
Patient Information Form Better Life Behavioral Services of Central Florida, LLC

BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC

LEESBURG - SUMTERVILLE

Please fill out this form as completely as you can. Please bring this completed form to your first

appointment. The information shared will be kept confidential according to our privacy policy.

Patient Name_________________________________________________________________

Date of Birth__________________ Age_____________ Gender ______Male ______Female

SSN_________________________Marital Status____________________________________

Patient’s School or Employer Name_______________________________________________

Primary Insurance

Member’s Name______________________________________________________________

Policy#____________________________________Group#____________________________

Member’s SSN ______________________________Date of Birth_______________________

Secondary Insurance

Member’s Name______________________________________________________________

Policy#____________________________________Group#____________________________

Member’s SSN ______________________________Date of Birth_______________________
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Patient Information Form Better Life Behavioral Services of Central Florida, LLC

HOME ADDRESS_____________________________________________________________

CITY_________________ STATE__________ ZIP_________ HOME

PHONE______________ CELL

PHONE___________________EMAIL________________________________________

Guardian’s Name__________________________ Relationship to Patient________________

Guardian’s phone number_____________________

Guardian’s Name___________________________Relationship to Patient________________

Guardian’s phone number_____________________

If Patient is of legal age and is not his/her own guardian, please explain and provide

documentation to Better Life Behavioral Services.

___________________________________________________________________________

___________________________________________________________________________

Patient resides with____________________________________________________________

Emergency Contact Name__________________Emergency Contact Number______________

Primary Care Physician Name___________________________________________________

Primary Care Physician phone number_____________________________________________

Primary Care Physician fax number_______________________________________________

Primary Care Physician address__________________________________________________

Diagnoses/Medical Conditions; Please include any infectious diseases:

___________________________________________________________________________

___________________________________________________________________________

Previous Medical Conditions/History (be as comprehensive as possible):

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
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Patient Information Form Better Life Behavioral Services of Central Florida, LLC

Are you currently being seen by another behavioral health clinician?

❒ Yes

❒ No

If yes, who?____________________________________________________________

Family Medical History

Mother’s Name______________________________________________________________

If living, Mother’s age___________ If deceased, what age was the child at her death? _____

Father’sName_______________________________________________________________

If living, Father’s age___________ If deceased, what age was child at his death? _____

Are there any medical conditions of the child’s Mother or Father that might be important to

know for treatment? Please list:

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Current medications:

Medication Dosage Time(s) given Reason Prescribing

Doctor
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Patient Information Form Better Life Behavioral Services of Central Florida, LLC

Does the patient have ANY known allergies? Please list:

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

What is the reason for the visit?

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

How long ago did you notice the problems?

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Do the problems occur in school?

❒ Yes ❒ No

Do the problems occur at home?

❒ Yes ❒ No

How do you currently handle the problems?

❒ Yes ❒ No

Please elaborate:

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
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Patient Information Form Better Life Behavioral Services of Central Florida, LLC

Please list the 3 most important goals for treatment:

1. ______________________________________________________________________

_____________________________________________________________________

2. ______________________________________________________________________

_____________________________________________________________________

3. ______________________________________________________________________

_____________________________________________________________________

What are the patient’s strengths?

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Please list the patient’s favorite items, activities, and foods (please include at least 3 favorite

foods). _____________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Siblings Name Age Any disability?

Are there any significant childhood events that the patient has experienced?

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
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Patient Information Form Better Life Behavioral Services of Central Florida, LLC

Were there any complications during pregnancy or birth?

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

At what age did the patient reach the following developmental

milestones? Sitting up _________________

Crawling _________________

Walking _________________

Talking _________________

Toilet Training _________________

Please list any delays in development that have been noticed by guardians, pediatricians or

other professionals

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Please describe patient’s development for the following areas as average, below average, or

above average:

Social _______________________________

Physical _______________________________

Intellectual _______________________________

Emotional _______________________________

Language _______________________________

Please describe the school setting:

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Does your child have a current IEP or Educational Assessment?

❒ Yes❒ No
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Patient Information Form Better Life Behavioral Services of Central Florida, LLC

Does your child receive treatment from any other specialists or doctors? (e.g., PT, OT, SLP,

neurologist, etc.) Please list specialist names.

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

In your opinion, on a scale of 1 to 10, 10 being most significant, how significantly do

the problems interfere with the patient’s learning? ___________

In your opinion, on a scale of 1 to 10, 10 being most significant, how significantly do

the problems interfere with the patient’s social relationships? ___________

In your opinion, on a scale of 1 to 10, 10 being most significant, how significantly do the

problems interfere with the patient’s family relationships? ___________

List any other areas that are affected:

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Are there any spiritual or cultural preferences that you believe might impact

treatment?❒ Yes❒ No

___________________________________________________________________________

___________________________________________________________________________

Is there any other information that is important to consider during

treatment?❒ Yes❒ No

___________________________________________________________________________

___________________________________________________________________________
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Patient Information Form Better Life Behavioral Services of Central Florida, LLC

Are there any family legal issues (e.g., divorce, child custody, orders of protection)?

