NAME (LAST, FIRST, MIDDLE INITIAL)

BETTINA LEHNERT PHD, PLLC
10149 N 92~p ST, SUITE 103
SCOTTSDALE, AZ 85258-4557
480.285.7011

PRIVATE & CONFIDENTIAL - PATIENT INFORMATION

TODAY’S DATE

BIRTH DATE - - AGE GENDER____ M___ F

ADDRESS CITY STATE ZIP
HOME TELEPHONE ( ) WORK TELEPHONE ( )

CELL PHONE ( ) E-MAIL

MARITAL STATUS: . MARRIED _____ SINGLE_____ WIDOWED______ DIVORCED______ SEPARATED _____ #OF YEARS
NAME OF SPOUSE / SIGNIFICANT OTHER / PARENT / GUARDIAN:

MAY WE CONTACT THEM IF NECESSARY?

YOUR OCCUPATION

REFERRED BY PHONE ( )

ADDRESS CITY STATE ZIP
MAY WE BE IN CONTACT WITH THE REFERRAL SOURCE? ___ Y __ N

EMERGENCY CONTACT RELATIONSHIP
TELEPHONE ( ) OTHER TELEPHONE ( )

BILLING/ RESPONSIBLE PARTY INFORMATION

NAME (LAST, FIRST, MIDDLE INITIAL)

ADDRESS CITY, STATE ZIP
HOME TELEPHONE ( ) WORK TELEPHONE ( )

CELL PHONE ( ) E-MAIL

CREDIT CARD NUMBER: EXPIRATION:
BILLING ZIP CODE: SECURITY CODE
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CHILD OF DIVORCE Y N

HAS THE PATIENT HAD PREVIOUS PSYCHOLOGICAL CARE? Y N

IF YES, PLEASE SELECT ONE!

CUSTODY STATUS

INPATIENT CARE

FAMILY MEMBERS/OTHERS NOW IN HOUSEHOL.D:

OUTPATIENT CARE

NAME RELATIONSHIP

DOB/AGE

BIRTHPLACE | OCCUPATION | MARITAL

STATUS

CHILDREN LIVING AWAY FROM HOME?

ORIGINAL FAMILY MEMBERS:

NAME RELATIONSHIP

DOB/AGE

BIRTHPLACE | OCCUPATION | MARITAL

STATUS

PLEASE PROVIDE THE FOLLOWING INFORMATION ABOUT YOUR GENERAL HEALTH AND YOUR
HEALTH HISTORY. PLEASE CIRCLE P FOR PERSONAL HEALTH HISTORY. CIRCLE F FOR AREAS OF FAMILY HISTORY.

P F ALCOHOL USE/DRUG USE

P F ALLERGIES. POLLEN, DUST,
ANIMALS

ALLERGIES. MEDICATIONS
ASTHMA, BRONCHITIS
ARTHRITIS, GOUT

EATING DISORDER: ANOREXIA,
BULIMIA

BONE/JOINT CONDITION

BACK, NECK, SPINE, DISC PROBLEM
OR INJURY

BIRTH DEFECTS/ DEFORMITY
BLOOD DISEASE: ANEMIA,
LEUKEMIA

BLOOD VESSEL, CIRCULATION
DISORDER

BREAST DISEASE

BREAST IMPLANTS (L/R)
BROKEN BONES/ BONE DISEASE
CANCER OF ANY TYPE
CONCUSSION/HEAD INJURY
DIABETES

EAR/NOSE/THROAT DISEASE OR
INFECTION

TTTT
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P F EPILEPSY/SEIZURE DISORDER,

