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I (print name) _______________________________________ on behalf of  				
(if applicable), agree to engage in behaviour support consultation or counselling sessions with Maria Fernanda Murialdo. I understand that I have a right to services which are in line with the APS charter (which has been provided to me). With the exclusion of certain exceptions as described below, you have the right to confidentiality of your information. 

Please be aware that for the purposes of paying for your service, information surrounding your identification may be exchanged with the National Disability Insurance Agency, National Disability Insurance Scheme support teams and other professionals/organizations linked to servicing your health care needs. Information exchanged for billing reasons will not include specific content or treatment or Therapy information outside of number of sessions attended and the very basic topics of sessions. This type of information will only be exchanged where reasonable and necessary to do so.

The exceptions to this are;
1. Auditing processes to ensure high quality services are routinely conducted. Members of the audit team are bound by strict confidentiality guidelines; please n
2. Note that you are able to opt out of participating in an audit. Please advise whether you would like to not be involved in an NDIA audit of Atypical Therapy
· Yes, I will be a part of Atypical Therapy’s auditing process
· No, I do not wish to be a part of the Atypical Auditing process 
3. The information given is subpoenaed by a court of law;
4. Failure to disclose the information would place you or another person at serious risk of harm;
5. Your prior approval has been obtained to
· Provide a written report to another professional or agency (e.g. a GP) or
· Discuss the material with another person, e.g. a parent or employer

Please note de-identified information may be utilised for training and marketing purposes. In these cases no identifying information will be retained.

If you intend to claim rebated services through third parties such as Medicare, National Disability Insurance Agency, Private Health Fund agencies, or another organisation then we may be required to provide summary reports /updates as to your treatment progress (e.g. to your GP for Medicare rebated services, to your insurer for insurance purposes etc.).  Information will be sent to the paying/referring parties, and we will discuss the type of information to be exchanged with you.

If you are seeing us for a court related matter, please be aware any and all information may be exchanged with legal parties for the purpose of legal matters. Please detail your solicitor/other contact details below to whom you want information shared (may be an organisation as opposed to an individual).

Please provide the following details:

Next of Kin (in case of emergency only):		Secondary contact (Optional):
Name:							Name:	
Contact details:						Contact details: 



I give permission for Maria Fernanda Murialdo of Atypical Therapy to exchange with the following people:

· 
· 
· 



I understand that it is my responsibility to notify my psychologist if I am unable to attend a session, in order to reschedule the appointment. Where possible, I will do this with at least one day’s notice or I will incur a cancellation charge as per NDIS price guide. 

Name: ________________________________________

Signed: _______________________________________________	Date: ____ / ____ / ____




	If applicable:   I also give permission for Maria Fernanda Murialdo to speak with my guardian and discuss issues relating to my services.

Full name & relationship (e.g.: parent): ___________________________________________________

Contact details: ______________________________________________________________________

Signed: _______________________________________________	Date: ____ / ____ / ____Suite 1.14, Versatile Building, 
29–31 Lexington Drive, Bella Vista NSW 2153
T +612 88 111 777 F +612 88 111 788 
www.abilityoptions.org.au ABN 92 003 175 335
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