& Alssaro Counseling Services, PLLC

481 Main Street, Suite 401
New Rochelle, NY 10801
Phone: (914) 355-2440
Fax: (914) 235-0822

Email: info@alssaro.com

Confidentiality Notice: Confidential Health Information May Be Enclosed

Protected health information (PHI) is personal and sensitive information related to
a person's health care. You, the recipient, are obligated to maintain it safe, secure
and confidential manner. Inappropriate re-disclosure without additional patient
consent or as permitted by law is prohibited. Unauthorized re-disclosure or failure
to maintain confidentiality could subject you to penalties described in federal and
state law.

IMPORTANT WARNING: This message is intended for the use of the person or
entity to which it is addressed and may contain information that is privileged and
confidential, the disclosure of which is governed by applicable law.

If you are not the intended recipient, or the employee or agent responsible to
deliver it to the intended recipient, you are hereby notified that any disclosure,
copying or distribution of this information is Strictly Prohibited. If you have
received this message in error, please notify the sender immediately to arrange
for return or destruction of these documents.
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Phone (914) 355-2440 Fax: (914) 235-0822

REGISTRATION FORM

(Please Print)

Today's Date '7/ 2/[ L (f

PATIENT INFORMATION

Patient's Last Name ﬁ First i Middle arital Status (Circle One)
- . Vi )
/(/‘('d < {‘7’ f"/ {:&?ﬁ}/{ﬁﬁé& V ing% ! Married ! Other
I
Is this your legal name? [f not, what is your legal name? ~ {Former Name) i Birth Date ge ,, fSex
L\.l;s 1 No ‘?-'! / / H rgé 1 M M
Stre t Address, Apt# Cuy Slate  ZIP Gode Social Securily ﬁ_a)me'Pﬁone No. |
i 61 eocl K}l LArohmar! f\ﬂ [0SIE . ( )
P.O. Box Clty State. ZIP Code Phona No.
VA ~5200
Occupatien Employer = :
. C cang‘mo{[’ oVl - Com
7

/_(Palient/.egalGuardian Initials) | consent to receive text messages from the practice at my cell phone and my number fowarded or
transferrad to that number or emails to receive communication.

Referred from (Please check one hox & list)

O Internet/Goagle 0 Dept, Of Social Services Q Other.
Ul Insurance O Primary Care Doctor
Ll CPSIACS. €1 School , ;

E*_“ELESE LIST ANY HEALTH PROBLEMS AND CURRENT MEDICATIONS YOU ARE TAKING:

S

Name: CCU\M?V w() ?{dgg@f{

Ralationship to P tient:

Biological father Molher Legal Guardian - Foster Parent - Other:

Mantatﬁtatus}of ntsILegal Gusard iants d If divorced: Joint Custody = Mother Sole Custaody- Father Sole Custody
S}ngle Married — Live-In Partner - Separate Please provide legal custody documentation

Dlvorcedﬁwn!d wed
INSURANCE INFORMATION

insured's Name U{ //"
L

Patient's: Relationship to Insured a Self O Spouse T Child O Other

(PLEASE GIVE YOUR INSURANCE CARD TO THE OFFICE
Insured’s S.S. # Birth Dale
[

IN CASE OF EMERGENCY

Name of Local Friend or Re!ative (not living at same address){Relationship to Patient

 Adrelie Zovdbas //\/a*ﬁ'z’?j/_ T4 6181995,




Alssaro Counseling Services, PLLC

REGISTRATION FORM
(Continuation)

OLLOWING CAREFULLY __

tial Session

to]}zpeu in Yo

During the first meeting, your therapist will ask you to complete some paperwork about your
history. In_order to determine the best way to hélp you; he or she will also ask you questions
about your history and why you're seeking treatment: The intake process is. vital to the '
formation of any counseling relationship, Keep in mind that the initial appointment consmts of

both the written information and the verbal exchange. , 3

I undersfand that I am fu?ly respons:b!e and !lable for the: entlre amount of anyfaﬂ charges for the
services rendered which have not been paid by any othsr source. | alsc agree that the failure of
third-party payer fo nigke payments, for whatéver reason, will in no way prevent Alssaro

' i s, PLLC from enforcing this agreement | hereby authorize the release of

for insurance reimbuirsement purposes as \m& /
a/ |

PAT]ENTJGUﬁF(DIA' SIGNATURE - _/ DATE

'/fServ:ces PLLC shall coilect acknnwledgment of the previsnon of its Patient

Rights Notig { of Privacy Practices to all patients. 1 acknowledge that | have been provided a

copy of thi /I/ anf Rights -Netice of Privacy Practices, p

X /L o z‘*/@/ i
F'ATIENTiGUAleJAN SIGNATURE | /' DATE

| have read, understand, agree to and will abide by the Financial Policy. | understand that | am’

fully responsible and liable for the entire amount of any/all chardes Tor fhie services rendered

which have not been paid by any other source. | also agree that the failure of third-party payer

make payments; for whatever reason, will in no way prevent Alssaro Counseéling Services, PLLC

from enforcing thisjagreemenit. | hereby authorize the release of necessary information for .
ra

lnsurancey?{m urgement purposes as well. y
x__ /| __ /?/ /)7

PATIENT/GUARDIAN SIGNATURE - / DATE

/’

| hereby gi /?/A[ssarj' Counseling Services, PLLC permission for the duratlon of therapy- to

examine dtrea m' son | daughter, o
x _/ ( /3// /

PATIENT/GUARDIAN SIGNATURE ' f’ 7 DATE

J%’espons;b!e for a reserved time, rmssed appomtment fee of $50. 00
ifl/d

1 understand that | will b
‘per appoint @nt magg. i ecide to cancel, change or nio show for my appeintment without

fsvmg at lf it 24-71: natice. - - ? /{5 / /; /

PATIENT/GUARD!AN SIGNATURE /" /DATE




Alssaro Counseling Services, PLLC

Behavioral Health/Medical Provider Communication Consent Form

PATIENT AUTHORIZATION

Fundersigned, understand | may revoke this consent ant any time except to the éxtent that the action has been
taken in reffance upon it and that in any event, this consent shall expired 12 months from the date of signature,
unless another date is specified, | have read and understand the above information and give my authorlzation:

PATIENT, PLEASE CHECK ONE;

1 To release any applicable medical infor fa/éon to my behavioral and/or medical health provider,
f 9 _.(fﬁ /7
Date_’ [~/

- e ; sy = o et e -
=== fgatul = =i+ ettt mERRERIET

patient/Guardian Signature L

[ 11DO NOT give my authorization to releasé any information to my medical and/or behavioral provider,

Patient/Guardian Signature _— Pate___ /[

= = = e

EL

{ 1Patient does not have a medical provider

Patient/Guardian Signature — Date / /

Patient information

Patient Insurance ID Nuimber

Patient Name Dateof Birth __/___/

Patient Street Address;

City, State Zlp Code

71l phone Number | Behavloral Health Provider

el M

i Alssaro Counseling Services, PLLC
et 481 Main Street Suite 401, New Rochelle, NY 10801
’ {914) 355-2440 Fax{914)235-0822
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£/t B AN
('\_({‘égfi AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT g‘%ﬁﬁﬁ

[This form has been approved by the New York State Department of Health]

Patient Naime . ) o Y Date of, Bitth Social Sectrity Number
Clhowolette pocsenaf® | ojloil 200

Pmem A(‘khe

I[y] Rﬁﬁr?/(_.- (Qrioriie. Mgfm:/?mgw" Y 10555

1. or nuy authorized representative, request thar health information regarding my care and weatment be released as set forth on this form:
In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA). I understand that; 7

1. This authorization may incliude disclosure of information relating to ALCOHOL- and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Item 9(a). In the event the health information described below includes any of these types of information. and I
inifial the line on the box in Irem 9(a). I specifically anthorize release of such information to the person(s) indicated in Trem §,
2. If 1 am awthorizing the release of HIV-related, alcohol or drug treanment, or mental health weaunent information, the recipient is
prohibited from redisclosing such information withour my authorizaton unless permitted to do so under federal or stare law, 1
uirderstand that [ have the right to request a list of people who may receive or use my HIV-related information without authorizarion, If
I experience discrimination because of the release or disclosue of HIV-related information. T may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Conunission of Humian Riglts at (212) 306-74530. These agencies are
responsible for protecting my rights,

. Lhiave the right ro revoke this authorization at any time by writing to the health care provider listed below. T understand that T may
revoke this authorization except to the extent that action'has already been taken based on this authorization,
4, T understand that signing this authorization is vohmtary. My eatment. payment. enrollment in a health plan. or eligibility for
benefits will not be conditioned npon my anthorization of this disclosure.
3. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2). and this
rediisclosure may 1o longer be protecred by federal or state law,
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b):

7. Nmue and .uhhe‘;s of health provider m enu tmelease this informatjon: \ P H
R T e = 250 ORicll ol , Yertoren HAs, f\H

8. Nauie and address of person(s) or caievow of person to whom this 111f011:ﬁ!!0!1 will be sent: ot
Alssaro Counseling Services, PLLC 481 Main Street Suite 401 New Rochelle, NY 10801 Telephone: (914)355-2440

9(a). Specitic information to be released:
Y Medical Record from (insert date) _ to (insert date)
O Entire Medical Record, including patient histoties, office notes (except psychotherapy notes). test results, vadiology studies. films.
referrals, consults, billing records, insurance records, and records senf to you by other health care providers,
@ Other: History/Updates Include: (Mdicate by hiitialing)

