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New Patient Registration Form

Patient Name:
(First) (Last)

(City) (ZIP Code)

Birthdate:

Address:

Phone:

Email Address:

Current Medication:

Have you been in therapy before:

Marital Status:

Spouse Name & Cell Number:
(If Applicable)

Children:

Available/private number for me to call you on AND leave messages:

If so, how many and ages:
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CREDIT CARD AUTHORIZATION

CREDIT CARD AUTHORIZATION

I, the undersigned, authorize Justine Weber, Psy.D. to charge my credit card the morning of service for this and all future 
appointments as well as in the event that I (or the party for whom I am financially responsible) fail to show for a scheduled 
appointment, or do not notify Justine Weber at least 24 hours in advance for a cancelled appointment. Furthermore, for outstanding 
payments of services rendered, I authorize Justine Weber, Psy.D. to charge my credit card for the full amount due. I agree to not 
dispute charges for any of these reasons. I further authorize Justine Weber, Psy.D. to disclose information about my attendance and/
or cancellation to my credit card company if I dispute a charge. This form will be securely stored and may be updated upon request.

Card Type (please circle one):       Visa      /      MasterCard      /      Discover      /      American Express

Patient Name:

Card #:               Expiration Date:

Security Code (3-digit code on the back of card or 4 digits on front of AMX):       Billing Zip code:

Name (as printed on card):

Signature:

Date:         (Patient or financially responsible party)

*Please note, your credit card will be charged if the following conditions apply: (a) appointment is kept, (b) no-show for a scheduled 
appointment, (c) cancellation less

Patient Signature: Date:
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Consent To Treatment

Patient Signature: Date:

Please read the following information carefully:

CONFIDENTIALITY:

** It is a legal and ethical obligation, as well as basic common sense that requires therapists to protect their patients privacy by not 
revealing the content of the psychotherapy session to any 3rd party without patient’s written permission. Psychologists are obligated 
to protect clients from unauthorized disclosure that is revealed in the context of the professional relationship.

However, there are 3 exceptions to this law you should know about.

1. If you report to me that you are currently or have been the perpetrator or the victim of child abuse or molestation, Psychololgists 
are mandated reporters by law to report to proper authorities.

2. If you communicate a serious threat or physical violence against a reasonably identifiable victim or victims. If you indicated to 
injure or take your life or someone else, Psychologists are mandated to notify potential helpers or victims.

3. If you are a minor, we may keep your parents or guardians informed of your progress if they inquire. Details will not be revealed 
unless you are informed beforehand and give permission to do so.

** FEES :  Payment for session is due at each session. .  Cancellations must be made 24 hours before a session or full payment will be 
required  (if you do need to cancel, please leave a message or text me on my phone service (949) 423-9426 and not by email 
because I do not check them daily.
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Consent To Treatment

Patient Signature:

Patient Signature:

Date:

Date:

Couples Informed Consent to Treatment

We understand that couples therapy begins with an evaluation of our relationship, past and present. We will decide whether we wish 
to begin couples therapy with Dr. Weber. We understand that because of the commitment of time and money, plus the potential 
impact on us and others, it is important to make an informed choice for a couples therapist.

We have read and understand the potential limits of confidentiality, including those imposed by Dr. Weber’s policies and by state 
law, and we have received a copy to keep.  [If we have dependent children, we have read and understood the potential limits of 
confidentiality regarding access to records in child custody cases].

We understand that the information discussed in couples therapy is for therapeutic purposes and is not intended for use in any legal 
proceedings involving the partners. We agree not to subpoena Dr. Weber to testify for or against either party or to provide records in 
a court action.

We understand all policies as described on the PATIENT INFORMATION sheet and accept them as conditions for entering into couples 
therapy with Dr. Weber.

We understand that while working as a couple, anything either of us might say to Dr. Weber individually, whether by phone or in an 
individual session, will be held confidential and will not be shared with the spouse/partner without the individual’s consent. Dr. Weber 
prefers to keep couples sessions ONLY together and not individually with Dr. Weber. Everything that is said in couples counseling 
should be shared together and not individually.

