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© 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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Alssaro Counseling Services, PLLC

481 Main Street Suite 401 |
New Rachelle, NY 10801 \

Phone (914) 355-2440 Fax: (914) 235-0822

REGISTRATION FORM

(Please Print)

Today’s Date 7‘7 / j,)/ [ QY

PATIENT INFORMATION

Patient's Last Name First
Koo o Choviotte. %

arital Status (Circle One)
¢Single) / Married /  Other

Is this your legal name? [If not, what is your legal name? Former Name) ’ Birth Date ge. ,, Bex
]',;s 0 No &/////r'z.umﬁé
—1 Strept Address. Apt # City State  ZIP Code . Social Securily We'Ph‘one No SN
/el 660.,(‘61 J{}LAQ, LAohmar! NY /[L)ZX .- C )
P.O. Box City / State ZIP Code c[?; Phone No,
Hy 856 5200
Occupaticn Employer Email
é&)ﬂfmo{{" ol . Com
7

l éé (Palient/l.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)

a lnterneilGoogle Q Dept, Of Social Services U Other.
Ul Insurance 0 Primary Care Doctor
L CPSIACS €1 School

FPLEASE LIST ANY HEALTH PROBL ND CURRENT MEDICATIONS YOU ARE TAKING:

PARENT/ GUARDIAN INFORMATION

Name: (MMWVM L/aggmf

Relationship to Pdtient:

Biological father ¢ Mother Legal Guardian - Foster Parent - Other:

T : o B i
MarltalLStatu‘ of r:ts/Leng al Gusardiants.d If divorced: Joint Custody ~ Mother Sole Custody- Father Sole Custody
Single hMar'ne — Live-In Partner - Separate Please provide legal custody documentation
Divorced-Widowed

INSURANCE INFORMATION

Insured's Name U {MC

Patient's: Relationship to Insured a Self U Spouse U Child Q Other

(PLEASE GIVE YOUR INSURANCE CARD TO THE OFFICE MANAGER)
Insured's S.S. # Birth Date
T

IN'CASE OF EMERGENCY.

Home or Cell Phone

Name of Local Friend or Relative (not living at same address)Relationship to Patient

Aurelie Zarminy Na%u D)9 GIe—/995,
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Alssaro Gounseling Services, PLLC
REGISTRATION FORM
(Gontinuation)

PLEASEREAD THE FOLLOWING CAREFULLY

“What to Expéet i in-Your Initial Session

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

both the wntten mformatlon and the verbal exchange. ; :

i understand that l am fu?ly reSpons:ble and l:able for the: entlre amount of anyial! charges for the
services renidered which have not heen pald by any other souice. | also agree that the failure of
thwd—pat;x payer fo itdke payments; for whatéver reason, will in no way prevent Alssaro

/8 cés, PLLC from enforomg this agreement. | hereby authorize the release of

for insurance reimbhursement purposes as w& /
g / ;

F’ATIENTIGU}R‘DIA' SIGNATURE _/ IBATE

‘/Serwces PLLC‘ shall collect acknowledgment of the provisnon of its Patient

Rights 5Notr { of Privacy Practices to all patients. | acknowledge that | have been nrov;ded a
copy of thigA // ent Rights. -Notice of Privacy Practices, a
X /L | i / S // ]

PATKENTIGUARENAN SIGNATURE T 7/ t)ATE

| have read, understand, agree ta and.will abide by the Financial Poficy. | understand thatl am’

fully responsible and liable for the éntire amount of any/all ¢harges for the 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 Counseling Services, PLLC

from enforcing hi agreement. | hereby authorize the release of necessary information for .}
o

lnsurance/refm urgement purposes as well, 7
x___[L [/ R/ ¢/
PATIENT/GUARDIAN SIGNATURE - / DATE

/

Alssar‘j‘ Gounsel_qng} Services, PLLC permlsswn for the clurat:on of therapy- to

/3//"/

PATiéNT/GUARD!AWSIGNATURE o f 7/ DATE

| hereby gi
examine 3

per appomt gnt mad eclde to cancel change orno shaw for my appomtment wuthout

;wmg at !Z/ ?t/ 24-7«: n ice. o ? /d / / /

PATIENT/GUARDIAN SIGNATURE 7 /DATE
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Alssaro Counseling Services, PLLC

Behavioral Health/Medical Provider Communication Consent Form

;v PATIENT AUTHORIZATION

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

PATIENT, PLEASE CHECK ONE:

] To release any applicable medical infon%ion to my behavioral and/or medical héalth provider.