) Alcohiol/Drug Treatment

{ A {L‘\ lental Health Information

nforimation HIV-Related Infornnition

,__ Tauthorize \\A”‘Ch L\’(" lCU Yl(\” — -

Tnitials Name of individual health ¢are provider

to discuss my trglih mfﬁxur:uclu\\t(h n mtﬁ;j\ L(}_,C aovgynmj ‘éqi qofaUl:@n.d here:

(Attormay/Finn Naime or G Lemnmental Azency Name)

Authorizatjon to Discuss Health

(1) O By initialing here

10, Reason for release of information: 11. Date or event on which this authorization will n\pm.
3
U At request of individual 6* LU % ;
@ Other: To facilitate treatment B '
12. If not the patient, name of person signing form; 13. A_mhorimas\iml on Pell_ﬂlt_gl'_pﬂtiﬂm:

All items on this form have been completed and my questions about this form have been answered. In addition. I have been provided a
copy of the torm,

(f‘//f/m, . // _— ’%’f‘/ /€ //ﬁz

1um\uue of patient or represel lldlm.}mlhm ized by law,

s« Human Tmmunodeficiency Virus that enuses AIDS. The New Yorl State Public Health Law protects informnation which reasonably could
identify someone as having HIV symptoms or infection and information regarding a person’s coutacts,
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< ‘ ” OCA Officinl Form No.: 560
A, AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PU RSUANT TO HIPAL
'm":ﬁ* o [This form s Deeu approved bs‘ the New York State Department of Heuim]

Pagient Name “Date of

me \MH‘) coscennll mem o

| Social Seeniiry Nunber

“Patieiit Ad(lle.ss
lo/ 12 éhcf;u OE&Z,/?% A‘xf/?/%ﬂ??f xV/ / K)f _)_}09

L or my authorized 1ep1ecenhuve, request that healtly infornmation regarding my care and ireannent be released as set forth onl this form:

Inaccordaice with New Yoik Staré Lavw and ihe Frivacy Rule of the Healih Tnsurance Portability-and Accountability Act of 1996
tHIP»\A} 1 nfiderstand tliat:

This authorization inay: inclndes disclosuia of information relating fo ALCOHOL and DRUG ABUSE, NENTAL HEALTH

TRL‘AT\IENT exeepl p».,ychoﬂiempv nofes, and CO\ITIDE\‘TIAL HIV* RELATED INFORMATION only if T place my initiads on
the appropriate line in Jiem 9(a). : In the event the health infonnation described below includes any of these types of information, and 1
initial {he line o1 the box in Temn 9(2), T specifically autliorize relénse of such iuformation to fhe person(s) indicared in Item 8.
2. ITT om athotizing the velegse of MIV-related, alcohed or drig treatment, or mental health meatment information. the 1ecnpzem iy
prohibited from rédisclosing such information withoul my nmhonz'mon unless permitted  do 3o under federal or st v, 1
tnderstand thar Thave the right to request a list of peaple who may receive-or use my HiV-related information without authorization, It
I experience discriniination because of the release or disclostire of Hl\r-m!:ued information, I may contact the Newy York Srae Division
of i Rights ar (212) 480-2:493 or the New York Ciry Commission of Human Rigls. ar (212) 306-7450, These agencies are
1es}mnsmle for protecting my riglts.

. 1 have the right 10 revoke this authorization at any e by writing m e health cave provider listed below. T understand (i 1 1y
ie\'oke this .mlhnnz'umu eXCEDT to the extent that action has Alaeady Lieen taken based on this awhorizalion.

4. [ understand that signing this authorization is voluptary, My treatment. payment. entollment in a health plan; or eimbxim for
leniefits will por be LO“L["IOHE(‘ upon my anrhorization of this disclostre,.

5, Information disclosed wider this authorization might be redisclosed by the recipient (except as noted above in Iram 2. and this
nd]sclosuu way no longer be protected by federal or state law,

. Tms -&UTHORIAATIO\' DOES NOT AUT HORIZLE YOU TO DTSC["SS MY HEALTH INFORMATION OR MEDICAL
CARIZ WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNAENTAL AGENCY SPECIFIED IN ITEM 8 {b)

7. Name and address of healtly provider or entity fo release this informarion: L
Alssaro Counseling Sexvices, PLLC 481 Main Street Suite 401 New Rochelle, NY 10801 ,lclephoue. (914335 ,.-:2'44{;'

vate atyl address of personds) or catezory of person o whpm thiis intonafion wlli hig sént;
T BTN Y:

el 10 becaat = 334 Yrde i, [ 1D Nordlewn HE, MY
9fa). Specitic ultonmttou to be released: ’ 5
0 Medical Record from (inseit date) 4] (i‘;l\tel teate) )
‘8 Entire Medical Record. including patient histories. office notes (excepr psychotherapy notes). test results, radiotogy smidies L films.
refervals, consults, billing records; insugance veeords. and records sent 1o-you by other health care providers.
{ Other: Treatment status/Updates/ Inctude: (Indicare by Difrialing)
.Rec_nnunendaﬂons 4, AléaholDr g Treatment
' ' | . ',_ { Mentinl Health Information
Authorization to Disciss Heqlih‘ infﬁma{io:r ' HIV-Related Information

(1 L3 By inilialing heie Z f _Tauthorize A\ KK (’/U (/ (U\ \/{J [/J\C} \ iCQ—'

Tl M of: lll(h\ |dm] henllh \mipw\ u{el
o discuss my ealih n{(}x\m 011 wirll my 'ma;nev it d govemmental agency. listed here;
nf
o ( -\Ilome}fﬂml Nome or Lumemmemal Agettcy Napigh o
[0, Reason for retease. éi‘ihfommﬁbii: 11, Dateor event on-which this authorizarion will exphre;

U Arrequest-ofindividual | C‘:{ } | 8‘ ;)ﬂ (_\;:LC}

1 Otrer; To facilitate treatment

12, 1f not the patient. name of person signitig formy: 13. Authority to sign ofy behalf of patient:

Methoy

Al items o This fornl Have been conipleted and miy questions about this form have bean answered. In addition, I have been provided a

ww&/ 77?“ //L A // } l b /}/ F M

Siﬁnm{n‘e of patient or 1epn.seutqu\ e anthorized by Inw.

* Human Tupbwtodelicieney Vivis that ealises ms l‘he Naw Yol State Puble e alib Law protects information which m‘:sonnhh coubd
fdentifs someone ay linving HIV symptoms of infection and information regrding & person’s conpets.
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" A OCA Official Form No.: 9ms
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO! lmm "’ l;\f“ ’n"\

| This form has been approved by the New York State Department of Health|

Patient Name Date of Birth Social Security Number

CINOU O lete PRECn O D2O} 'fawl\

Patient Address
el (Aeacih ave [0 rnmort NN D5 29

[, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordanece with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA), T understand that:
[. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIVY RELATED INFORMATION only if | place my initials on
the appropri iate line in Item 9{a). In the cvent the health information described below includes any of these types of information, and |
initial the line on the box in fem 9(a). | specifically authorize release of such information to the person(s) indicated in [tem 8.
2. If | am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law, |
understand that [ have the right to request a list of people who may receive or use my HIV-related information without authorization, If
| experience diserimination because of the release or disclosure of HIV-related information, 1 may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. Thesc agencies arc
rcsponsiblc for protecting tny rights.

. 1 liave the right to revoke this authorization at any time by writing to the health care provider listed below. 1 understand that [ may
rwatq. this authorization e'(u.pi to the extent that action has already been taken based on this authorization,
4, 1 understand that signing this authorization is voluntary. My treatment, paymeni, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my. authorization of this disclosure.
5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in [tem 2), and this
redisclosure may no longer be protected by federal or state law,
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity to release this information:
Alssaro Counscling Services, PLLC 481 Main Strect Suite 401 New Rochelle, NY 10801 T: (914) 355-2440

8. Name and address of person(s) or category of person to whom this information will be sent:
Catherine Kassenoff (161 Beach Ave Larchmont, NY 10583

v Sl

9(a). Specific information to be released:
O Medical Record from (insert date) to (insert date)
@ Entire Medical Record, including paticnt histories, office notes (except psychotherapy notes), test results, radiology studies, filing,
referrals, consults. billing records, insurance records, and records sent to you by other health care prowders

0 Other: ) Include: (Indicate by Initialing)
. Aleohol/Drug Treatment
: ( gl ; Mental Health Information
.-\uthbriz:lti()n to Discuss Health Information ____ HIV-Related Information
by O By initialing here I authorize - :
( )‘ i . © Iniials Name of individual health care provider

‘{o discuss my health information with my attorney, or a governmental agency, listed here:

(Attorney/Firm Name or Governmental Agency Name)

10 f&ason for release of information: 11. Date or event on which this authorization will LAPITC
[ At request of individual D Ef , / ) 1
U Other: |

12. [fnot the patient, name of person signing form: 13. utlmntyllo sxgn §n behalf of patient:

All m.ms on this form have been u.omplctecf and my questions about this form have been answered. In addition, I have been provided a

copy / u h/uf:\{// . //g /\\ Date: ?//92'// ?

blnua’ulre of patient or reprisenfative authorized by law,

% Tluman Immunodeficiency Virus that causes AIDS, The New York State Public Health Law protects information which reasonably could
identify someonc as having HFY symptoms or infection and information regarding a person’s contaets,
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PSYCHOTHERAPY INTAKE NOTE rl IC ! “ {. l I “I[I
Alssaro Counseling Services VL | ‘J L I\' H 1Nk
o ol it S
Tel: (914) 355-2440 Yonale

Label: Psychotherapy Intake Note - 7/3/2019
Note Date: 07/03/2019

Session Code

90791 - Psychiatric Diagnostic Evaluation

Presenting Problem

"Parents are getting divorced, feeling sad, parents fight and afraid of father when he yells."