CONVULSIONS

HYSTERECTOMY

FEMALE ORGAN IRREGULARITY,

ABNORMAL PAP, MENSTRUAL

GALLBLADDER

HEART PROBLEM OR CONDITION

HEPATITIS/LIVER DISORDER

HERNIA

HYPERTENSION, BLOOD PRESSURE

DISORDER

HORMONAL/THYROID/PITUITARY

DISORDER

HIV/AIDS

IMMUNE SYSTEM DISORDER, LUPUS

STOMACH/ COLON/ CROHN’S

DISEASE

P F INTESTINAL DISORDERS

P F KIDNEY/URINARY TRACT
CONDITION OR INFECTION

P F LUNG CONDITION OR INFECTION

P F MALE ORGAN IRREGULARITY OR
CONDITION: PROSTATE,
IMPOTENCE

T T
T

TTVTTTVTT
mm T M

T
T

TTT
™M T

P F NERVOUS SYSTEM CONDITIONS

P F MENTAL: NERVOUS, DEPRESSION,
ANXIETY

P F MIGRAINES/HEADACHES

P F MUSCLE/TENDON DISORDERS

P F PROSTHETIC IMPLANT/ ARTIFICIAL
LIMBS

P F RECONSTRUCTIVE/COSMETIC
SURGERY

P F SEXUALLY TRANSMITTED DISEASES

P F SKIN
DISORDERS/LESIONS/CANCER

P F STEROID USE: PREDNISONE,
ANABOLIC

P F STROKE

P F TUMORS, CYSTS, POLYPS,
GROWTHS

P F ULCERS, DIGESTIVE DISORDERS

P F WEIGHT PROBLEMS



HAS THERE BEEN ANY FAMILY PSYCHIATRIC HISTORY?

CURRENT & PAST MEDICATIONS (PLEASE INDICATE BY CIRCLING PAST OR CURRENT MED)

C|P C|P Cl P
C|P C|P Cl P
C|P C|P Cl P
C|P C|P Cl P
C|P C|P Cl P

HAVE YOU EVER BEEN HOSPITALIZED? IF YES, PLEASE STATE WHEN, WHERE, WHY:

HAVE YOU EVER HAD SURGERY? IF YES, PLEASE STATE TYPE OF SURGERY AND WHEN, WHERE, WHY:

PLEASE CHECK ANY OF THE FOLLOWING AREAS THAT YOU HAVE EXPERIENCED:!

[ 1 HEAD INJURY [ ]LOSS OF CONSCIOUSNESS [ 1SEIZURES [ ]CONVULSIONS [ ] OTHER NEUROLOGICAL DIAGNOSIS

PLEASE BRIEFLY DESCRIBE YOUR FAMILY WHEN YOU WERE GROWING UP:

PLEASE LIST ANY EVENTS FROM YOUR CHILDHOOD / OR ADULTHOOD THAT HAS HAD
A PROFOUND EFFECT ON YOUR LIFE:

HIGHEST GRADE COMPLETED DEGREE WHERE

How MANY HOURS A WEEK ARE YOU EMPLOYED?

HoOw OFTEN DO YOU SPEND TIME WITH OTHERS?

PLEASE SHOW HISTORY OF SUBSTANCE ABUSE:

CURRENT | PAST CURRENT | PAST
ALCOHOL HYPNOTICS
ToBACCO DIET PILLS
CAFFEINE (TEA, COFFEE, SODA) NARCOTICS / PAIN
COCAINE NERVE PILLS
MARIJUANA SLEEPING PILLS
STIMULANTS OTHERS (SPECIFY)
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PSYCHOLOGIST- PATIENT INFORMED CONSENT AGREEMENT

THIS AGREEMENT HAS BEEN PREPARED TO HELP DR. LEHNERT’S PATIENTS UNDERSTAND HOW THE
BUSINESS OFFICE OPERATES WITH RESPECT TO THE PSYCHOLOGIST-PATIENT RELATIONSHIP. PLEASE
READ ALL OF THE INFORMATION CONTAINED IN THIS AGREEMENT AND INDICATE YOUR CONFIRMATION
BY SIGNING THIS DOCUMENT.

e AILL PAYMENTS ARE DUE AT THE TIME OF SERVICE. | CAN PROVIDE YOU
WITH A “SUPERBILL,” WHICH IS A RECEIPT THAT CAN BE SENT IN FOR RE-~
IMBURSEMENT.

e THERE IS A 24 HOUR CANCELLATION POLICY FOR APPOINTMENTS. THE
FULL SESSION FEE WILL BE CHARGED IF NOT CANCELLED 24 HRS
AHEAD.

* YOU CONSENT TO TELEPSYCHOLOGY SESSIONS IF YOU CHOOSE TO
CONTINUE TREATMENT AND IN PERSON SESSIONS ARE NOT POSSIBLE

e | SEND APPOINTMENT REMINDERS AS A COURTESY TO MY PATIENTS.
HOWEVER, REMINDERS ARE ONLY A COURTESY. PLEASE KEEP TRACK OF
YOUR OWN APPOINTMENTS.

* SESSIONS ARE 50 MINS. TELEPHONE TIME AND EXTENDING THE
SESSION BEYOND 50 MINS WILL BE CHARGED ACCORDINGLY.