We agree to pay for all services provided by Dr. Weber, including any charges not fully reimbursed by the insurance company. 
We understand that Dr. Weber does not accept insurance company. We agree to pay Dr. Weber’s full fee if we fail to cancel 
appointments in advance (24 hours). It must be a 24 or more cancelation to not be responsible for the fee. Please text or call Dr. 
Weber’s cell at (949) 423-9426

By signing below, we agree to accept couples therapy from Dr. Weber and accept full responsibility for payment for such services.
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Patient’s Name:

This client was seen in psychotherapy as indicated below. Each date represents a full session unless otherwise indicated.

Please reimburse the  client  directly for the portion covered by his/her insurance policy.

Thank you.

Dr. Justine Weber, Psy.D
California Licensed Psychologist
License Number: PSY 31335

DSM-V Diagnosis:

Charges include:

Procedure Code:

A. For ICD-10-CM:

B. For other services as specified:

The total charge for all of the above services were $

Service Charge

at $ per session:

Client Signature (if necessary):

Signed: Date:
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Notice Of Privacy Practices

Notice: The Privacy Rule is a federal regulation under the HIPAA statute that sets minimum standards for your disclosure of patient 
information to third parties:

Introduction:

I, Dr. Justine Weber, the Covered health care provider who has direct treatment relationships with patients, must give those patients 
the written Notice of Privacy Practices the first session. Covered providers must make a good effort to obtain the patient’s written 
acknowledgment of receipt of the Noticinquire if they understand the form. The Notice acknowledgment process is intended to 
provide an opportunity for the patient to engage in a discussion with Dr. Justine Weber, the Covered Health Care Provider about 
privacy. At the very least, I hope this process is intended to draw some attention from the patient to the information of the Notice.

This information describes how medical information about you may be used and disclosed, and how you can get access to this 
information .

PLEASE REVIEW THE INFORMATION....

What is “Medical Information or protected health information”?

• The term “medical information” is synonymous with the terms “personal health information” and “protected health    
information” for purposes of this Privacy Notice.

I am a California licensed Psychologist who provides mental health services to patients. I create & maintain treatment records 
that contain individually identifiable health information about you. These records are generally referred to as “medical records” or 
“mental health records,” and this notice, among other things, concerns the privacy and confidentiality of those records and the 
information contained therein.

What is PHI?

The Privacy Rule applies to protected health information (PHI). The Rule defines PHI as:

• Information that  relates to : the past, present or future physical or mental health condition of a patient; providing health care to a 
patient;  or  the past, present, or future payment for the patient’s health care;

• That identifies the patient or could reasonably be used to identify the patient;
• Is transmitted or maintained in any form or medium.
• Health information is not considered PHI if it does not identify a patient and provides no reasonable basis for identifying a patient.
• The term in bold, “relates to,” makes the definition much broader than the traditional definition of “patient records.” Thus patient 

contact information—even when not accompanied by information regarding treatment—is PHI.

Federal privacy rules (regulations) allow health care providers (Dr. Justine Weber) who have a direct treatment relationship with the 
patient (you) to use or disclose the patient’s personal health information, without the patient’s written authorization, to carry out the 
health care provider’s own treatment, payment, or health care operations. I may also disclose your protected health information for 
the treatment activities of any health care provider.

Examples of Uses and Disclosures Without Your Authorization:

I may be required or permitted to disclose your personal health information (e.g., your mental health records) without your written 
authorization. The following circumstances are examples of when such disclosures may or will be made:
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•  If disclosure is compelled by a court pursuant to an order of that court
•  If disclosure is compelled by a board, commission, or administrative agency for purposes of adjudication pursuant to its lawful 

authority
•  If disclosure is compelled by a party to a proceeding before a court or administrative agency pursuant to a subpoena, 

subpoena duces tecum (e.g., a subpoena for mental health records), notice to appear, or any provision authorizing discovery in 
a proceeding before a court or administrative agency.

• If disclosure is compelled by a board, commission, or administrative agency pursuant to an investigative subpoena issued 
pursuant to its lawful authority.

• If disclosure is compelled by an arbitrator or arbitration panel, when arbitration is lawfully requested by either party, pursuant 
to a subpoena duces tecum (e.g., a subpoena for mental health records), or any other provision authorizing discovery in a 
proceeding before an arbitrator or arbitration panel.

• I f disclosure is necessary to consult with another licensed health care provider about your treatment, I would be permitted to use 
and disclose your personal health information, which is otherwise confidential, in order to aid in the best possible treatment.