Current Mental Status

Affect
Neutral
Appearance
Alert
Stated Age
Well developed
Well groomed
Well nourished
Attention/Concentration
Normal
Attitude
Attentive
Cooperative
Friendly
Interested
Insight
Good
Judgement
Good
Memory
Intact
Mood
Sad
Motor/Behavior
Appropriate for age
Orientation
Person
Place
Situation
Time
Perception
Appropriate

httns://orderconnect.ntst.com/patient note print.asp?nhID=1737014&source=M&idchk=25... 8/8/2019



OrderConnect Print Note : Page 2 of 4

Speech
Fluent
Thought Content
Congruent
Relevant
Thought Process
Coherent
Logical
Safety Issues
None
Suicidal Ideation

Present

Charlotte experiences passive suicidal ideation as there are times when she "wants to disappear” or "jump out of the
window to escape/run away." Charlotte denied any intent/plan. She denied hx of self-injurious behaviors.

Identification

Charlotte is a 8 year old Caucasian, female child currently residing in Larchmont, NY 50% of the time with father and the
other 50% with mother (due to domestic viclence related incident) and 2 sisters (Alexandra age 10, Josephina age 5).

- History of Present Problem

Charlotte was BIB her biological mother seif-referred seeking outpatient services. Charlotte reported that her parents are
going through a divorce and she has been feeling increasing sad. She stated that although she is sad for her parents to get
divorce she believes it is the best because her parents are constantly fighting and yelling with one another. Charlotte
reported that she is afiaid of her father when he yells and believes he might harm her and/or another member of her
family. Charlotte reported that sometimes she "wants to disappear and jump out of the window" to "escape and run
away." She has been experiencing the following sxs: distractibility, hopelessness, loneliness, fatigue, withdrawal from
people, anxiety/worry/fear, sadness/depression, irritability/anger, sibling conflict and sleep disturbance. Charlotte meets
criteria for Adjustment Disorder with depressed and anxious mood.

Past Psychiatric History

Family denied any past psychiatric history.
Trauma History

Emotional abuse by father Domestic violence in the home Parents are in the process of getting a divorce
Family Psychiatric History

Mother - Domestic violence survior, mother is in therapy Alexandra - ODD, ADD, Binge Eating Father - Anger
Medical Conditions & History '

Denied any medical conditions. Takes Flintstone vitamins daily. PCP is Dr. Seth Winkler located in Scarsdale, NY Date
of last physical exam: 2/2019

Medication(s)
Denied
Substance Use

Denied
N/A
Family History

Charlotte was bom to biological mother Catherine (age 50) and biological father {age 46). Charlotte has two siblings
which include Alexandra (age 10) and Josephina (5 years old). Parents married in 2006. Mother is requesting a divorce

hitps://orderconnect.ntst.com/patient_note_print.asp?nhID=1737014&source=M&idchk=25... 8/8/2019




OrderConnect Print Note Page 3 of 4

due to domestic violence related incidents. Mother is a lawyer for the state and father is a patent litigator. Mother's culture
is Egyptian and British and father is Jewish. Mother was born in Canada and father was born in US, Al children were
bom in USA. Mother was diagnosed with breast cancer, received chemotherapy and had a bilateral mastectomy.

Social History
Charlotte engages in playing the violin, tennis, soccer, robotics and learning Arabic. Her support system includes her
family members, friends, peers at school, Family is spiritual,

Developmental History
Charlotte was born at Columbia Presbyterian Hospital. Mother denied any complications in the birth and/or delivery.

Mother denied using any tobacco, medication, street drugs or alcohol while pregnant with Charlotte. Mother reported that
Charlotte was born via vaginal birth. She reportedly met developmental milestones within normal limits.

Educational/Occupational History

Charlotte attends the French American School located in Larchmont, NY. She recently finished the 2nd grade and will be
attending 3rd grade in the fall. Her grades are excellent, receiving A/B's. There are no behavioral concemns in school.
Teachers reported that she is well-behaved and a feader of the classroom. Denied any learning disabilities, IEP and/or
504Plan. Charlotte shared that she has been teased and picked on by a female peer in her school who calls her and her
friend negative names.

Legal History
Denied
Department of Secial Services/CPS/ACS History

Active

In May 2019, Charlott'es sister Josephina reported a domestic violence incident to school personnel which prompted a
CPS case and police involvement. Mother informed therapist that case would be closing as of today 7/3/19 and would
notify therapist of the findings. Charlotte's law guardian is Carol Moss. Mother signed consent for therapist and law
guardian to communicate.

Military Service History
Not applicable
Strengths/Limitations

Strengths include that Charlotte is intelligent and well-behaved. Her limitations include that she struggles to manage her
emotions related to sadness, fear and anxiety and resorts to passive suicidal ideation.

Current Signs and Symptoms

Anger

Depressed mood
Disturbed sleep
Easily distracted
Easily frustrated
Fatigue/Lathargic
Irritability
Peer/Sibling conflict
Poor concentration
Sad/Hopeless
Social isolation
Tension/anxiety
Worried/Fearful

Level of Impairment

https://orderconnect.ntst.com/patient_note_print.asp?nhlD=1737014&source=M&idchk=25... 8/8/2019




OrderConnect Print Note Page 4 of 4

Moderate
Length of Time for Current Signs and Symptoms

Few months
Diagnestic Impression ICD-10-CM

F43.23 Adjustment Disorder with depressed mood and anxiety.
Recommendations

Family Therapy
Individual Therapy
Parenting Skills
Play Therapy

Goals

Achieve a level of greater family connectedness. ‘
Alleviate depressed mood and return to previous level of effective functioning,

Decrease overall intensity and frequency of angry feelings, and increase ability to recognize and appropriately express
angry feelings as they occur.

Reduce overall fiequency, intensity, and duration of the anxiety so daily functioning is not impaired.

Eliminate passive suicidal ideation and/or statements.
Objectives

Describe current and past experiences with depression complete with its impact on function and attempts to resolve it.

Describe current and past experiences with the worry and anxiety symptoms, complete with the impact on function and
attempts to resolve.

Identify situations, thoughts, feelings that trigger anger, angry verbal and or behavioral actions and the targets of the
action.

Provide behavioral, emotional, and attitudinal information toward an assessment of specifiers relevant to a DSM
diagnosis, the efficacy of treatment, and the nature of the therapy relationship.

Leam calming and coping strategies to manage distressful emotions to prevent passive suicidal ideation statements.
Estimated Completion
6 Months

Does patient/legal guardian understand and consent to proposed treatment plan?

Yes

Signed electronically on Jul 3 2019 2:29PM EST by Jenessa M. Cavallo, LMHC
Signed elecironically on Jul 3 2019 2:03PM EST by Jenessa M. Cavallo, LMHC
Signed electronically on Jul 3 2019 1:35PM EST by Jenessa M. Cavaile, LMHC
Signed electronically on Jul 3 2019 2:29PM EST by Jenessa M. Cavalle, LMHC

https://orderconnect.ntst.com/patient_note_print.asp?nhID=I73 7014&source=M&idchk=25... 8/8/2019
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PSYCHOTHERAPY PROGRESS NOTE Ll N1 UU L. N N l nk
Alssaro Counseling Services
481 Main Street Suite 401
New Rochelle, NY 10801
Tel: (914) 355-2440

Label: Psychotherapy Progress Note - 7/3/2019
Note Date; 07/03/2019

Charlotte Y Kassenoff
Patient: DOB: 02/01/2011 Age: 8
Female

Session Code
90846 Family psychotherapy, without the patient present, 50 minutes (26min-50min)
Total Session Time: 40 mins
Person Present
Parent
Patient Presentation
Not Applicable - Patient not in session
Safety Issues
None
Today's Presenting Issue

Therapist met with Charlotte's mother for a collateral session. Therapist explored reason for referral and mother's concern
for Charlotte's emotional well-being. Mother reported that parents separation and father's conduct have been impacting

- Charlotte. Mother provided clear and concise psychosocial hx as well as court related matters regarding domestic
violence. Therapist and mother formulated treatment goals and objective as a way to help drive therapy sessions in order
to promote overall emotional stability for Charlotte.