PLEASE INITIAL

CONFIDENTIALITY PoLICY

ALL PATIENT RECORDS WILL REMAIN CONFIDENTIAL UNLESS OTHERWISE INSTRUCTED IN WRITING BY
THE PATIENT, IF SUBPOENAED BY A COURT OF LAW, IF THE PATIENT PRESENTS A PHYSICAL DANGER
TO SELF OR OTHERS, OR CHILD/ELDER ABUSE/NEGLECT IS SUSPECTED.

HEALTH INSURANCE PLANS

DR. LEHNERT IS NOT CONTRACTED WITH ANY INSURANCE COMPANIES. PATIENTS MAY ELECT TO
FILE CLAIMS INDIVIDUALLY. A SUPER BILL/RECEIPT CAN BE PROVIDED AT THE TIME OF VISIT, FOR
PATIENTS TO SUBMIT THE CLAIM TO THEIR INSURANCE PLANS.

THE DIAGNOSIS AND TREATMENT INFORMATION REQUIRED ON THE CLAIM FORM IS OFTEN
FORWARDED BY THE PATIENT’S INSURANCE PLAN TO THE MEDICAL INFORMATION BUREAU (MIB). THE
PATIENT’S HEALTH HISTORY THEN BECOMES AVAILABLE TO OTHER INSURANCE COMPANIES WITHOUT
THE PATIENT REALIZING HE/ SHE HAS GIVEN CONSENT (USUALLY IN THE FINE PRINT DURING THE
APPLICATION PROCESS). THEREFORE, DR. LEHNERT BELIEVES THAT THE RELEASE OF ANY
DIAGNOSTIC INFORMATION THROUGH THE CLAIMS FILING PROCESS MAY PRESENT A POTENTIAL RISK
THAT COULD BE PERSONALLY DAMAGING TO UNKNOWING PATIENTS. THEREFORE, DR. LEHNERT
WANTS EACH PATIENT TO BE AWARE OF ANY POTENTIAL RISK OF RELEASING MEDICAL INFORMATION
SHOULD AN INAPPROPRIATE PARTY HAVE ACCESS TO THE MIB NATIONAL DATABASE.

MEDICARE PART B ENTITLEMENT PoOLICY

DR. LEHNERT WILL GLADLY TREAT PATIENTS OVER THE AGE OF 65, BUT SHE DOES NOT PARTICIPATE
IN THE MEDICARE PART B PROGRAM. MEDICARE ELIGIBLE PATIENTS MUST SIGN A WAIVER OF
MEDICARE PART B ENTITLEMENT, INDICATING THAT SERVICES PROVIDED IN DR. LEHNERT’S OFFICE
WILL NOT BE CLAIMED AGAINST THE MEDICARE PART B PROGRAM, BUT INSTEAD IS THE PATIENT’S
FINANCIAL RESPONSIBILITY. CURRENT LAWS REQUIRE THIS WAIVER TO BE SIGNED BY DR. LEHNERT
AND THE PATIENT.
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PAYMENT PoLicYy & TERMS

A $25.00 FEE WILL BE CHARGED FOR ANY RETURNED CHECK. THE PATIENT AGREES TO PAY ALL
CHARGES, IN ACCORDANCE WITH THE PAYMENT POLICY OUTLINED IN THIS AGREEMENT. SHOULD
DR. LEHNERT’S OFFICE BE FORCED TO INCUR COLLECTION CHARGES OR LEGAL FEES, THE PATIENT
AGREES TO PAY THEM IN FULL.

TERMINATION PoLICcY

DR. LEHNERT RESERVES THE RIGHT TO TERMINATE ANY PATIENT WHO VIOLATES TREATMENT
PROTOCOL, IS GENERALLY NON-COMPLIANT, OR WHO WILLFULLY DISREGARDS OTHER TREATMENT
OBJECTIVES THAT COULD SUPPORT POSITIVE CLINICAL OUTCOMES.