❒ Yes❒ No

If yes, please explain ____________________________________________________

___________________________________________________________________________

What are your current community or family supports?

___________________________________________________________________________

___________________________________________________________________________

.
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Agreement to Pay for Professional Services

I request that Better Life Behavioral Services of Central Florida, LLC provide professional services to me (or for minors or
dependents: for Applied Behavior Analysis Services), and I agree to pay this professional’s fee of $95.00 per hour
assessments and treatment sessions, or a co-pay/co-insurance amount of _________, if I am using insurance. I
authorize Better Life Behavioral Services to bill my insurance company on my behalf.

I agree that I am responsible for the charges for services provided by this therapist, although other persons or insurance
companies may make payments on my (or this client’s) account. If I am using insurance, I understand that the office staff
and my provider will make their best effort to help me find out what is my mental health coverage and help me with
necessary authorizations, etc., but that ultimately I am responsible for payment for services rendered.

I agree that this financial relationship will continue as long as the Behavior Analyst provides services or until I inform him
or her, in person, by telephone or by certified mail, that I wish to end service provision. I agree to pay for services
provided up until the time I end the relationship.

I agree to pay with check or cash unless otherwise notified that credit cards are

accepted. I agree to pay a $35.00 fee for any returned checks.

Missed Appointment/Late or Early Pick-Up Policies

If I do not show up or cancel a scheduled appointment with less than 24 hours’ notice:

• The first occurrence will be no charge.

• The second occurrence I will be charged a $95 missed session fee.

• And the third occurrence I will be charged a $95 missed session fee.

• If this occurs more than three times in a rolling 90 day period, I will be charged $95, Better Life Behavioral
Services of Central Florida will withdraw from the provision of services, and I will be placed at the bottom of
our waiting list. I understand that if there are extenuating circumstances, my provider may choose to waive the
missed session fee on a case-by-case basis.

If I am 30 or more minutes late for an appointment without contacting BLBS by my scheduled session time:

• The first occurrence will be no charge.

• The second occurrence I will be charged $95/hour for the time missed.

• And the third occurrence I will be charged $95/hour for the time missed.

• If this occurs more than three times in a rolling 90 day period, I will be charged $95/hour for the time missed,

Better Life Behavioral Services of Central Florida will withdraw from the provision of services, and I will be

placed at the bottom of our waiting list. I understand that if there are extenuating circumstances, my provider

may choose to waive the fee on a case-by-case basis.

Page 1 of 2



If I pick my child up 30 or more minutes before his/her scheduled session end time, without notifying BLBS at least 24
hours in advance:

• The first occurrence will be no charge.

• The second occurrence I will be charged $95/hour for the time remaining in the scheduled session.

• And the third occurrence I will be charged $95/hour for the time remaining in the scheduled session.

• If this occurs more than three times in a rolling 90 day period, I will be charged $95/hour for the time remaining

in the scheduled session, Better Life Behavioral Services of Central Florida will withdraw from the provision of
services, and I will be placed at the bottom of our waiting list. I understand that if there are extenuating
circumstances, my provider may choose to waive the fee on a case-by-case basis.

If I pick my child up 15 or more minutes after his/her scheduled session end time, without notifying BLBS at least 24

hours in advance:

• The first occurrence will be no charge.

• The second occurrence I will be charged $95/hour for the time following the scheduled session until pick-up

time.

• And the third occurrence I will be charged $95/hour for the time following the scheduled session until pick-up

time.

• If this occurs more than three times in a rolling 90 day period, I will be charged $95/hour for the time following

the scheduled session until pick-up time, Better Life Behavioral Services of Central Florida will withdraw from

the provision of services, and I will be placed at the bottom of our waiting list. I understand that if there are

extenuating circumstances, my provider may choose to waive the fee on a case-by-case basis.

I have also read the family contract for services form and agree to act according to the terms stated there, as shown by
my signature below and on that form.

_____________________________________________ ___________________________
Signature of Client or Clients Date

_____________________________________________
Printed Name

I, the Behavior Analyst, have discussed the issues above with the client (and/or the person acting for the client). My
observations of the person’s behavior and responses give me no reason to believe that this person is not fully
competent to give informed and willing consent.