Treatment Strategy/Interventions Provided
Family Therapy

Parenting Skills
Supportive Reflection

Medication(s)

Denied
Treatment Plan Progress

No significant change
Recommendations

Continue Current Therapeutic Focus
Additional Information

Mother participated in session.Signed electronically on Jul 3 2019 2:37PM EST by Jenessa M. Cavallo, LMHC

https://orderconnect.ntst.com/patient_note_print.asp?nhID=1737031&source=M&idchk=25... 8/8/2019
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PSYCHOTHERAPY PROGRESS NOTE {‘ il

Alssaro Counseling Services

481 Main Street Suite 401
New Rochelle, NY 10801 Charlotte Y Kassenoff

Tel: (914) 355-2440 Patient: DOB: 02/01/2011 Age: 8
Female

Label: Psychotherapy Progress Note - 7/9/2019
Note Date: 07/09/2019

Session Code

90834 Psychotherapy, 45 minutes with patient (38min-52min)
Total Session Time: 40 mins

Person Present
Self
Patient Presentation

Affect
Appropriate
Cognitive functioning
Oriented/Alert
Functional Status
Intact
Interpersonal
. Interactive
Mood
Sad

Safety Issues

None

Today's Presenting Issue

Therapist met with Charlotte for an individual session. Charlotte presented with sad mood, affect in full range. Therapist
engaged Charlotte in play therapy. The game "The Talking, Feeling, Doing Game" was utilized as a way to build
engagement and rapport with Charlotte as this was her first therapy session as well as for her to feel comfortable
discussing her feelings related to parents' separation. Through processing, therapist explored her passive SI statements,
frequency and duration. Charlotte expressed feeling this way when father yells at her, when she's mad and when her
sisters yells or takes her things. Therapist worked with her on utilizing deep breathing and counting to 10 forward and
backwards in times of distress. Session addressed goal 5 objective 5.

Treatment Strategy/Interventions Provided
Exploration of Coping Patterns
Exploration of Emotions
Exploration of Relationship Patterns
Play Therapy
Relaxation/Deep Breathing
Supportive Reflection

Medication(s)
Denied

Treatment Plan Progress

https://orderconnect.ntst.com/patient note - print.asp?nhID=1739009&source=M&idchk=25... 8/8/2019
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No significant change
Recommendations
“Continue Current Therapeutic Focus

Additional Information
Charlotte was brought to session by her nanny. Therapist will follow up with mother too address concerns.Signed

electronically on Jul 10 2019 12:13PM EST by Jenessa M. Cavallo, LMHC
Signed electronically on Jul 10 2019 12:12PM EST by Jenessa M. Cavallo, LMHC

Signed electronically on Jul 9 2019 11:19PM EST by Jenessa M. Cavallo, LMHC

https://orderconnect.nist.conv/patient_note print.asp?nhID=173 9009&source=Mé&idchk=25...  8/8/2019
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PSYCHOTHERAPY PROGRESS NOTE

Alssaro Counseling Services

481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

Label: Psychotherapy Progress Note - 7/18/2019
Note Date: 07/18/2019

Charlotte Y Kassenoff
Patient: DORB: 02/01/2011 Age: 8
Female

Session Code

90834 Psychotherapy, 45 minutes with patient (38min-52min)
Total Session Time: 40 mins

Person Present

Self
Patient Presentation

Affect
Appropriate
Cognitive functioning
Oriented/Alert
Functional Status
Intact
Interpersonal
~ Interactive
Mood
Sad

Safety Issues
None
Today's Presenting Issue

Therapist met with Charlotte for an individual session. Charlotte presented with sad mood, affect in full range. Charlotte
discussed feeling sad due to change in family environment. Charlotte reported that she feels sad and scared when her
father yells at her because he yells a lot and is not patient. Therapist worked with Charlotte on dealing with these
distressful emotions and how to mange them in the moment. Therapist engaged Charlotte in a therapeutic art activity of
creating a homemade stress ball as a self-soothe coping mechanism. Therapist emphasized using this during any feelings
of fear and frustration. Session addressed goal 2,3,4 objective 1,2,3,5.

Treatment Strategy/Interventions Provided
Exploration of Coping Patterns
Exploration of Emotions
Exploration of Relationship Patterns
Other
Relaxation/Deep Breathing
Supportive Reflection
Art therapy

Medication(s)
Denied

Treatment Plan Progress

Witna /ardereannect ntst com/patient note print.asp?nhID=1742920&source=M&idchk=25... 8/8/2019
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No significant change
Recommendations
Continue Current Therapeutic Focus

Additional Information

Therapist spoke to mother briefly after session to discuss progress toward treatment goals and objectives, Therapist
encouraged mother to help prompt Charlotte in utilization of coping mechanisms during times of distress. Mother
agreed.Signed electronically on Jul 18 2019 2:49PM EST by Jenessa M. Cavalio, LMHC
Signed electronically on Jul 18 2019 2:46PM EST by Jenessa M. Cavalto, LMHC

htps://orderconnect.ntst.com/patient_note_print.asp?nhlD=1742920&source=M&idchk=25... 8/8/2019
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CONTACT NOTE MANEIRE|

"R B BN B R

Alssaro Counseling Services U L \l | EJ!_; l | |

481 Main Street Suite 401

if Btrect Suite A Charlotte Y Kassenoff

MRS MRl 18X 10801 Patient:  DOB: 020012011 Age: 8

Tel: (914) 355-2440 ol Fomle -

Label: Contact Note - 7/22/2019 :

Note Date: 07/22/2019

Contacted Party
Carol Moss

Relationship to Patient
Law Guardian

Method of Communication
Phone

Communication Details

Therapist returned law guardian's phone call and left availability to coordinate on case.Signed electronically on Jul 22
2019 8:19PM EST by Jenessa M. Cavallo, LMHC

Fitme ardercannect ntst. com/patient note print.asp?nhID=1744417&source=M&idchk=25... 8/8/2019
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AONEINTE
CONTACT NOTE PON] I Mn
("RYBLE IR
Alssaro Counseling Services o
- “fl“(::hsjjeet]qsﬁ‘I;ggll Charlotte Y Kassenoff
k. Patient: DOB: 02/01/2011 Age: 8

Tel: (914) 355-2440
T.abel: Contact Note - 7/24/2019
Note Date: 07/24/2019

Female

Contacted Party
Carol Most

Relationship to Patient
Law Guardian

Method of Communication
Phone

Communication Details

Therapist spoke to law guardian. Law guardian provided updates regarding this case.Signed electronically on Jul 24
2019 1:07PM EST by Jenessa M. Cavallo, LMHC

e feedereannect nist com/patient note print.asp?nhID=1745243&source=M&idchk=25... 8/8/2019



OrderConnect Print Note Page 1 of 1

PSYCHOTHERAPY PROGRESS NOTE nAM ‘, ‘ ‘ l H
Alssaro Counseling Services v -. ] nlll 1L I.\ il .1‘
481 Main Street Suite 401 Charlotte Y Kassenoff

New Rochelle, NY 10801
2 ient: B: : 8
Tel: (914) 355-2440 Patient DOB: 02/0172011 Age
Female

Label: Psychotherapy Progress Note - 7/24/2019
Note Date: 07/24/2019

Session Code

90846 Family psychotherapy, without the patient present, 50 minutes (26min-50min)

Total Session Time: 60 mins

Person Present

Parent

Father
Patient Presentation

Not Applicable - Patient not in session
Safety Issues

None
Today's Presenting Issue

Therapist met with father for a collateral session. Father provided therapist with psychosocial history and his perspective
of family conflict. Father provided updates on court related matters in regards to custody battle. Therapist provided father
updates on Charlotte's progress toward treatment goals and objectives. Session addressed goal 1 objective 4.

Treatment Strategy/Interventions Provided
Family Therapy
Parenting Skills
Informing Gathering

Medication(s)

Denied
Treatment Plan Progress

No significant change
Recommendations

Continue Current Therapeutic Focus
Additional Information

Father participated in collateral session.Signed electronically on Jul 28 2019 9:37PM EST by Jenessa M. Cavallo,

LMHC
Signed electronically on Jul 28 2019 9:36PM EST by Jenessa M. Cavallo, LMHC

hitne /lorderconnect nist com/patient note print.asp?nhID=1746709&source=M&idchk=25... 8/8/2019



PA Alssaro Counseling Services, PLLC

481 Main Street, Suite 401
New Rochelle, NY 10801
Phone: (914) 355-2440
Fax: (914) 235-0822

Email: info@alssaro.com

Confidentiality Notice: Confidential Health Information May Be Enclosed

Protected health information (PHI) is personal and sensitive information related to
a person's health care. You, the recipient, are obligated to maintain it safe, secure
and confidential manner. Inappropriate re-disclosure without additional patient
consent or as permitted by law is prohibited. Unauthorized re-disclosure or failure
to maintain confidentiality could subject you to penalties described in federal and
state law.

IMPORTANT WARNING: This message is intended for the use of the person or
entity to which it is addressed and may contain information that is privileged and
confidential, the disclosure of which is governed by applicable law.

If you are not the intended recipient, or the employee or agent responsible to
deliver it to the intended recipient, you are hereby notified that any disclosure,
copying or distribution of this information is Strictly Prohibited. If you have
received this message in error, please notify the sender immediately to arrange
for return or destruction of these documents.