PROTOCOL FOR SECURE STORAGE, TRANSFER, AND ACCESS TO CLIENT RECORDS
ON TERMINATION OF THE PRACTICE

IN THE EVENT OF MY TERMINATING MY PRACTICE, | WILL NOTIFY ACTIVE CLIENTS THAT THEY MAY
LOCATE ME BY CALLING ME DIRECTLY AT A NUMBER PROVIDED TO THEM BY LETTER OR DIRECT VERBAL
COMMUNICATION OR BY CONTACTING THE ARIZONA STATE PSYCHOLOGICAL ASSOCIATION OR THE
ARIZONA STATE BOARD OF PSYCHOLOGIST EXAMINERS, WHO MAY CONTACT ME DIRECTLY AND
CONVEY THE REQUEST. FOR REASONS OF PERSONAL PRIVACY, | WILL ONLY PROVIDE DIRECT ACCESS
TO CURRENT OR RECENT (SIX MONTHS) CLIENTS VIA PROVIDING THEM WITH TELEPHONIC CONTACT
NUMBERS. | WILL MAINTAIN A PROFESSIONAL TELEPHONIC CONTACT NUMBER FOR A PERIOD OF
THREE TO SIX MONTHS, DEPENDING ON CIRCUMSTANCES AT THE TIME OF CLOSING OF MY PRACTICE.
INACTIVE CLIENTS MAY CONTACT ME VIA THE ARIZONA PSYCHOLOGICAL ASSOCIATION OR THE
ARIZONA STATE BOARD OF PSYCHOLOGIST EXAMINERS. | WILL MAINTAIN RECORDS AT 10149 N 92n~0
ST, SUITE 103, SCOTTSDALE, AZ 85258-4557.

I WILL MAINTAIN CURRENT CONTACT INFORMATION WITH THE ARIZONA PSYCHOLOGICAL
ASSOCIATION AND THE ARIZONA STATE BOARD OF PSYCHOLOGIST EXAMINERS FOR THE PERIOD OF
TIME REQUIRED TO MAINTAIN RECORDS. | WILL POST TWO NOTICES IN THE PAPER (TWO WEEKS APART)
REGARDING THE CLOSE OF THE PRACTICE AND INFORMATION FOR LOCATING MEDICAL RECORDS.

I WILL RESPOND IN A TIMELY MANNER TO CLIENT REQUESTS FOR COPIES OR ACCESS TO THEIR
MEDICAL RECORDS. UNLESS PROHIBITED BY ILLNESS OR TEMPORARY TRAVEL UNAVAILABILITY | WILL
RESPOND WITHIN 30 DAYS OR OTHER LEGALLY OR ETHICALLY RESPONSIBLE REQUIREMENTS. | WILL
DISPOSE OF UNCLAIMED RECORDS AFTER THE CURRENT LEGAL AND/OR LEGALLY SPECIFIED TIME
REQUIREMENTS BY DESTROYING RECORDS SO THAT NO CONFIDENTIAL INFORMATION REMAINS IN
USABLE FORM. IN THE EVENT THAT CIRCUMSTANCES REQUIRE, | WILL FORWARD RECORD ACCESS
AND RESPONSIBILITY TO ANOTHER PROFESSIONAL WHO WILL RESPOND TO RECORD REQUESTS IN
ACCORDANCE WITH LEGAL AND PROFESSIONAL STANDARDS. CURRENTLY RECORDS ARE LOCATED AT
10149 N 92180 ST, SUITE 103, SCOTTSDALE, AZ 85258-4557.

PATIENT RESPONSIBILITIES

EACH PATIENT IS RESPONSIBLE FOR PROVIDING ACCURATE CONTACT INFORMATION AS WELL AS
BILLING INFORMATION. IF TELEPHONE NUMBERS AND/OR ADDRESSES CHANGE, PATIENTS MUST
INFORM DR. LEHNERT’S BUSINESS OFFICE. FURTHERMORE, THE PATIENT UNDERSTANDS THAT THE
EXAMINATION AND TREATMENT PROVIDED BY DR. LEHNERT IS LIMITED TO OUTPATIENT PSYCHOLOGY
SERVICES. THIS DOES NOT NECESSARILY CONSTITUTE TOTAL OR DEFINITIVE PSYCHOLOGICAL CARE.
FURTHER EVALUATION AND TREATMENT MAY BE REQUIRED IN SOME CASES. IT IS THE PATIENT’S
RESPONSIBILITY TO OBTAIN FOLLOW UP MEDICAL CARE FOR GENERAL HEALTH AS NEEDED, OR WHEN
ADVISED TO DO SO BY DR. LEHNERT.

| HAVE READ, UNDERSTAND, AND ACCEPT, THE PROVISIONS OF THIS AGREEMENT, AND HAVE NO
QUESTIONS ABOUT THE POLICIES OUTLINED HEREIN. | UNDERSTAND THAT IF | VIOLATE ANY
PROVISIONS OF THIS AGREEMENT, MY TREATMENT MAY BE TERMINATED. | UNDERSTAND THAT THIS
AGREEMENT IS BINDING IN THE STATE OF ARIZONA AND THAT THE PROVISIONS ARE FOR MY
PROTECTION AND FOR THE PROTECTION OF DR. LEHNERT. THE ORIGINAL COPY OF THIS
AGREEMENT WILL BECOME A PART OF MY PRIVATE MEDICAL RECORD.