•  If disclosure is compelled by a search warrant lawfully issued to a governmental law enforcement agency.
• If disclosure is necessary for health oversight activities, such as audits and investigations.
•  If disclosure is compelled or by the California Child Abuse and Neglect Reporting Act (for example, if I have a reasonable 

suspicion of child abuse or neglect).
•  If disclosure is compelled by the California Elder/Dependent Adult Abuse Reporting Law (for example, if I have a reasonable 

suspicion of elder abuse or dependent adult abuse).
•  If disclosure is compelled or permitted by the fact that you are in such mental or emotional condition as to be dangerous to 

yourself or to the person or property of others, and if I determine that disclosure is necessary to prevent the threatened danger.
•  If disclosure is compelled or permitted by the fact that you tell me of a serious threat (imminent) of physical violence to be 

committed by you against a reasonably identifiable victim or victims.
•  If disclosure is compelled or permitted, in the event of your death, to the coroner in order to determine the cause of your death.
•  If disclosure is compelled by the U. S. Secretary of Health and Human Services to investigate or determine my compliance with 

the privacy requirements under the federal regulations (the “Privacy Rule”).
• If disclosure is otherwise specifically required by law.

PLEASE NOTE :  The above list is not an exhaustive list, but informs you of most circumstances when disclosures without your written 
authorization may be made. Other uses and disclosures will generally (but not always) be made only with your written authorization, 
even though federal privacy regulations or state law may allow additional uses or disclosures without your written authorization. Uses 
or disclosures made with your written authorization will be limited in scope to the information specified in the authorization form, which 
must identify the information “in a specific and meaningful fashion.”  If California law protects your confidentiality or privacy more 
than the federal “Privacy Rule” does, or if California law gives you greater rights than the federal rule does with respect to access to 
your records, I will abide by California law.

In general, uses or disclosures by me of your personal health information (without your authorization) will be limited to the minimum 
necessary to accomplish the intended purpose of the use or disclosure. Similarly, when I request your personal health information 
from another health care provider, health plan or health care clearinghouse, I will make an effort to limit the information requested 
to the minimum necessary to accomplish the intended purpose of the request. As mentioned above, in the section dealing with uses 
or disclosures for treatment purposes, the “minimum necessary” standard does not apply to disclosures to or requests by a health 
care provider for treatment purposes because health care providers need complete access to information in order to provide quality 
care.

Your Rights- PHI

• You (the Patient) 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.

•  You have the right to receive confidential communications of protected health information from me by alternative means or at 
alternative locations.

• 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 
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recorded (in any medium) by a health care provider who is a mental health professional documenting or analyzing the contents 
of conversation 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 (including mental health) record. The term excludes medication prescription and monitoring, 
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.

• You have the right to amend protected health information in my records by making a request to do so in a 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 also 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.

• You have the right to receive an accounting from me of the disclosures of protected health information made by me in the 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 request 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.

• You have the right to obtain a paper copy of this notice from me upon request.

** Notice: Interaction with State Law .....

The HIPAA Privacy Rule is meant to provide patients with....

** a minimum level of privacy protection. Thus, it only takes precedence over provisions of state laws that provide less privacy 
protection or that provide patients with less access to and control over their health information. Conversely, the Privacy Rule does n ot 
p reempt state law provisionst hat:

1) give patients greater privacy protection from third parties; or 2) give patients greater access to and control over their records. 
The result of the complicated preemption analysis is that the law you must follow is a mixture of Privacy Rule and state privacy law 
provisions.

My Duties/ Requirements

*I  am required by law to maintain the privacy and confidentiality of your personal health information. This notice is intended to let you 
know of my ethical/legal duties, your rights, and my privacy practices with respect to such information. I am required to abide by the 
terms of the notice currently in effect. I reserve the right to change the terms of this notice and/or my privacy practices and to make 
the changes effective for all protected health information that I maintain, even if it was created or received prior to the effective 
date of the notice revision. If I make a revision to this notice, I will make the notice available at my office upon request on or after the 
effective date of the revision and I will post the revised notice in a clear and prominent location.