Alssaro Counseling Services, PLLC
481 Main Street Suite 401
New Rochelle, NY 10801

Phone (914) 355-2440 © Fax: (914) 235-0822 ”I“lé\ EDENW ﬁL
J|w

REGISTRATION FORM
(Please Print)

Today's Date @/.&101 | Y
)

First arital Status (Circle One)

/ 4.,_’1 o= ! ) -—fj.‘ ~ : /
/ 4o t,‘? J ;”" ;‘"?‘{:’/ \ ‘}“jﬁ—ﬁ/.} i{/? (}\ \/ mg[b | Ml Oiper
Is this your legal name? if hot, what is your legal name?  "{Former Name) ~‘I’Birth Dale oty Age Sex b
0 ires” i1 O No i i/ )| Y4 b de”
Strea;t Addrgass @, Apt#  City State  ZIP Cade Social Security Home Phone No,
/ g '.f} '/'"\?'i‘_:‘(;' lﬁ_,/.\ /i)/\‘ﬂ i e i
P.O. Box' ~ Cily State ZIP Code one No.
/ 200 nA lavi Ay [O52K ( / 54000
Qccupation Emplover| = Emall

/ é é (PJalithLegalGuardian Initials) | consent to receive text messages from the practice al my cell phone and my number fowarded or
fransferrad to that number or emails to receive communication,

Referred from (Please check one box & list)

ki
d Internet/Google O Dept. Of Social Services 0 Other, o
O Insurance - 0 Primary Care Doctor
O CPSIACS I School

*+*p] EASE LIST ANY HEALTH PROBLEMS AND CURRENT MEDICATIONS YOU ARE TAKING:

p———

PARE-NTI GUARDIAN INFORMATION
Narmo: ( {/7!/"1 A \/M‘C‘. ’f’)/ﬁ/

Relatlonshlp to Palient
>

Biological father ¢ Mothe } Legal Guardian - Foster Parent - Other:

SoEeE .
Marital Status Of Parents!Legal Gléardla"ts d If divorced: Joint Custady — Mother Sole Cuslody- Father Sole Custody
Single ~ Married ~ Live-In Partner - Separate Please provide legal custody documentation
Divorced -Widowed

(PLEASE GIVE YOUR INSURANCE CARD TO THE OFFICE
nsured's S.5. # Birth Date
I

INSURANCE INFORMATION

Insured’s Name

Patient's Relationship to Insured a Self J Spouse Q Child [ Other

IN CASE OF EMERGENCY

Name ci.f.Lacal Eriend or Relative (not living at same address) No.
i e B = L r- %,
laly Beckew U7-7/0-002]

elationship to Patient Alternative Phone No.




Alssaro Counseling Services, PLLC
REGISTRATION FORM

(Coritinuatioh)

_.L'LOW!N CAREFULLY
*What to Expect in Yau: Initiak Sessmn

During the first meeting, your therap:st will ask you to. complete ‘some: paperwork about your
history. In order to determine the hest.way to fielp you, he-orshe will also'ask you guestions
aboutyour history and why you're seeking treatmen The intake process-is vital to the .

formation of any counse!mg relationship. Keep inmind thatthe initial appointment GOnSIStS of

both the wntten informatlon and the verba! exchange

Iunderstand that 1 an fully responszb!e and Ilable for the entlre amount of anylai! charges for the
setvices rendered which have not hiéen paid by any other source. | also agree that the failure of
third-party payer to make paymenits, for whatever reason, will in no way prevent Alssaro
Counseling Services, PLLC from enforcmg this agreement. | ereby authorize the: release ef

necessary mforma}lon for msurance reimbursement purposes as well, o/ .
Py ‘,—" /ﬂf \ e / ¢ &
X L.‘_ "l"Jz’J, /"Czl t ,,v' , , { f - f/frff
PATIENT/GUARDIANSI GNATURE" DATE

NOTICE OF PATIENT RIGHTS-NOTICE OF PRIVACY PRACTICES,
Alssaro Counselmg Services, PLLC shall collact acknowledgment of the provision of its Patient
Rights -Notice of Pri\tacy Practices fo al! patients I'acknowledge that| have been Drowded a
copy of this F'attent l hts -Netlc§/ef an!acy Practices. :

Yo ) ; A
_X (‘=.',-;_;, g /? /,\;\ _ ;/ ,1,,{,

PATIENT/GUARDIAN SIGNATURE  V © DATE (! .
I have read, understand, agree to and Will abide by the Financial Policy. 1 understand that | am
fully respons:ble and hable far the entire amount of any/all oharges for the services renderedi
which have riot been paid by any other'source:. Lalso agree that the failure. of third-party payer
make payments, for- whatever reason, will in no: way prevent Alssaro Counseling Services, PLLC

from enforcing this agreement. [ hereby aL:thorlze the release of necessary irifformation for ;

insurance: reu')nbu ment purposes as /\}Ve /

X { Mr,ﬁ‘ ; Z I &, ’L”’//“
PATIENT/GUARDIAN SIGNATURE o DATE

| hereby give AISSEI}@ Gounseling Services, PLLC permtssson for the ‘duration. of therapy to

examineand: t}'eat my/ sonf daughter, 7 -
X, [ /t ) . R 6/ zof Y

PPZTIENTIGUARDIAN SIGNATURE ' DATE

[ understand that I will be responsible for a reserved time;, missed appointment fee of $50.00
per. appointment m;:’de ifl dectde 1o cancel, ¢hange or no: show formy appoifitment without

giving at lza’é 24thour notice. /{ /4 / /? . / /q ) | ’

X

A
s

PATIENT/GUARDIAN SIGNATURE |/ / DATE:




Alssaro Counseling Services, PLLC

Behavioral Health/Medical Provider Communication Consent Forem

PATIENT AUTHORIZATION

| undersigned, understand | may revoke this consent ant any time except to the extent that the action has been
taken in reliance upon it and that in-any event, this consent shall expired 12 months from the date of signature,
unless another date is specified. | have read and understand the above information and give my authorization:

PATIENT, PLEASE CHECK ONE:
[ ] To release any applicable medical information to my behaviorat and/or medical heaith provider,

Patient/Guardtan Signature Date I

= = i = sEEDEEE

ny information to my medical and/or behavioral provider.

Date 6 lz(jj /C’/

[ Qm\q NOT give my authorization to releas

Patient/Guardian Signature (/ /; '

[ 1Patient does not have a medical provider

patient/Guardian Sighature , .Date_ /[ /

ool mamomanuns == mEEERDEITE b= )

pPatient Information

Patient Insurance 1D Numbet

Patient Name _ . Date of Birth I/

Patient Street Addrass

City_ — State Zip Code

adical Provider Name/Address/Talephone Number Behavioral Health Providar

epyGiardian _ _
i'""’m’mi; ‘; g;-!{g';‘}‘s%ﬁi i Alssaro Counseling Services, PLLC

;i éii.ﬁ Al 481 Maln Stréet Suite 401, New Rochelle, NY 10801
sk ?7”* ,7 i;,(;, (_b\ e {914) 355-2440 Fox (914)235-0822

Pt L

iyt 1O

1
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( \ OC4 Official Foyin No.: 960
,r/ AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PU RS%?P M) WE AN
= | III ‘

g
| n I
R [This forin Lias been approved by the New York State Department of He LEn

:-.‘_

Patient Name

P nr %: IFQDS “/] Q F(‘ QQ() DF}C DEI; él Tl‘xta l 20 l% Social Secuity Numnber
ﬁm cb (oo ﬁ/,g;q,ﬁwywmf Y 053 J/

L. ov my autharized representative, request that health lufommllo!l regarding my care and treptment be released as set forth on this forn:

Ii-accordance with New York State Law and the Privacy Rule of the Healith Insurance Portability and Accountability Act of 1996
(HIPAA). T understand that:
1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV® RELATED INFORMATION ouly it' I place my initiils on
the appropriate line in [rem 9(a). In the event the health information described below includes any of these types of information, and I
mitia] the line on the box in Item 9(a). I specifically authorize release of such information to the person(s) indicated in Item §,
2. 1T am authorizing the release of HIV-related. alcohol or drug treatment. or mental health treatment information. the recipient is
prohibited from redisclosing such information without my authorization unless permitted 1o do so under federal or sate law. [
unclerstand that I have the right to request a list of people who may receive or use iny HIV-related informarion without anthorization, If
I experience discrimination because of the release or disclosure of HIV-related information, [ may contaet the New York State Division
of Human Riglis at (212) 480-2493 or the New York City Commission of Human Riglts ar (212) 306-7150. These agencies are
responsible for protecting my rights.
3. I have the right 1o revoke this authorization at any time by writing to the health care provider listed below. I understand that I may
revoke this authorization except 1o the extent that action has already been taken based on this authorization.
4. T understand that signing this authorization is voluntary. My treatment, payment, enwollment in a health plan, or ehgibility for
benefits will not be conditioned upon my authorization of this disclosure.
5. Information disclosed under this anthorization might be redisclosed by the recipient (except as noted above in Irem 2), and this
1ec1i:.~.losuu may no longer be protected by federal or state law,

. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
( ARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b),

7. Name and address of healtl provider or entity to release this information:
Alssaro Counseling Services, PLLC 481 Main Street Suite 401 New Rochelle, NY 10801 Telephone: (914)355-2440

8. ‘\f.um and address of person(s) or category-of person to whom thi zzllomml.lon \\\/ll’re srm [L _ (’5 ;\JV
Aatclr [aelrerma = 23 Canddala L L& Yoricloen
9(a). Specific information to be released:

{ Medical Record from (insert date) __ to(insert date) _ ' o
(O Entire Medical Record. including patient histories. office notes (excepr psychotherapy notes), test results. radiology studies. lilms.
. referrals. consults. billing records. insurance records, and records sent 10 you by other health core providers.