_____________________________________________ __________________________
Signature of Behavior Analyst Date
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BETTER LIFE BEHAVIORAL SERVICES OF

CENTRAL FLORIDA, LLC

1650 West Main Street Unit 1 Leesburg, FL 34748
(352) 314-3760

AUTHORIZATION TO RELEASE INFORMATION

Patient/Client Name: _________________________________________________DOB:_____________

Street Address: ____________________________City/State______________________ZIP_________

I understand this release is voluntary and applies to all programs and services operated under the auspices of

BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC. I understand that my personally

identifiable information (PII) may be protected by the federal rules for privacy under the Family Educational

Rights and Privacy Act (FERPA), the Health Insurance Portability and Accountability Act (HIPAA), and/or other

applicable state or federal laws and regulations. I understand that my PII may be subject to re-disclosure by

the recipient without specific written consent of the person to whom it pertains, or as otherwise permitted. I also

understand that the recipient may not condition treatment, payment, enrollment or eligibility on whether I sign

this form, except for certain eligibility or enrollment determinations.

I understand that I may revoke this authorization at any time by notifying BETTER LIFE BEHAVIORAL
SERVICES OF CENTRAL FLORIDA, LLC in writing but if I do, it will not have any effect on any actions
taken before receipt of the revocation.
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I hereby authorize BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC to (check all
that apply):

❒ Exchange with ❒ Release to ❒ Obtain from the parties I have indicated below

I hereby authorize BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC to exchange /
release / obtain information:

❒ Verbally only ❒ In written form only ❒ Both verbally and in writing

Organization or Individual receiving/communicating the information:

Name of Organization/Individual

Address City, State Zip Phone

Description of information to be exchanged / released / obtained:
❒ Education records

❒ Evaluation/assessment/eligibility records

❒ Medical records

❒ Clinical records (including behavior analytic, psychological, physical, occupational, and speech

therapies) ❒ Other

Duration of release (check one):

❒ This release will remain in effect as long as the above patient/client receives services from Better Life

Behavioral Services, unless otherwise stipulated or revoked in writing.

❒ From (MM/DD/YYYY) ___________________ To (MM/DD/YYYY)____________________

The purpose if this release is:
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Signature of Patient/Client/or Legally Authorized Representative Date

PRINT NAME and Relationship of Legally Authorized Representative to Student/Consumer/Patient
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Better Life Behavioral Services of Central FL

1650 W Main St., Unit 1

Leesburg, FL 34748

(352) 314-3760

Release of Medical Information

This release is in reference to your or your child’s private medical information. Please read it carefully.

Terms of Acknowledgement and Agreement for Center and Community-Based Services:

Center-based services: Your child will receive therapy alone or in groups or group areas in which there are

others receiving therapy at the same time. During therapy for your child, there will be interaction with other

therapists and other patients receiving therapy.

Community-based services: Your child will receive therapy in the community.

You acknowledge and understand that by agreeing to receive center-based or community-based services, you

also agree to the release of the following private health information (PHI) due to the potential of others* being

present in the service delivery vicinity (center or community). PHI released may include, but is not limited to:

• Various modes of electronic recording not limited to cell phone video, Catalyst recording or audio

recording that is intended to share with caregivers or for clinical purposes.

• Others that may be in the service delivery vicinity (center or community) may observe or hear therapy

for you/your child as it is being conducted. This includes information shared between employees of

Better Life Behavioral Services during programming hours.
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• Others that may hear communication between staff about your child’s treatment that is necessary to

exchange to ensure services are provided effectively. This will occur during supervision of therapy or

collaboration with or from one therapist to another.

• Others that may observe your child engaging in appropriate/inappropriate behaviors or learning

activities.

• Other unforeseen releases or disclosures that may occur while in the community.

*Others that might be in the service delivery vicinity include parents of other children, siblings, caregivers,

relatives, other patients we provide services to, and private service providers from other companies providing

such services during our sessions (clinic or community).

We will work diligently to protect your child’s privacy and private health information by minimizing those in the

vicinity when children are having difficulties. We will also refrain from sharing treatment information that is not

pertinent to the therapy situation. It should also be understood that as part of ABA services, we may not want

to minimize those in the area for therapeutic programming reasons. However, due to the nature of our

services and the center and community-based approach, this release of information will likely occur, and it is

imperative that you understand the nature of this type of situation.

Please read the following statement carefully regarding the information that you may see or hear.

There is a potential that you might encounter a child, family or caregiver that you might have seen receiving

services. You should be responsible with any private health information that you might come in contact with

incidentally while in the clinic or community setting. Responsible regard for information includes but is not

limited to:

• not discussing what you have seen or heard with anyone

• avoiding comments or suggestions to the parent or caregiver

• making statements such as “I recognize that kid from the therapy center”

• making defaming remarks related to behaviors or judgements about the child’s outcome

I am aware that the release of this private health information is necessary for Better Life Behavioral Services to

provide my child/me with opportunities to learn new behaviors, for the socialization goals of my child, to reduce

problem behavior, and for other necessary needs during ABA treatment.