Date. ? / S 7

= e e e e L X s : madSiEEESnmEanIoEs

Paffentlsuardlan Signature____ \_ -

[ 11/DO NOT give my authorization to release any information to my medical ahd/_dr-behavloral provider.

patient/Guardian Signature y . Date /]

sis can e o v 20 owa e g it g o b - o
S > ==ascocnsRany

{ ] patient does not have a medical provider

Patient/Guardian Signature . . Date [ [

o om g e e o = : ; - ey : (o g i B ' oI

Patient Information
Patient Insurance 1D Number.

Patient Name g Dateof Birth /. /

Patient Street Address;

City. __State, Zip Code.

v BRI

Behavioral Health Provider

Alssaro Counseling Services, PLLC
481 MainStreet Suite 401, New Rochelle, NY 10801
{S14) 355-2840 Fax {914)235-0822
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N Jc&
<féjf / AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT emm [ﬁ ! ;

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

Patient Name Date of Bitth Social Security Number

Chovoletie  pocseraff | ojloll 200

P'\ne;.r Addres

Iy} R)ﬁﬂ/u (rioriice. )ﬂgﬂ)’{/’]ﬂwﬂf A 10555

1. or my 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
(HIP‘\.-\.) I undlerstand that: 7

. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TRE.-\TME-.\’T. except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on
the approprate line in Item 9(a). In the event the health information described below includes any of these types of information. and I
iniiial the line on the box in Item 9(a). I specifically authorize release of such information to the person(s) indicated in Trem 8,
2. I T am awthorizing the release of HIV-related, alcohol or drug trearment, or mental health twreaunent information,. the recipient is
prohibited from redisclosing such information without my authotization unless permitted to do so under federal or stare law., 1
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization. If
[ experience discrimination because of the release or disclosure of HIV-related information. T may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Humian Rights at (212) 306-7450. These agencies are
responsible for protecting my rights.
3. [ have the right to revoke this authorization at any time by writing to the health care provider listed below. T tmderstand that T mxy
revoke this authorization except to the extent that action has alreadly been taken based on this authorization,
1, T understand that signing this authorization is vohutary. My meatment. payment. enrollnent in a health plan. or eligibility for
benefits will not be conditioned npon 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 protecred by federal or state law.,
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORNMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Naioe and address of health provider m.entl to release this informatjon: \/ :_ H
7\1/(‘{'( \ //l e {/a'ff/’/\/\/\ - rl\’/ U F(,L/l (’\,uz-&‘ I?.() Q/g/ )C(/b‘/}

8. Nawe and address of person(s) or cmeemy of person to whom this information \vﬂl be sent: e
Alssare Counseling Services, PLLC 481 Main Street Suite 401 New Rochelle, NY 10801 Telephone: (914)3“-2440

9(a). Specific information to be released:
L) Medical Record from (insert dare) ] to (insert dare)
Q) Entire Medical Record, including patient histovies, office notes (except psychotherapy nores) test results, radiology studies. films.
referrals. consults, billing records, insurance records, and records sent to you by other health care providers.

@ Other: History/Updates Include: (Mudicate by hiitialing)
Alcohiol/Drug Treatment
2 Z Z Mental Health Information
Authorization to Discuss Health Information ) 7 HIV-Related Infornuition
(1) Q By initialing here ,__Iauthorize M\Kﬁ L\er n/ lﬂn
nitials Name of individual health care provider

to discuss my ltw g}{ttr:n;lu with Ei a"t\‘it I' 4 aovgfmji@it/a\gﬁlﬁﬂb?d here:

(Auomey/!’mn Nanie or Gavemmental Agency Name)

10. Reason for release of information: 11. Date or event on wlnc‘n l %%zmion will expire:
' \

O At request of individual
@ Other: To facilitate treatment

12. If not the patient, name of person signing form; 13. Amhonwmx on l\)elmlf of patient:

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 jme/;ﬁ/’jby 7 Date: 7/ /g / /ﬁ}

Signdfure of patient or mpxesehmub&)'mthoxxzed by law,

" Humnu Timmunodeficiency Virus that cnuses AIDS. The New York State Public Health Las protects information which vensonably could
identify someone as having HIV symptoms or infection and Information vegavding a person’s contacts,
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OCA Officint Porn No.: 960
/ AUTHORIZATION FOR RELEASE OF HEALTHINFORMATION PCRSUANT TO HIPAS
[T[liS form biis beeu approved b\' the New Yon k State- l)epm tnent of Heni(h}

Patlent Namx. “Date of Tnlh | Social Security Number

R otte_joscen [T oo

‘Patieut Address /
o/ Ve a-!%t;/c,f ﬂagﬂm{f arctynons Y /é?f S5 09

L or my suthorized representalive, request that.heahy miommt:on tegarding my. care and reanytent be released as set foith on this. Form:

