame a su HMO para quejarse. Si la queja no se resuelve a su satisfaccion, usted tiene el
derecho de pedir que su queja sea revisada por miembros de un panel que no han estado implicados
en su caso en el pasado. EL HMO ESTA OBLIGADO A PONER ESTE PANEL A SU DISPOSICION.

Si quiere saber si tiene otros derechos, llame a su HMO.

Para mas informacion llame al:

Texas Department of Insurance

HMO Complaint Helpline (Linea de ayuda para quejas)
1-800-252-3439

En Austin, llame al: 463-6515

Servicio en espanol
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