Should you have any specific concerns, or you would like to withdraw your release of this information, please

speak with Cheryl Ecott, privacy officer at Better Life Behavioral Services. You may withdraw consent for

release of this information at any time in writing.

This release will remain in effect as long as I am, or my child is receiving services with Better Life

Behavioral Services.
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I understand that I am releasing personal health information that might be shared due to the nature of

receiving services in a center/community-based facility. I understand that I can withdraw my consent at any

time. I have had the opportunity to ask questions regarding this release.

Parent/Guardian________________________________________________Date_____________________

Parent/Guardian________________________________________________Date_____________________

Witness_______________________________________________________Date_____________________

Page 3 of 3



BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL
FLORIDA, LLC

1650 W. MAIN ST. UNIT 1 LEESBURG, FLORIDA 34748

POLICY ON DISCLOSURE OF INFORMATION ABOUT INFECTIOUS DISEASES IN

HOUSEHOLD

Patients, parents, or guardians are required to disclose to BETTER LIFE BEHAVIORAL

SERVICES OF CENTRAL FLORIDA, LLC if a member of the household in which treatment will

be provided has a chronic infectious disease OR if an acute infectious disease has been

recently acquired and diagnosed. Included in this disclosure is information necessary for staff at

BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC to plan for the

necessary safety precautions to prevent or limit exposure.

By signing this you acknowledge that you are aware of BETTER LIFE BEHAVIORAL

SERVICES OF CENTRAL FLORIDA’S policy on disclosure of information about infectious

diseases in household.

Patient/Parent/Guardian_________________________________ Date___________________
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BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL
FLORIDA, LLC

1650 WEST MAIN STREET UNIT 1, LEESBURG, FL 34748
(352) 314-3760

Medical Information Release Form (HIPAA Release Form)

Name: ___________________________________Date of Birth: _____________

Release of Information

[ ] I authorize the release of information including the diagnosis, records;
examination rendered to me and claims information.
This information may be released to:
[ ] Spouse________________________________________
[ ] Child(ren)______________________________________
[ ] Other__________________________________________
[ ] Information is not to be released to anyone.

Messages
Please call [ ] my home [ ] my work [ ] my cell
Number:__________________ If unable to reach me:
[ ] you may leave a detailed message
[ ] please leave a message asking me to return your call
[ ] __________________________________________

Duration of Release
[ ] This release will remain in effect for (6) months, unless otherwise stipulated or revoked in
writing.
[ ] From (MM/DD/YYYY)_________________ to (MM/DD/YYYY)________________________

The best time to reach me is (day)___________________ between (time)________________

Signed: ______________________________________ Date: ______________

Witness:______________________________________ Date: ______________
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BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL
FLORIDA, LLC

1650 West Main Street Unit 1 Leesburg, FL 34748

(352) 314-3760

Fax (352) 314-2909

CONSENT FOR APPLIED BEHAVIOR ANALYSIS SERVICES

This document describes the nature of the agreement for professional services, the agreed

upon limits of those services, and rights and protections afforded under the Behavior Analyst

Certification Board’s Guidelines for Responsible Conduct of Behavior Analysts. I will receive a

copy of this document to retain for my records. All fees for services and payment arrangements

will be reviewed separately.

I, _____________________________________________, agree to have my child/dependent,

____________________________________________________, participate in applied

behavior analysis (ABA) assessment and/or treatment services provided by BETTER LIFE

BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC. I understand that the specific

activities, goals, and desired outcomes of these ABA services will be fully discussed with me

and that I will have the opportunity to ask for clarification prior to signing this document. I also

understand that I have the right to ask follow-up questions throughout the course of service

delivery to ensure my full participation in services. I also understand that my child/dependent is

the primary client of the behavior analyst and that services will be designed primarily for

___________________________________________________’s benefit. Any other individuals
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or agencies (e.g., family, school professionals) who may be affected by the ABA services are

considered secondary clients.

If the ABA services focus on increasing ______________________________________’s skills,

I understand that the first several sessions will consist of assessment activities designed to (a)

evaluate his/her current skills (e.g., curricular assessments) and (b) determine which

instructional strategies and interventions are likely to prove most effective (e.g., preference

assessments, assessment of prompting strategies). The time allocated to these assessments

will result in improved intervention. If the services are designed to improve ongoing problem

behaviors, I understand that the beginning of those services will include functional assessment

and/or functional analysis activities (e.g., interviews, checklists, direct observations) that are

designed to provide information critical to the development of effective treatment procedures. I

may be asked to assist in gathering some of this information by recording problem behavior as it

occurs. This process may take 3-5 sessions prior to implementing intervention, but will increase

the likelihood of effective intervention.