@ Other; Ireatment status/Updates/ Include; (Indicate by Initialing)
Recommendations Alcohol/Drug Treatment
ﬂ\lenml Health Information
Authm-i:mtluu to Discuss Hen}!h;li formation /\ 5 g HIV-Related Information
(b) & By initialing here __{__ » Tauthorize _ [ g g (/L (( ) U ( Ul “] S ( , \/ CL{

nitials Name of individunl he‘llth care pl lder
o discuss my health information with my attormney. or a governniental agency. listed here:

o & -\nmn-.)fFum\*nne or Govepimennl Agency \'une)

10. Reason for release of information: 11. Date or event on which this authorization will expire:
Q Ar request of individual 6’]{ ' Q { 207(‘-’
@ Other: To facilitate treatiment

12. 1f not the patient, name of person signing o 13. Aulmii{ tﬁln% c}; Lelalf of pxmcm

All itemns on this form have been comyp ?led and my questions about this form have been answered. In addition, I have been provided a
copy of me lonu (/ | i

J//‘ N Date: / 1€ Jq

Signafure of pwnem or 1c]nesenmu\;& authorized by law,

* Hupan limmunodeficiency Virus that cnuses AIDS, The New York State Public Health Law pmlects information which reasonably could
identify someone as having HIV symptomns or Infection and fnformation regarding a person’s vontacts,



(@) OCA Official Foru No.: 260
NG+ jAUTHORIZ ATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAY
T _ o [Tlll*; form-has been approver] in the New'’ Ymk Stafé Depariment of Ilmllhj

meem Name Df&t& of Bmh ‘Social Seuu n\* ’\umbu

@sﬂ)\fnci YOsenol 1 08[10]2013

' Pauenr Addrels

el oo adn (uaniie ﬁmxm«nﬁ W InS3K

I. of ihy avthioiized representolive, féqitest 1hiaf health mmmnnon regarding my care fmcl teanment be réleased s sel forth on zh;x Form:

In acéordatice with New Yoik Siaré L.ase and the Privacy Rule of the Healily Insurance Portability and Accountability Act of 1996
(HIP*\A] Ttindeistand that; ' '

- This authérization may. inchide disclosure’ of inforiiation relating to ALGOHOL and DRUG ABUSE, MENTAL BEALTH
TREAT\IE\’T E\{tepl psychiotherapy notes, aid CONFIDENTIAL HIV* RELATED INFORMATION only it 1 place my initials on
the appropuiate tine in-liem 9(a). I e event the health information deseribad be]aw includes any of these types of infonuation. and 1
umml e dine: ois the boxadn Trem 9(a), I specitically mitiiorize reléase of such information to the person(s) indicored in Item 8

BT am duthorizhig ihe release of HIV-related, alcéohol or drug earment, or memtal health weatnent information. the 1e..;1nem is
pmlnh:led fromm iedisclosma such inforsiation witdionr my mulmmmmn unless permitied © do So under federal or swte w1
mlclel‘;t'md that T have the right 1o request a it of people who may recive or use iy HIV-related uformation withour whorization, 1T

[ experience discrimination because of the release or discloswve of HTV-rélated information, T may contact fhe New York State Division
of Human Rights at (212} 480-2493 or the New York City Conunission of Hunmn Riglts at (212) 306-7450. These agencies are
responsible for proteciing my vights,

3. 1 have fhe riglt 1o revoke this authorization at any tiwe by writing 1o the Trealth care provider listed below. Lunderstand that T may
revoke (lis -mtlmnzauan excepl (0 the extent that action has already been taken based on this anthorization.

4. 1 understand thet signing this anthorization is voluntary. My weamient. payment; gurollment in a healith plan. or ehmh:liw for
laen&ﬁxs will not be conchuoned npon my - auihorizatdon of this disclosire,

. Information disclosed under this awthorization might be redisclosed by the recipient (except as.noted above iy frem 23, and ths
1ed1>do;urn may no longer be protected by federal or state law,

6. THIS AUTHORIZATION DOES NOT AU THOIGZL YOU TO DISCUSS MY HLAL‘HI INFORM ATION OR \ZE33]C AL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL -&GE\(‘Y SPECIFIED IN ITEM 9 (b)

7. \’nne ﬁi 'ulrl ess of health provider or emtity 1o release this mim‘malmn

Ftlal Lo loemens 220 ind aradd 2ol ot ”}_;, j@)‘?’/

8. Name and address of person(s) or category of person to whom this informarion will be sent: 4 !
Alssare Counseling Services, PLLC 481 Malir Street Suite 481 New Rochelle, NY 10801 Telephone; (914)355 ?-H{}

9(‘1) Speeﬂn, information to be. rafeased:
Q Medical Recor fram (inser date) ' 1o (ibseri date)
T Entire Medical Record, including patient histories. office notes (except psychotherapy nofes), rebnesulis radiology snidies. filns,
yeferrals, consults, billing records. insurance records. and records gent o you by other healtly care providers.
@ Oitier: IIiS‘LOi'i’fUP‘h‘ES _ Ticluidé: (Indiéate by fuitialing)
Adcohel/Dyug Tieatment
3(5' (_Mental Health Tnformation
Anﬂw{'iz‘;lﬂohfﬁDi’Scik!i's'Heaxllh'IliT rmittion HIV-Related Informaiion
\

 Tunitiorize [ ;—m /,r elosrmagn

) Onyiidighes 0

Igitials ' “Name of individual health care provider

1o discriss iy l lﬂu ieimﬁtioll\satil '\;to u_ a_povermnmenial ¢ 'we(z.v listed heres '
| ¥ A7 Codhee \,W ten e

A ~\|iomeyfl’mn \Imne ol Gav emmmn} Ageney Notne).

0 4 requiest of individual % /LO ZL)

FUA IRnasen for xele'lse of mformation: 11. Dateor ;Z)m mlwiucl} this authonmlmu will ey pue
@ Otier: Yo facilitate treatment

12, T not the patient. name of person signiiig -fomr-' I3. amdmmy ro sign on behalf of patient:

A

"X et ori s fornrliave been compieléd siticl my qnesnom about this foum have been saswvered. In addition. T have been prov ulcd A

copy of ta fonn - _ .
Dite: , 7&/ / 8 / / ((j

VAN A
Simiﬂhaf e of patient or yepresenafive awllorized by law.

£ Myman Immretdeicioney Virds that'causes S1D8: T e New York State Public Health Law protects information which reasonably rould
idenfify soheone ay hm'ing HW svinptoms ov infection and mfprmation wqmdiug 1 persen’s contacts.
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A (lfff bkar No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUA L]Eﬁl;%]—‘%g [ 11518
“" = | This form has been approved by the New York State Department of Health

|’¢llien! Addrdss -
(Lo} Bearh Ve (flrenmond NY (033

1, or mg" authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996

(HIPAA), [ understand that:

[. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH

TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if [ place my initials on

the appropriate line in Item 9(a). In the event the health information described below includes any of these types of information, and |

initial the line on the box in Item 9(a), [ specifically authorize release of such information to the person(s) indicated in Item 8.

2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is

prohibited from redisclosing such information without my authorization unless: permitted to do so undet federal or state law. |

understand that 1 have the right 10 request a list of people who may receive or use my HIV-related information without authorization, If

I experience discrimination because of the release or disclosure of HIV-related information, I'may contact the New York State Division

of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies are

responsible for protecting my rights,

3. 1 have the right to revoke this authorization at any time by writing to the health care provider listed below. T understand that I may

revoke this authorization except to the extent that action has already been taken based on this authorization.

4. 1 understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for

benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this

redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

Pmmm Name Date of Birth Social Security Number
J08Cvhina Kasien o y;m(ama ”

7. Name and address of health provider or entity to release this information:
Al§s.1rn Counseling Services, PLLC 481 Main Street Suite 401 New Rochelle, NY 10801 T: (914) 355-2440

8. Name and address of person(s) or category of person to whom this information will be sent:

(,athcnnL Kassenoff (161 Beach Ave Larchmont, NY 10583

9(a). &pcul!u information to be released:
() Medical Record from (insert date) to (insert date)
2] Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,
- referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

& Other: Include: (Indicate by Initialing)
) ) ’ / Alcohol/Drug Trentment
; ( /{ / ! Z Mental Health Information
Authorization to Discuss Ilealth Information ] HIV-Related Information
R O By initialing here O [ authorize T - =
Initials Name of individual health care provider

to discuss imy health information with my attorney; or a governmental agency, listed here:

(Atterney/Firm Nume or (iuvummunnl Ageney Name)

10. Reason for release of information: . Date or event on which this authorization will expire:

lggtu:t:uusl of individual O% D]{’(_D\m q

12. IEhol the patient, name of person signing form: 13. Author}ty to :.nch on behalf of patient:

All items on this form have been 7/npletcd and my questions about this form have been answered. In addition, I have been provided a

copy "I,LhLIUI'ITI , /
Ll s |
Date: O/ '?'";’ ,/ ([]

l

///J;

bi;,\ﬁ'iﬁm. of patient or rcpresé{;l.l tive‘authorized by law.

# llum v Emmunodeficiency Virus that causes AIDS, The New York State Public Health Law proteets information which reasonably could
jdenitify someone as having HIV symptoms or infeetion und information regarding a person’s conticts,
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Alssaro Counseling Services

481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

Label: Psychotherapy Intake Note - 6/20/2019
Note Date: 06/20/2019

Josephina Kassenoff
Patient: DOB: 08/10/2013 Age: 5
Male

Session Code

90791 - Psychiatric Diagnostic Evaluation

Presenting Problem

"Josephina's parents are going through a divorce, on the heels of a CPS investigation into father's conduct. Josephina
witnessed father's conduct and father denies it. Her statements were given to school personnel, CPS and police. Mother
worries that she is fearful."