In accordance with New Yoik Staté Law and the Privacy Rule of 1lie Health Insurance Portability-and Accountability Am.t of 1996
gH IPAA). 1 tiiderstand tliat:

This authorizaion yay: inclnde disclosuie of informarion -relatisg to ALCOHOL -and DRUG ABUSE, MENTAL HEALTH

TRE-\T\IENT e\cqn ])syclmthempv ilofes, and C(NI‘IDE\TIAL }m'* RELATED INFORM IATION only if T place my initials on
the appropriate line in Ijem 9(a). - In the event the health infornation described below includes any of these rypes of informarion, and I
initial lié line on the box i Ttem 9(2), T ap«.cmgally 'mihonze release of'such information to the person(s) indicared in Irem 8.
2. IT'T ans aithofizing the refease of HIV-related, alcohol or drig weatment, or mental health rreatment information. the necnpxem i
prohibired from rédisclosing such information without my muhonz'mon unless permitted 1 do s0 under faderal or stare law, |
understand thar Thave tileu._ht to request a list of peaple who may receive oy use my HIV-related information withour autherization. If
T experienice discrinsination because of the release or disclosure of HIV. -xelmed information, I may contact the Neww York State Division
of Tiimian Rights. at (212) 480-2495 or the New York Cisy Commission of Humau Riglts ar (212) 306-7450. These agencies are
xesponsulzle for protecting my rights.

. 1 hitve the right 1o revoke tius awthorization at any time by writing to he heafth cave provider tisted below. T understand that 1 1ty
le\'oke this authorization exceépt to the extent that action has .lheady Been i aken based on this authorization.

4. I understand that signing- this authorization is voluptary, My ireatment. payment. enrollment in a health plan, or ehonblim for
besiefits will not be Lomlmoned upoen my awhorizarion of this disclosure,
5, Information disclosed wder this authorizaton might be: xedlsdmed by the recipient (except as noted above in Iram 2), and this
redisclosure 1ay no tonger be protected by federal or state lnw, S o .
6. THIS -\UTHORILATIO\' DOES NOT AUT HORILE You TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARIZ WITH ANYONE OTHER THAN. TIIE ATTORNEY OR GOVLIL\'\IE\"I‘AL .AGEXCY SPEC IFIED IN ITEM 9 ().
7. Name and addyess of healtli provider or entity to reléase this informarion: o
Alssare Counseling Sexvices, PLLC 481 Main Street Suite 401 New Rochelle, NY 10801 Teleplione: (914)355-2440°
S, N ¢ '1 ‘Kldlf.‘ of peyson(s) or categosy of pegson tg whion [Lis inforinagion wlli he sent: A AN
it T e oCad - E Ondel ot 12 \ orictown HE, VY
9(a). ::»pecmc mtonmtxou to be released: ’ [

0 Medical Record fiom (insext date) to. (m*-extchte) -

‘0 Entire Medical Record. inclding patient histories. office notes (except psychotherapy noreﬁ) test results. radiology smdies. films.

refervals, consuls. billing ucm,ds, insurance records. and records sent to-you by other health care providers,

@ Other: Treatment status/Updates/ Inclade: (Tidicate by hijrialtig)

‘Recmmuendaﬁ‘ons, £ Al_c'o‘labl.’l);‘rug Tre;\tment
" Hof { Mental Health Information
Anthorization:to Discass Health infm tration’ HIV-Related Information

(1 O By inirialing here t i T authorize A\QK(/’U (/ ('U\ ]\5(', i}b\a \ {(\ k_,

Titirals Name of indlividual hiealth \.'u§ prov Cider
10 disenss my healthﬁui(}x\m 10&1 wirh m)fﬁttamev it 4 ghveminental agency. listed here:
4
' o ( Autorpey/Finn Name or Gioverumensal - ﬂ\nene\ Nanie}
10. Reason for release. 6t‘i‘1’1fonmﬁbns 11. Dale or event on-which this anthorization will expire;

0 At request-oFindividual B O:] } | U\ ;)(J_,LC;

@ Other: To facilitate treatment
12. If not the patient. name of persoi signing fomx: 13, Authority to sign oit behalf of patient:

Moth o

Al items on (his form Have been ;,omplered dnd miy guiestions ‘about this form have bean answered. Tu addition. 1 have been provided a

copy 0777‘“‘” / / 7/l /;' / f’ / /x

Slﬂnar{u‘e of p'ment or 1epu.sennu\ e thorized by lnw.