The subsequent services will be focused on development of and implementation of instructional

procedures and/or a behavior intervention plan. Prior to implementation, I will receive a printed

copy of the results of any assessment and of any proposed instructional procedures or behavior

intervention plans for my approval. The contents of those documents will be explained to me

fully and any questions I have will be answered to my satisfaction. Subsequent implementation

will involve training in the basics of ABA that are important for the intervention, details about the

specific components of the ABA intervention, and direct practice in the components for the

family, educators, and/or other service providers. Full participation by parents in these

implementation and training activities is critical for a successful outcome. Ongoing collection of

data will allow evaluation of the effectiveness of the intervention and will assist in developing

any revisions that need to be made to ensure a good outcome. Services may also be provided

via telephone for specific problems or situations that might be encountered or to exchange

information. When treatment goals are achieved, we will discuss the discontinuation of services

as we will have achieved our therapeutic objectives. In addition, at regular progress reviews we

may also discuss whether continuation of services would be beneficial, and any barriers to

continuation.
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Behavior analysts are ethically obligated to provide treatments that have been scientifically

supported as most effective for individuals with developmental disabilities. I am aware that other

interventions that I am pursuing may affect my child’s response to ABA treatment. Thus it is

important to make the behavior analyst aware of those interventions and to partner with the

behavior analyst to evaluate any associated therapeutic or detrimental effects of those

interventions.

I understand that the procedures and outcomes of all assessment and treatment services are

strictly confidential and will be released only to agencies or individuals specifically designated by

me in writing. In addition, the fact that my child/dependent receives any services is protected

and private information. I am aware that BETTER LIFE BEHAVIORAL SERVICES OF

CENTRAL FLORIDA, LLC may release information without my prior consent if so, ordered by a

court of law. I am also aware that providers are legally required to report suspected occurrences

of child abuse or neglect or if I or my child present clear and present danger to ourselves or to

others. Please review our HIPAA privacy policy.

I understand that the provider agency employs professional staff that, if they are not certified or

if they are in need of supervision to perform services as described in guidelines set forth by the

BACB, supervision will be provided by a Board Certified Behavior Analyst. I understand that

___________________________________’s assessment and treatment services may be

observed by other employees as part of ongoing training and quality assurance activities.

Events occurring in those sessions will be discussed in closed supervision meetings of

professional staff of BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC.

All individuals attending these staff meetings are bound by the same confidentiality guidelines

as BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC in order to protect

my privacy and that of my child/dependent. I am aware that a record of the treatment will be

maintained, and this record is available to me in written form upon request.

I understand that it may be necessary to audio- or videotape assessment and/or treatment

sessions for supervision purposes. In the event that audio- or videotaping is necessary, I will be

informed and asked to give written consent prior to taping. I understand that the recorded

material will be used only by BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL

FLORIDA, LLC and only for purposes of treatment and training. If the assessment or treatment

involves formal research that goes beyond normal evaluation or clinical procedures, I reserve
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the right to consent or refuse to participate.

I reserve the right to withdraw at any time from these services and I understand that such a

withdrawal will not affect _________________________________________’s right to services.

In the event of withdrawal, I may request a list of other credentialed providers in the region. In

addition, I reserve the right to refuse, at any time, the treatment that is being offered.

I am aware that the relationship between provider and client is a professional one that precludes

ongoing social relationships.

I may request a copy of BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA,

LLC’S current professional credentials upon request. In addition, any concerns that I have about

BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC’s performance can be

directed to Cheryl Ecott, PhD., BCBA-D.

These policies have been fully explained to me, and I fully and freely give my consent
and permission for my dependent.

_____________________________________________ _________________
Parent or Guardian (legally authorized representative) Date

_____________________________________________ _________________
Parent or Guardian (legally authorized representative) Date

_____________________________________________ _________________
Provider Printed Name Date

_____________________________________________ _________________
Provider Signature & Credentials Date

BCBA Certificate #

Better Life Behavioral Services of Central Florida, LLC
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BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC

CONSENT FOR PHOTO/VIDEO

Dear Parent/Guardian,

During the current school year, your child’s image/photograph or wok may be included in a classroom or school project
and could be used in one of the following ways:

● Used for training purposes including parent/guardians, caregivers, and employees of Better Life Behavioral
Services of Central Florida, LLC or Better Life Academy.