Current Mental Status

Affect

Neutral
Appearance

Alert

Well groomed

Well nourished
Attention/Concentration

Normal
Attitude

Attentive

Cooperative

Friendly
Insight

Good
Judgement

Good
Memory

Intact
Mood

Anxious
Motor/Behavior

Appropriate for age
Orientation

Person

Place

Situation

Time
Perception

Appropriate
Speech

htne://orderconnect.ntst.com/patient note print.asp?nhIlD=1733506&source=M&idchk=25... 8/8/2019
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Fluent
- Soft -
Thought Content
Relevant
Thought Process
‘ Logical
Safety Issues
None
Josephina denied current and/or past SI/HI intent/plan.
Identification

Josephina is a 5 year old Caucasian, female child currently residing in Larchmont, NY 50% of the time with father and
the other 50% with mother (due to domestic violence related incident) and 2 sistess (age 10, 8.5 yrs).

History of Present Problem

Josephina was BIB her biological mother self-referred seeking outpatient services for Josephina. Mother reported that
there was a domestic violence incident that occurred perpetrated by father which required mother and sister Alexandra to
receive medical care. On May 11, 2019 Josephina reported the incident to school personnel which prompted a CPS case
and police involvement. There was an OP placed against father, although, now has been lifted by the Judge in order to
access rights to father. Mother is in the home for 3 days, then father is in the home the next 3 days and so forth to care for
the children. Josephina reported that she witnessed her father throwing her mother across the room and physically
harming her sister Alexandra. Josephina expressed fearing her safety and her mother's safety. She has been distracted,
having nightmares related to the incident, crying spells, isolation, anxiety/worry and fear, sadness and sleep disturbance
In addition, Josephina reported that she experiences flashbacks of the incident a couple x per week. She meets criteria for

PTSD.
Past Psychiatric History
- Mother denied past psychiatric history.
Trauma History

Josephina witnessed domestic violence where father was the perpetrator and mother the victim. She also witnessed father
becoming physical with sister Alexandra. '

Family Psychiatric History

Mother - Domestic violence, mother is in therapy (PTSD) Alexandra - ODD, ADD, Binge Eating Father - Anger
Medical Conditions & History

Dr. Seth Winkler located in Scarsdale, NY Hx of stomach aches Date of Iast physical exam: 2018
Medication(s) - :

Denied
Substance Use

Denied
Family History

Josephina was born to biological mother Catherine (age 50) and biological father (age 46). Josephina has two older
siblings which include Alexandra (age 10) and Charlotte (age 8.5 years old). Parents married in 2006. Mother is
requesting a divorce due to domestic violence related incidents. Mother is a lawyer for the state and father is a patent
litigator. Mother's cultural is Egyptian and British and father is Jewish. Mother was born in Canada and father was born in
US. All children were born in USA. Mother was diagnosed with breast cancer, received chemotherapy and had a bilateral

mastectomy.

Social History

https://orderconnect.ntst.com/patient_note_print.asp?nhlD=1733506&source=M&idchk=25... 8/8/2019
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Josephina is fearning to play the violin, swims, plays soccer and tennis. Her social support system involves her friends,
family members, and peers at school. Family is spiritual. Mother reported that she and I osephina like to engage in yoga
together.

Developmental History

Josephina was born at Columbia Presbyterian Hospital. Mother denied any complications in the birth and/or delivery.
Mother denied using any tobacco, medication, street drugs or alcohol while pregnant with Josephina. Mother reported that
Josephina was born via vaginal birth, weighing about 8 Ibs. Josephina has delays in regards {o not rolling over, not
standing and/or walking, She currently receives OT and PT.

Educational/Occupational History

Josephina currently attends Pre-K at Happy Harbor Play located in Mamaroneck, NY. Mother stated that Josephina has
excellent grades and behavior at school. Mother denied any [EP and/or 504 Plan.

Legal History
Denied
Department of Social Services/CPS/ACS History
Active
Josephina reported to school personnel about the domestic violence in her home which prompted a CPS case,
Military Service History
Not applicable
Strengths/Limitations

Strengths include that she is friendly and active. Her limitations include her difficulty dealing with emotions related to
domestic violence.

Current Signs and Symptoms
Crying spells
Disturbed sleep
Easily distracted
Flashbacks
Hyper-vigilance
Other
Persistent nightmares/night terrors
Poor concentration
Sad/Hopeless
Tension/anxicty
Worried/Fearful
Fear for safety and mother's safety

Level of Impairment

Moderate
Length of Time for Current Signs and Symptoms

Approximately 1-2 months
Diagnostic Impression ICD-10-CM

F43.10 PTSD

Recommendations

Family Therapy

e Herdepeannect ntst com/natient note print.asp?nhID=1733506&source=M&idchk=25... 8/8/2019
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Individual Therapy
Parenting Skills
Play Therapy

Goals
Rebuild sense of sclf-worth and overcome the overwhelming sense of fear, shame, and sadness.
Reduce the negative impact that the traumatic event has had on many aspects of life and return to the pre-trauma level of
functioning.
Educate parents on how frauma impacts children,

Objectives
Identify negative automatic thoughts and replace them with positive self-talk messages to build self-esteem.
Learn and implement calming, and coping strategies to manage challenging situations refated to trauma.
Provide behavioral, emotional, and attitudinal information toward an assessment of specifiers relevant to a DSM
diagnosis, the efficacy of treatment, and the nature of the therapy relationship.

Estimated Completion

6 Months

Does patient/legal guardian understand and consent to proposed treatment plan?

Yes
Signed electronically on Jun 25 2019 12:10PM EST by Jenessa M. Cavallo, LMHC
Signed electronically on Jun 24 2019 3:28PM EST by Jenessa M. Cavallo, LMHC
Signed electronically on Jun 25 2019 12:10PM EST by Jenessa M. Cavallo, LMHC
Signed electronically on Jun 20 2019 11:01PM EST by Jenessa M. Cavallo, LMHC

https://orderconnect.ntst.com/patient_note_print.asp?ohID=1733506&source=Mé&idchk=25... 8/8/2019
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Alssaro Counseling Services

481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

Label: Psychotherapy Progress Note - 7/3/2019
Note Date: 07/03/2019

Josephina Kassenoff
Patient: DOB: 08/10/2013 Age: 5
Male

Session Code

90834 Psychotherapy, 45 minutes with patient (38min-52min)
Total Session Time: 40 mins

Person Present
Self
Patient Presentation

Affect
Appropriate
Cognitive functioning
Oriented/Alert
Functional Status
Intact
Interpersonal
Interactive
Mood
Euthymic
Nervous
Safety Issues
None

Today's Presenting Issue

Therapist met with Josephina for an individual session. Josephina presented with euthymic and nervous mood, affect in
full range. Therapist engaged Josephina in non-directive play therapy. Josephina requested to play with dolls and the
dollhouse. Themes observed by therapist in play were safety/security and desire for family cohesion. This brought up
dialogue regarding her own lack of family cohesion which prompted Josephina to discuss her feelings of guilt and feeling
responsible for parents' separation. Therapist challenged her faulty cognitive distortions and reinforced her protection for
mother and sister. Session addressed goal 2 objective 1.

Treatment Strategy/Interventions Provided

Exploration of Coping Patterns
Exploration of Emotions
Exploration of Relationship Patterns
Play Therapy

Supportive Reflection

Medication(s)
Denied
Treatment Plan Progress

No significant change

ttmes arderennnect ntst.com/patient note print.asp?nhID=1737047&source=M&idchk=25... 8/8/2019
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Recommendations
Continue Current Therapeutic Focus
Additional Information

Therapist met with mother briefly before session and she provided updates on court related matters.Signed
electronically on Jul 3 2019 2:52PM EST by Jenessa M. Cavallo, LMIIC
Signed electronically on Jul 3 2019 2:51PM EST by Jenessa M. Cavallo, LMHC
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PSYCHOTHERAPY PROGRESS NOTE ‘Ll“

Alssaro Counseling Services

481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

Label: Psychotherapy Progress Note - 7/9/2019
Note Date: 07/09/2019

Josephina Kassenoff
Patient: DOB: 08/10/2013 Age: 5
Male

Session Code

90834 Psychotherapy, 45 minutes with patient (38min-52min)
Total Session Time: 40 mins

Person Present

Self
Patient Presentation

Affect
Appropriate
Cognitive functioning
Oriented/Alert
Functional Status
Intact
Interpersonal
~ Interactive
Mood

Anxious

Safety Issues

None

Today's Presenting Issue

Therapist met with Josephina for an individual session. Josephina presented with anxious mood, affect in full range.
Therapist engaged Josephina in reading the book "A Terrible Thing Happened" which was a story for children who have
witnessed violence or trauma. Josephina was able to identify various aspects in the book where she was able to relate to
main character. Josephina reported experiencing self-blame and therapist utilized cognitive challenging to help her
understand that her trauma was not her fault. Session addressed goal 2 objective 2.