PATIENT/ GUARDIAN SIGNATURE DATE
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INFORMED CONSENT CHECKLIST FOR TELEPSYCHOLOGICAL SERVICES

Prior to starting video-conferencing services, we agree to the following:

* There are potential benefits and risks of video-conferencing (e.g. limits to patient
confidentiality) that differ from in-person sessions.

* Confidentiality still applies for telepsychology services, and nobody will record the session
without the permission from the others person(s).

* We agree to use the video-conferencing platform selected for our virtual sessions, and the
psychologist will explain how to use it.

* You need to use a webcam or smartphone during the session.

* Itisimportant to be in a quiet, private space that is free of distractions (including cell
phone or other devices) during the session.

* [tisimportant to use a secure internet connection rather than public/free Wi-Fi.

* |tisimportant to be on time. If you need to cancel or change your tele-appointment, you
must notify the psychologist in advance by phone or email.

* We need a back-up plan (e.g., phone number where you can be reached) to restart the
session or to reschedule it, in the event of technical problems.

* We need a safety plan that includes at least one emergency contact and the closest ER to
your location, in the event of a crisis situation.

* If you are not an adult, we need the permission of your parent or legal guardian (and their
contact information) for you to participate in telepsychology sessions.

* You should confirm with your insurance company that the video sessions will be

reimbursed; if they are not reimbursed, you are responsible for full payment.

As your psychologist, | may determine that due to certain circumstances, telepsychology is no

longer appropriate and that we should resume our sessions in-person.

Patient Name:

Signature of Patient or Legal Representative:

Date:
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Bettina Lehnert, PhD, PLLC
10149 N 92" St, Suite 103
Scottsdale, AZ 85258-4557

480.285.7011

Medicare Opt Out Private Contract (sign only if you have Medicare)

o I Bettina Lehnert, PhD have not been excluded from Medicare under [1128] §§1128, [1156] 1156 or [1892] 1892 of the Social Security
Act. I, Bettina Lehnert, PhD, have opted out of participating in Medicare as a provider.

o I the Medicare beneficiary or my legal representative accept full responsibility for payment of charges for all services furnished by Dr.
Bettina Lehnert.

¢ I the Medicare beneficiary or my legal representative understand that Medicare limits do not apply to what Dr. Bettina Lehnert may
charge for items or services furnished.

« I the Medicare beneficiary or my legal representative agree not to submit a claim to Medicare or to ask Dr. Bettina Lehnert to submit a
claim to Medicare.

o I the Medicare beneficiary or my legal representative understand that Medicare payment will not be made for any items or services
furnished by Dr. Bettina Lehnert that would have otherwise been covered by Medicare if there was no private contract and a proper
Medicare claim had been submitted.

e I the Medicare beneficiary or my legal representative enter into this contract with the knowledge that I have the right to obtain
Medicare-covered items and services from a physician and/or practitioner who has not opted-out of Medicare, and that the I am not
compelled to enter into private contracts that apply to other Medicare-covered services furnished by other physicians or practitioners who
have not opted-out.

» The expected or known effective date and expected or known expiration date of the opt-out period is October 1, 2013 (effective date)
and October 1, 2015 (expiration date).

¢ I the Medicare beneficiary or my legal representative understand that Medigap plans do not, and that other supplemental plans may
elect not to, make payments for items and services not paid for by Medicare.

e This contract cannot be entered into by myself, the Medicare beneficiary, or by my legal representative during a time when I, the
Medicare beneficiary, require emergency care services or urgent care services. (However, a physician/practitioner may furnish
emergency or urgent care services to a Medicare beneficiary in accordance with §3044.28 of the Medicare Carriers Manual)

o I the Medicare beneficiary or my legal representative will receive or have received a copy (a photocopy is permissible) of this contract,
before items or services are furnished to me under the terms of this contract.