As the Privacy Officer of this practice, I have a duty to develop, implement and adopt clear privacy policies and procedures for 
my practice and I have done so. I am an individual who is responsible for assuring that these privacy policies and procedures are 
followed not only by me.. In general, patient records, and information about patients, are treated as confidential in my practice 
and are released to no one without the written authorization of the patient, except as indicated in this notice or except as may be 
otherwise permitted by law. Patient records are kept secured so that they are not readily available to those who do not need them.

* This Notice became effective on October 21st, 2019.

By Signing, I agree to the terms and agreements in this document:

Patient Signature: Date:



Justine Weber, Psy.D
PSY 31335

366 San Miguel Dr. Suite 209, Newport Beach, CA 92660    •    (949) 423-9426    •    drjustineweber@sereneshift.com

www.sereneshift.com

All questions contained in this questionnaire are strictly confidential and relevant to your current neuropsychological evaluation.

N EUROPSYCHOLOGY INTAKE QUESTIONNAIRE - Adult

DEMOGRAPHIC HISTORY

Name:                       Date of Appointment:

Gender:          M           F         Age:  DOB:                 Handedness:          Right           Left    Ambidextrous

RECENT IMAGING

PRIOR TESTING:

Head CT

Brain MRI

EEG

PET Scan

 Previous IQ, Educational, Psychological, or  If Yes, Date(s):

 

Neuropsychological Testing:         Yes         No  *If you have the report, please bring it w/ you to your appointment

Date(s):

Date(s):

Date(s):

Date(s):

Findings:

Findings:

Findings:

Findings:

Yes No

Yes No

Yes No

Yes No
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MEDICAL HISTORY: PERSONAL AND FAMILY

Please check all that apply to yourself or to immediate family members (e.g., grandparents, parents, siblings, children)

Age/date of diagnosis

PSYCHIATRIC HISTORY: PERSONAL AND FAMILY

Please check all that apply to yourself or to immediate family members (e.g., grandparents, parents, siblings, children)

Seizures / Epilepsy

Multiple sclerosis

Stroke

Dementia (Alzheimer’s, Vascular, Lewy Body)

Brain tumor

Hydrocephalus

Migraines

Infection of the brain (meningitis, encephalitis)

Parkinson’s disease

Fibromyalgia

Chronic pain

Lupus

Chronic fatigue syndrome

Anemia

Thyroid disease

Diabetes type I/II

High blood pressure / Hypertension

High Cholesterol / Hyperlipidemia

Cancer

Heart problems (heart attack, arrhythmia)

Exposure to toxic chemicals / waste / pesticides

Sleep apnea

Learning disability

ADD / ADHD

Medical complications during your mother’s 

pregnancy or your birth

Late to start walking, talking or going to school

Depression

Bipolar Disorder

Anxiety

Generalized

PTSD

Panic Attacks

Schizophrenia

Anger management problems

Suicidal thoughts

Suicide attempt(s)

Alcohol abuse

Other substance abuse

Other:

You

You

Family

Family

Which Family member (s)

Which Family member (s)

Age/date of diagnosis

Age/date of diagnosis
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SOCIAL HISTORY

EDUCATION / OCCUPATION

SLEEP

Place of birth:           If not US, date moved to US:

Is your first language English:       Yes      No    If no: What language are you most comfortable with currently?

Marital Status:         Single    Married        Separated / Divorced  Widowed

Who lives with you in your residence:

Do you need any assistance with:

Highest Grade completed:

Please check all that apply to your sleep:

Typical High School Grades (circle):     A’s   B’s   C’s   D’s   F’s

High School GPA:

College Attended:

How many hours do you typically sleep per night?

Are you currently taking medications to help you sleep? If Yes, what?

How many hours did you sleep last night?

How would you rate your current sleep quality?

Do you use a CPAP, bipap, or dental device for sleep apnea?

Trade School / Technical School Attended:

Graduate School Attended: If Yes, Specialization:

Major: Grades:  A’s   B’s   C’s   D’s   F’s GPA:

Transportation

Household chores

<12

Associates

Snoring

Difficulty falling asleep

Gasping/choking

Difficulty staying asleep

Acting out your dreams

Early morning awakening

GED

Bachelors

Excellent

Yes

Good

No

Fair Poor

High School

Graduate Degree

Any history of:

Special Education

Repeating a grade

IEP/504 Plan

Tutoring

Taking medications

Managing finance/bills

Scheduling appointments

Shopping

Cooking

Yes       No

Yes       No

If yes, what grades?