Treatment Strategy/Interventions Provided
Cognitive Challenging
Exploration of Coping Patterns
Exploration of Emotions
Exploration of Relationship Patterns
Other
Play Therapy
Bibliotherapy

Medication(s)
Denied
Treatment Plan Progress

No significant change

hites//orderconnect.nist.com/patient note print.asp?nhID=1739020&source=Mé&idchk=25... 8/8/2019



OrderConnect Print Note Page 2 of 2

Recommendations
Continue Current Therapeuﬁc Focus
Additional Information

Josephina was brought to session by her nanny. Therapist will follow up with mother to address any concerns.Signed
electronically on Jul 10 2019 12:26PM EST by Jenessa M. Cavallo, LMHC
Signed electronically on Jul 10 2019 12:25PM EST by Jenessa M. Cavallo, LIMHC
Signed electronically on Jul 9 2019 11;20PM EST by Jenessa M. Cavallo, LMHC
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PSYCHOTHERAPY PROGRESS NOTE

'Y i1 0.0 00
Alssaro Counseling Services (%é [itll [5.'1‘ - ) “ﬂ L:,, Al |
481 Main Street Suite 401 . VIl IV !
New Rochelle, NY 10801 . Josephina Kassenoff
Tel: (914) 355-2440 Patient: DOB: 08/10/2013 Age: 5

Label: Psychotherapy Progress Note - 7/18/2019 Bgis

Note Date: 07/18/2019
Session Code

90834 Psychotherapy, 45 minutes with patient (38min-52min)
Total Session Time: 40 mins

Person Present
Self
Patient Presentation

Affect
Appropriate
Cognitive functioning
Oriented/Alert
Functional Status
Intact
Interpersonal
~ Interactive
Mood
Anxious
Fearful

Safety Issues

None

Today's Presenting Issue

Therapist met with Josephina for an individual session. J osephina presented with anxious mood, affect in full range.
Josephina continues to report feelings of fear when father yells. She explained that she saw a man that resembled father

on the street and experienced physiological response to fear and anxiety. Therapist engaged Josephina in a therapeutic art
activity of creating a homemade stress ball as a self-soothe coping mechanism. Therapist emphasized using this during
any feelings of fear and frustration. Session addressed goal 2 objective 2.

Treatment Strategy/Interventions Provided
Exploration of Coping Patterns
Exploration of Emotions
Exploration of Relationship Patterns
Other
Relaxation/Deep Breathing
Supportive Retlection
Art therapy

Medication(s)
Denied

Treatment Plan Progress

htneorderconnect ntst com/patient note print.asp?nhID=1747417&source=M&idchk=25... 8/8/2019
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No significant change
Recommendations -
Continue Current Therapeutic Focus

Additional Information

Mother participated in collateral session. See collateral note.Signed electronically on Jul 30 2019 10:55AM EST by

Jenessa M. Cavallo, LMHC
Signed electronically on Jul 30 2019 10:54AM EST by Jenessa M. Cavallo, LMHC

Signed electronically on Jul 18 2019 2:51PM EST by Jenessa M. Cavalto, LMHC
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PSYCHOTHERAPY PROGRESS NOTE “ ¥

Alssaro Counseling Services LA
481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

Label: Psychotherapy Progress Note - 7/18/2019
Note Date: 07/18/2019

Josephina Kassenoff
Patient: DOB: 08/10/2013 Age: 5
Male

Session Code
90846 Family psychotherapy, without the patient present, 50 minutes (26min-50min)
Total Session Time: 30 mins

Person Present

Parent
Mother

Patient Presentation

Not Applicable - Patient not in session
Safety Issues

None
Today's Presenting Issue

Therapist met with Josephina's mother for a collateral session. Therapist provided updates toward progress in treatment in
relation to treatment goals and objectives. Therapist worked with mother and provided ways to help Josephina during
times of fear and anxiety and various coping mechanisms that are being taught in treatment. Therapist encouraged mother
to practice with children and reinforce at home during times of distress. Session addressed goal 3, objective 3.

Treatment Strategy/Interventions Provided
Family Therapy
Parenting Skills
Psychoeducation

Medication(s)
| Denied
Treatment Plan Progress
No significant change
Recommendations

Continue Current Therapeutic Focus
Additional Information

Mother participated in session.Signed electronically on Jul 30 2019 10:59AM EST by Jenessa M. Cavallo, LMHC
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Alssaro Counseling Services vURLIDLATIR
481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

LLabel; Contact Note - 7/22/2019
Note Date: 07/22/2019

Josephina Kassenoff
Patient: DOB: 08/10/2013 Age: 5
Male

Contacted Party

Carol Most

Relationship to Patient

Law guardian 914-997-9181

Method of Communication

Phone

Communication Details

Therapist returned law guardian's phone call and left availability to coordinate on case.Signed electronically on Jul 22
2019 8:20PM EST by Jenessa M. Cavallo, LMHC

https://orderconnect.ntst.com/patient note print.asp?nhID=1744418&source=M&idchk=25... 8/8/2019
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Alssaro Counseling Services WIDENLIA
481 Mai ite 401 ,
ain Strect Suite Josephina Kassenoff
e Roshelle, MY L0RHL Patient: DOB: 08/10/2013 Age: 5
Tel: (914) 355-2440 : ey ge:

Label: Contact Note - 7/24/2019
Note Date: 07/24/2019

Contacted Party
Carol Most

Relationship to Patient
Law Guardian

Method of Communication
Phone

Communication Details

Therapist spoke to law guardian. Law guardian provided updates regarding this case.Signed electronically on Jul 30
2019 1:57PM EST by Jenessa M. Cavallo, LMHC

https://orderconnect.ntst.com/patient note print.asp?nhlD=1747583&source=M&idchk=25... 8/8/2019
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CONTACT NOTE NE !g i ” [ \ .i I H
Alssaro Counseling Services UL IAL
Kiar Roshll, NETOHT Josephina Kassenoft
/ Patient: DOB: 08/10/2013 Age: 5

Tel: (914) 355-2440
Label; Contact Note - 8/1/2019
Note Date: 08/01/2019

Male

Contacted Party
Allan Kassenoff

Relationship to Patient
Father

Method of Communication
Phone

Communication Details

Therapist returned father's phone call and left a voicemail message.Signed electronically on Aug 12019 7:03PM EST
by Jenessa M. Cavallo, LMHC
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CONTACT NOTE i‘ | I’ ‘ ‘H: ij ‘i;i “ 1
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Alssaro Counseling Services VI VR RV T
481 Main Street Sui .
New Ri::]wI::eN‘;'u:f(:):gll Josephina Kassenoff
: Patient: DOB: 08/10/2013 Age: 5

Tel: (914) 355-2440
Label: Contact Note - 8/1/2019
Note Date: 08/01/2019

Male

Contacted Party
Carol Most

Relationship to Patient
Law Guardian

Method of Communication
Phone

Communication Details

Therapist returned law guardian's phone call and left a voicemail message with contact information provided.Signed
electronically on Aug 12019 7:08PM EST by Jenessa M. Cavallo, LMHC

hitns://orderconnect.ntst.com/patient note print.asp?nhID=1748890&source=Mé&idchk=25... 8/8/2019
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CONTACT NOTE AAMPIREFUTI 1_]
Alssaro Counseling Services LU “ ] ]\H '1' \! 1L
481 Main Street Suite 401 '
New Rochelle, NY 10801

Tel: (914) 355-2440

Label: Contact Note - 8/5/2019
Note Date: 08/05/2019

Josephina Kassenoff
Patient: DOB: 08/10/2013 Age: 5
Male

Contacted Party
Carol Most

Relationship to Patient
Law Guardian

Method of Communication
Phone

Communication Details

Therapist spoke with law guardian to discuss case.Signed electronically on Aug 5 2019 3:53PM EST by Jenessa M.
Cavallo, LMHC
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Alssaro Counseling Services Vil § l‘J k11 1 111k
481 Main Street Suite 401
New Rochelle, NY 10801
Tel: (914) 355-2440
Label: Psychotherapy Progress Note - 8/7/2019
Note Date: 08/07/2019

Josephina Kassenoff
Patient: DOB: 08/10/2013 Age: 5
Male

Session Code

90846 Family psychotherapy, without the patient present, 50 minutes (26min-50min)
Total Session Time: 30 mins

Person Present
Parent
Mother
Patient Presentation
Not Applicable - Patient not in session
Safety Issues
Other
Today's Presenting Issue

Therapist met with Josephina's mother for a collateral session. Mother presented with concerns related to therapist case
transfer. Therapist discussed her agreement with therapist case transfer due to this writer's lack of availability for
weekday evenings and weekend appointment in order to accommodate father's participation in sessions, Mother was
concerned about transitioning Josephina to new therapist. Therapist normalized case transfers and explained ways to
discuss with Josephina therapist transfer. Therapist recommended mother schedule session with new therapist this week
as Josephina has not been in therapy for the past few weeks.

Treatment Strategy/Interventions Provided
Family Therapy
Medication(s)
Denied
Treatment Plan Progress
No significant change
Recommendations
Continue Current Therapeutic Focus
Additional Information

Case will be transferred to a therapist with open weekday evenings and weekend availability as this therapist does not
have available weekday evening appointments or weekends.Signed electronically on Aug 7 2019 1:56PM EST by Jenessa M.

Cavallo, LMIC
Signed electronically on Aug 7 2019 1:41PM EST by Jenessa M. Cavallo, LMHC

https://orderconnect.ntst.com/patient note print.asp?nhID=1750933&source=M&idchk=25... 8/8/2019