I Dr. Bettina Lehnert will retain the original contract (original signatures of both parties required) for the duration of the opt-out period.
I Dr. Bettina Lehnert will supply CMS with a copy of this contract upon request.

I Dr. Bettina Lehnert understand that the current private contract remains in effect for two years. If I again opt-out of Medicare, I will
expediently complete a new contract for each Medicare beneficiary and will expediently submit the appropriate affidavit(s) to all local
Medicare carriers.

Medicare Beneficiary Name (Printed) Medicare ID Number (On Card)

Beneficiary Signature Date Signed

Bettina Lehnert, PhD Date Signed
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Bettina Lehnert, PhD, PLLC
10149 N 92" St, Suite 103
Scottsdale, AZ 85258-4557

480.285.7011

Authorization Form-
(Complete only if there is someone you would like me to talk to or bring to your session)

This form when completed and signed by you, authorizes me to obtain protected
information from and / or release protected information to the person you designate.

I , authorize my psychologist, Dr. Bettina Lehnert and
her administrative staff to release/ obtain:

My entire record
A summary of my treatment
Information via verbal contact

This information should only be released to / obtained from:

| am requesting my psychologist to release / obtain this information for the following
reasons:

____ Atmyrequest

_____ Other:

This authorization shall remain in effect until or until termination of treatment with
Dr. Lehnert.

You have the right to revoke this authorization, in writing, at any time by sending such
written notification to my office address. However, your revocation will not be effective to
the extent that | have taken action in reliance on the authorization or if this authorization
was obtained as a condition of obtaining insurance coverage and the insurer has a legal
right to contest a claim.

| understand that my psychologist generally may not condition psychological services upon my signing an

authorization unless the psychological services are provided to me for the purpose of creating health
information for a third party.

| understand that information used or disclosed pursuant to the authorization may be
subject to re-disclosure by the recipient of your information and no longer protected by the
HIPAA Privacy Rule.

Signature of Patient Date

If Minor, Legal Guardian Date
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Bettina Lehnert, PhD, PLLC
10149 N 92" St, Suite 103
Scottsdale, AZ 85258-4557
480.285.7011

Acknowledgement of Receipt of Notice of Psychologist’s Policies and

Practices to Protect the Privacy of Your Health Information
(“Notice of Privacy Practices” is available to download from my website)

l, acknowledge that | have been offered a
copy of the Notice of Privacy Practices.

This Notice describes how Dr. Bettina Lehnert may use and disclose my protected health
information, certain restrictions on the use and disclosure of my healthcare information, and
rights | may have regarding my protected health information.

Signature of patient or representative Date

Relationship to patient
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Bettina Lehnert, PhD.
Informed Consent for Participants in Couples Therapy
(Sign only if couples therapy is being sought)

L understand and agree that [ am freely choosing to
participate in couple’s therapy with Dr. Bettina Lehnert.

I understand that confidential and/or sensitive information may be disclosed and discussed during
the session(s), which may be upsetting to me or the other person. I acknowledge that Dr. Lehnert is
not responsible for any problems or discomfort that may arise from matters disclosed or discussed
during the couple’s therapy session(s).

I understand that, in comparison to individual therapy, the focus in couple’s therapy is on the
relationship and both participants are considered clients. Therefore, I agree that all information in the
therapist’s records will be fully accessible to both participants. I also understand that participants in
couple’s therapy with Dr. Lehnert will generally not have individual session(s) unless agreed to by
all parties. If that happens, it will only be with the consent of both parties and for specified reasons.
By my signature below, I understand and agree that any and all information disclosed and discussed
with Dr. Lehnert at any time, including phone calls, will not be confidential between the participants.
By my signature below, I acknowledge that Dr. Lehnert is required by law to report any information
regarding the abuse or neglect of a child or a vulnerable adult to the proper authorities regardless of
my wishes.

By my signature below, I confirm that no divorce or child custody case has been filed or is pending
without the knowledge of the other party. If Dr. Lehnert’s records for the couple’s therapy sessions
are later subpoenaed during divorce and/or custody proceedings, I agree that she may honor any
lawfully issued subpoena/court order and release the records. I also understand that providing
records in response to a lawfully issued subpoena may result in a loss of confidentiality for the issues
disclosed and discussed during therapy session(s).

Signature of Client Date

Bettina Lehnert, PhD Date
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