Yes       No If yes, what grades?

Yes       No Diagnosis:

Yes       No If yes, what subject?
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SUBSTANCE USE

Have you ever been treated for alcohol or drug use or abuse?  Yes      No

Have you ever used illicit substances?                   Yes         No Have you ever smoked nicotine cigarettes?        Yes         No

If Yes, have you used any in the past 3 months?            Yes         No

If Yes, list which ones: If Yes, how many packs/day?

If quit, how many packs/day?

How many years?

When did you quit?

If Yes, which substance(s):

On average, how many drinks do you consume in a week?

Which alcoholic beverages do you drink? (e.g. beer, wine, liquor)

What is the most number of drinks you drink a day?

Treatment location: Treatment date:

MEDICATION HISTORY

Depression (e.g., Prozac, Zoloft)

Anxiety (e.g., Ativan, Xanax)

Sleep (e.g., Ambien, Lunesta)

Chronic pain/headaches (e.g., Vicodin, Neurotin, Pamelor)

ADD/ADHD (e.g., Adderall, Ritalin)

Dementia (e.g., Aricept)

Seizures (e.g., Topamax, Keppra)

Other

Current Past Which Medications? Dates:

Alcohol

Illicit Substances/Prescription Medications         Tobacco
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CURRENT SYMPTOM QUESTIONNAIRE

Dizziness

Headaches

Hearing Changes

Vision Changes

Balance Changes

Nausea and/or Vomiting

Light Sensitivity, bothered by bright light

Noise Sensitivity, bothered by loud noise

1. Feeling nervous, anxious, or on edge

2. Not being able to stop or control worrying

3. Worrying too much about different things

4. Trouble relaxing

5. Being so restless that it is hard to sit still

6. Becoming easily annoyed or irritable

7. Feeling afraid as if something awful might happen

1. Little interest or pleasure in doing things

2. Feeling down, depressed, or hopeless

3. Trouble falling or staying asleep, or sleeping too much

4. Little interest or pleasure in doing things

5. Poor appetite or overeating

6. Feeling bad about yourself or that you are a failure or    

    have let yourself or your family down

7. Trouble concentrating on things, such as reading the      

    newspaper or watching television

8. Moving or speaking so slowly that other people could  

    have noticed. Or the opposite-being so fidgety or    

    restless that you have been moving around a lot more   

    than usual

9. Thoughts that you would be better off dead or hurting 

    yourself in some way

0= not at all

0= not at all

0= not at all

1= Several Days

1= Several Days

1= Several Days

2= More than half the days/week

2= More than half the days/week

2= More than half the days/week

3= Nearly Everyday

3= Nearly Everyday

3= Nearly Everyday

Over the last two weeks, how often have you been bothered by the following problems:

Please put an “X” in the column that corresponds best with your answer for each question
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* Consent and Authorization to Use, Disclose, and Receive Medical and Mental Health Information

Signature:

I,

(Patient printed name)

Date:

hereby authorize Justine Weber, Psy.D. to disclose information and records obtained in the course of my diagnosis and treatment, 
and to receive information about my diagnosis and treatment for the following purposes: to increase understanding of my previous 
history, diagnosis, and treatment, to coordinate care on an ongoing basis with other providers that are also treating me, or to discuss 
my care with friends or family that may be important sources of support

Please provide name of individual/organization Address, Phone number/Fax

1) Name:       Phone Number     

2) Name:       Phone Number  

3) Name:       Phone Number  

I understand that I have the right to revoke this authorization at any time and that cancellation or modification of this authorization 
must be provided by me in writing and received by Justine Weber, Psy.D. to be effective. I understand that any use or disclosure 
made prior to the revocation of this authorization will not be affected by the revocation.

I understand that I have the right to refuse consent and signing of this authorization and that Justine Weber, Psy.D. shall not condition 
my treatment or the treatment of those under my care upon this refusal. I understand that I am voluntarily signing this form to release 
my health information to the party or parties designated.

I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient 
and may no longer be protected by the HIPAA Privacy Rule, although applicable state laws may protect such information. This 
authorization is effective immediately and shall remain in effect unless explicitly revoked in writing.
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