● Used for data collection, including assessing reliability and integrity of procedures used.
● Used for presentation(s) at professional conferences and as a part of research presentation(s).
● Used as a sample project/activity on CDs created by Better Life Behavioral Services or Better Life Academy for use

in education workshops and student classrooms.
● Posted on Better Life Behavioral Services of Central Florida, LLC or Better Life Academy website and/or Facebook,

Instagram or social media page.
● Videotaped to appear in a school related program to be used by local television, school/county project or

community project.
● Used in a printed publication such as a newspaper or magazine.

While your child’s name may accompany the photo, no last name or address will be included with your child’s picture
if/when it is published.

Please sign the release form below. Your permission will grant us approval to publicize without prior notification and
remains in effect until revoked.

______ I/We DO give permission for _______________________________’s photo/video or work to be used as described
above.

______ I/We DO NOT give permission for ___________________________ ‘s photo/video or work, to be used as
described above.

Parent/Guardian Name Printed ________________________________________________________________________

Parent/Guardian Signature ___________________________________________________________________________

Address:__________________________________________________________________________________________

City, State, Zip Code:_________________________________________________________________________________

Phone Number:_______________________________________________________ Date:_________________________
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BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL
FLORIDA, LLC
1650 W. Main St. #1
Leesburg, FL 34748

HIPAA Privacy Rights Request Form
PATIENT INFORMATION

______________________ Date

Privacy Official Contact Information
Cheryl Guerrero Ph.D., BCBA-D

(352) 314-3760
cheryl@betterlifeofcentralfl.com

_____________________________________________________________________________________________________________
Name (Last, first, middle initial) Social Security # or Patient ID

_____________________________________________________________________________________________________________
Street address, City, ST, ZIP Code

_____________________________________________________________________________________________________________
Primary phone number | Other phone number Email address
Type of Request
 Access/copy  Amendment  Restriction
 Confidential communication  Accounting of disclosures  Complaint

Please describe the nature of action requested (type of information requested; nature of amendment, restriction,
alternative communication, or complaint, etc.) in detail.

[Note: If this is an alternative communications request, please list alternative location/address for receiving medical
information below.]

Please list BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC staff members that were contacted regarding this
matter:

_______________________________________________________________________________________________________________
Name Date

_______________________________________________________________________________________________________________
Name Date

_______________________________________________________________________________________________________________
Signature Date

For Administrative Use Only: ___________________________
Date received

Action taken ___________________________________________________________________ ___________________________
Date

________________________________________________________________________________

Action taken ___________________________________________________________________ ___________________________
Date

________________________________________________________________________________

________________________________________________________________________________ __________________________

Privacy Official signature Date
Attach additional documentation, if applicable.
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BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC
1650 West Main St. #1 Leesburg, FL 34748

(352) 314-3760

HIPAA Privacy Policy Notice

The purpose of this policy is to provide a written notice of Better Life Behavioral Services of Central
Florida’s HIPAA privacy policy. BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC
and its professional staff, employees, trainees, student interns, and volunteers follow the privacy
practices described in this notice. BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA,
LLC keeps your mental health information in records that will be maintained and protected in a
confidential manner, as required by law. Employees of BETTER LIFE BEHAVIORAL SERVICES OF
CENTRAL FLORIDA, LLC involved in health care operations may have access to your records in an
effort to provide the best possible care.

DEFINITIONS

Protected health information (PHI) – Refers to information in your health record that could identify

you.

Treatment ‐ when a health care professional provides, coordinates, or manages your health care and

other services related to your health care. An example of treatment would be when a Behavior Analyst

consults with another health care provider such as your family physician or another therapist.

Payment – when BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC obtains

reimbursement for your healthcare. Examples of payment are when BETTER LIFE BEHAVIORAL

SERVICES OF CENTRAL FLORIDA, LLC discloses your PHI to your health insurer to obtain

reimbursement for your health care or to determine eligibility or coverage.

Health Care Operations – when BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA,

LLC discloses your PHI to your health care service plan (for example your health insurer), or to your

other health care providers contracting with our plan, for administering the plan, such as case

management, and care coordination. This may include records being reviewed by staff designated by
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BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC to assure quality of our

operations and compliance.

Use – applies to activities within the BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL

FLORIDA, LLC office such as sharing, employing, applying, utilizing, examining, and analyzing

information that identifies you.

Disclosure – applies to activities outside of BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL

FLORIDA, LLC office such as releasing, transferring, or providing access to information about you to

other parties.

Psychotherapy Notes- notes that are kept separate from the medical record have special protection.

The term Behavioral Therapy notes, as used by BETTER LIFE BEHAVIORAL SERVICES OF

CENTRAL FLORIDA, LLC includes notes taken by the Behavior Analyst about conversations and

interactions observed during family or individuals sessions that do not include the normal actions taken

by a Behavior Analyst during treatment. Normal actions taken by Behavior Analyst include, but are not

limited to, data collection, data analysis, direct observation and assessment that is documented in a

commonly used tool (e.g., ABC analysis, graphic analysis). These notes also include a patient’s or

patient’s family’s compliance with treatment.

Authorization – means written permission for specific uses or disclosure.

How will BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC use my protected health
information (PHI)? BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC will use your PHI

for purposes outlined as treatment, payment, and health care operations. BETTER LIFE BEHAVIORAL

SERVICES OF CENTRAL FLORIDA, LLC will make reasonable efforts to use, disclose, and request only the

minimum amount of protected health information needed to accomplish the intended purpose of the use,

disclosure, or request except under the following circumstances: (a) disclosure to or a request by a health care

provider for treatment;

(b) disclosure to an individual who is the subject of the information, or the individual’s personal representative;

(c) use or disclosure made pursuant to an authorization; (d) disclosure to HHS for complaint investigation,

compliance review or enforcement; (e) use or disclosure that is required by law; or (f) use or disclosure

required for compliance with the HIPAA Transactions Rule or other HIPAA Administrative Simplification Rules.

BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC may use or disclose PHI for purposes

outside of treatment, payment, and health care operations when the appropriate authorization is obtained. In

those instances when BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC is asked for
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information for purposes outside of treatment, payment, and health care operations, BETTER LIFE

BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC will obtain an authorization from you before releasing

this information. BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC will also need to

obtain an authorization before releasing your Behavioral Therapy notes. These notes may be given a greater

degree of protection than PHI. You may revoke all such authorizations (of PHI or Behavioral Therapy Notes) at

any time; however, the revocation or modification is not effective until received by BETTER LIFE

BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC.

Uses and Disclosures with Neither Consent nor Authorization

BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC may use or disclose PHI without your

consent or authorization in the following circumstances:

 Child Abuse: If a Behavior Analyst knows, or has reasonable cause to suspect, that a child is abused,

abandoned, or neglected by a parent, legal custodian, caregiver or other person responsible for the child’s

welfare, the law requires that they report such knowledge or suspicion to the Florida Department of Children

and Family Services.

 Adult and Domestic Abuse: If a Behavior Analyst knows, or has reasonable cause to suspect, that a

vulnerable adult (disabled or elderly) has been or is being abused, neglected, or exploited, they are required by

law to immediately report such knowledge or suspicion to the Central Abuse Hotline.

 Health Oversight: If a complaint is filed against a Behavior Analyst or employee of BETTER LIFE

BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC with the Florida Department of Health, the

Department has the authority to subpoena confidential mental health information from them relevant to that

complaint.

 Judicial or Administrative Proceedings: If you are involved in a court proceeding and a request is made

for information about your diagnosis or treatment and the records thereof, such information is privileged under

state law, and BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC will not release

information without the written authorization of you or your legal representative, or a subpoena of which you

have been properly notified and you have failed to inform BETTER LIFE BEHAVIORAL SERVICES OF

CENTRAL FLORIDA, LLC that you are opposing the subpoena or a court order. The privilege does not apply

when you are being evaluated for a third party or where the evaluation is court ordered. You will be informed in

advance if this is the case.
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 Serious Threat to Health or Safety: When you present a clear and immediate probability of physical

harm to yourself, to other individuals, or to society, BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL

FLORIDA, LLC may communicate relevant information concerning this to the potential victim, appropriate

family member, or law enforcement or other appropriate authorities.

 Worker’s Compensation: If you file a worker’s compensation claim, BETTER LIFE BEHAVIORAL

SERVICES OF CENTRAL FLORIDA, LLC must, upon request of your employer, the insurance carrier, an

authorized qualified rehabilitation provider, or the attorney for the employer or insurance carrier, furnish your

relevant records to those persons.

Your Personal Health Information may also be used for the following purposes, unless you request restrictions

on a specific use or disclosure:

 Appointment Reminder

 Notification when an appointment is cancelled or rescheduled by us

 For public health purposes

 To military command authorities if you are a member of the armed forces or a member of
a Foreign military authority

 National security and intelligence activities
 Protection of the President or other authorized persons for foreign heads of state, or to
conduct Special investigations

 Psychotherapy notes

In summary, BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC will not disclose any

information identifying an individual as being a client or provide any behavioral health or medical information

relating to a client’s treatment unless: (a) there is written consent from the client or legal representative

(parent/guardian), (b) a court order requires disclosure of the information, (c) medical personnel need the

information to meet a medical emergency, (d) qualified personnel use the information for the purposes of

payment, treatment, healthcare operations, conducting research, management audits or program

evaluations, or (e) it is necessary to report a crime or threat to commit a crime or to report abuse or neglect

as required by law. Your authorization is required for all other disclosures of protected health information.

BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC will maintain your personal

behavioral health record for 6 years after the last clinical contact with BETTER LIFE BEHAVIORAL

SERVICES OF CENTRAL FLORIDA, LLC. If the patient is under the age of 18, those records will be kept for

6 years after the patient turns 18. After this time period, your records will be shredded, burned, or destroyed
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in a way that protects your privacy. Until the records are destroyed they may be used, unless you request in

writing restrictions on a specific use or disclosure. Your authorization may be revoked at anytime in writing. If

you revoke your authorization verbally Better Life Behavioral Services will honor the verbal revocation,

however we will ask that you provide us with written revocation within 1 week of verbal revocation.

Your rights regarding the use of your protected health information. You have the following rights

regarding the use of your protected health information, PROVIDED, you make a written request to invoke the

right on the form provided by BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC:

 Right to request restriction: You may request limitations from disclosure on your protected health

information we may disclose, but BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA,

LLC is not required to agree to your request. If we agree, we will comply with your request unless the

information provided is to provide you with emergency treatment.

 Right to confidential communications: You may request communications in a certain way or at

a certain location.

 Right to inspect and copy: You have the right to inspect and copy your mental health information

regarding decisions about your health care. This does NOT include the right to inspect and copy

psychotherapy notes. BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC may

charge a fee for copying, mailing and supplies. Under limited circumstances your request may be

denied. In the event BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC denies

your request to inspect and copy, you may request that another behavioral health professional chosen

by BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC review the denial. The

results of the review will be honored by BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL

FLORIDA, LLC.

 Right to request clarification of the record: If you believe that the information, we have about

you is incorrect or incomplete you may ask to add clarifying information. You may request a form to

make corrections or additions. BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA,

LLC is not required to accept the information that you provide on the

correction/addition form.

 Right of accounting of disclosures: You may request a list of the disclosures of your

behavioral health information that have been made to persons or entities other than for treatment,

payment, or health care operations in the last 6 years.
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 Right to a copy of this Notice. You may request a paper copy of this Notice at any time, even if

you have been provided with an electronic copy.

Requirements regarding this Notice

BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC is required to provide you with this

Notice that governs our privacy practices. BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA,

LLC may change its policies or procedures in regard to privacy practices and we will do our best to make you

aware of them. If and when changes occur, the changes will be effective for protected health information that

we have for you, in addition to protected health information that we receive in the future.

Safeguarding your PHI

BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC has many safeguards in place to

protect your PHI. We will do our best to keep your information confidential to avoid incidental or accidental

disclosures of your information. All employees, interns, and volunteers will be trained on HIPAA laws and

BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA’S policies and procedure for safeguarding

your PHI.

Complaints

If you believe your privacy rights have been violated, you may file a complaint with BETTER LIFE

BEHAVIORAL SERVICES OF CENTRAL FLORIDA, LLC. You will not be penalized or retaliated against in

any way for making a complaint. A patient also has the right to file a complaint with the Secretary of Health

and Human Services toll free at 1-877-696-6775.

Contact

Please contact your Behavior Analyst or BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL FLORIDA,

LLC to discuss issues of privacy.

If you have a complaint, questions about this notice, you wish to request restrictions on uses and disclosure

for health care treatment or operations, or you wish to obtain any of the forms mentioned to exercise your

individual rights described above please contact your Behavior Analyst or BETTER LIFE BEHAVIORAL

SERVICES OF CENTRAL FLORIDA, LLC.

Employee driven complaints will be discussed with a partner at BETTER LIFE BEHAVIORAL SERVICES OF

CENTRAL FLORIDA, LLC.
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BETTER LIFE BEHAVIORAL SERVICES OF CENTRAL
FLORIDA, LLC

1650 West Main Street Unit 1 Leesburg, FL 34758

(352) 314-3760 fax (352) 314-2909

This is to confirm that Better Life Behavioral Services of Central Florida has reviewed the Bill of

Rights of Persons who are Developmentally Disabled with me/us. I have been fully informed of

my/our rights and responsibilities and have been given examples of how to fully exercise my

rights and make informed choices, and all of my questions were answered. I was also given a

copy of the Agency for Persons with Disabilities Bill of Rights of Persons who are

Developmentally Disabled.

____________________________________ ____________________________________

Printed Name of Client Signature of Client

____________________________________ ____________________________________

Printed Name of Guardian (if applicable) Signature of Guardian (if applicable)

____________________________________ ______________________

Name of BLBS Representative who reviewed document Date
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