“ JRuman Tmniwiodeficieney Vivus thiat enttses A}I)S ’I’]m New York State Prblic Hep alib Luw protects mfmmnuon which u-*mmnhl\ could
identify someone ay linving HIV symptoms or infection mm imformation reg aarding s person’s vontaets.

Dater
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/ @3 \ OCA Official Form No.: 960
\,"!~ L)) AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT T(D NT ! p\l‘
St | This form has been approved by the New York State Department of Health|

Patient Name Date of Birth Social Security Number

CINCU o lete RUECNOHE D21OLAD])

Patient Address

el Ao Ave (O rnmprt N DY 2R

I, or my 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), I understand that:

I. 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 appuopnatu line in Item 9(a). In the event the health information described below includes any of these types of information, and |
Il'lllldl the line on the box in [tem 9(a), 1 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 recipicnt is
pmhib_itcd 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, 1f
| experience diserimination 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 arc
rcsponsiblc for protecting my rights.

1 liave the right to revoke this authorization at any time by writing to the health care provider listed below. [ understand that [ may
rwok), 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 [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 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:
Catherine IKassenoff (161 Beach Ave Larchmont, NY 10583

9(a). Specnhc information to be released:
O Medical Record from (insert date) to (inscrt date)
@ 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.
Q Other: Include: (Indicate by Initialing)
. Alcohol/Drug Treatment
; Mental Health Information

Authorization to Discuss Health Information HIV-Related Information

ey b eom b e A7) e F A e

(b) O By initialing here I authorize . :
: Initials Name of individual health care provider

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

(Attorney/Firm Name or Governmental Agency Name)

10 ﬁcason for release of information: 11. Date or event on which this authorization will expire:
@ At request of individual D X l l )I q
O Other:

12. [f not the patient, name of person signing form: 13. /\uthontyllo sngn &n behalf of patient:

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

‘wpyﬁ;jor" /. //f / N Do 2/ iz} / /?

mua’mre ol patient or upréqcn{auve authorized by law,

% luman Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could
identify somconc as having HIV symptoms or infection and information regarding a person’s contacts,
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PSYCHOTHERAPY INTAKE NOTE

Alssaro Counseling Services

481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

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

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

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

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

RECEI VED NYSCEF:

age 1o

58217/ 2019
04/ 08/ 2022
)

GONFIDENTIAL

8/8/2019
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Speech
Fluent
Thought Content

Congruent ;
Relevant _ |
Thought Process A
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 violence related incident) and 2 sisters (Alexandra age 10, Josephina age 5).

- History of Present Problem

Charlotte was BIB her biological mother self-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, irtitability/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, mofher 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

https://orderconnect.ntst.com/patient_note_print.asp?nhID=1737014&source=M&idchk=25... 8/8/2019
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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. All children were
born 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 concerns in school.
Teachers reported that she is well-behaved and a leader of the classroom. Denied any learning disabilities, [EP 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 Social 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 resoits 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?nhID=1737014&source=M&idchk=25... 8/8/2019
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Moderate
Length of Time for Current Signs and Symptoms

Few months )
Diagnostic 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 récognize and appropriately express
angry feelings as they occur.

Reduce overall frequency, 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 electronically on Jul 3 2019 2:03PM EST by Jenessa M. Cayvallo, LMHC
Signed electronically on Jul 3 2019 1:35PM EST by Jenessa M. Cavallo, LMHC
Signed electronically on Jul 3 2019 2:29PM EST by Jenessa M. Cavallo, LMHC

https://orderconnect.nist.com/patient_note_print.asp?nhID=173701 4&source=M&idchk=25... 8/8/2019
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PSYCHOTHERAPY PROGRESS NOTE \‘ 81 H F | D E NI l M.

Alssaro Counseling Services
481 Main Street Suite 401

New Rochelle, NY 10801 Patient: ggg.r;ggsz\gl:(issfgoff
Tel: (914) 355-2440 atient: : ge:
Female

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

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



[FTCED._WESTCHESTER COUNTY CLERK 04708/ 2022 06:17 PN) ~ 'NDEX N0 58217/2019

NYSCEF i erk‘,%'nnzezcjf%rint Note RECEI VED NY%%EE& 8%/208/ 2022

PSYCHOTHERAPY PROGRESS NOTE i': N F I D H’ﬂ [IA]

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
Recomm:endations
" 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 102019 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.ntst.com/patient_note_print.asp?nhID=1739009&source=M&idchk=25... 8/8/2019



[FTCED._WESTCHESTER COUNTY CLERK 04708/ 2022 06:17 PN) ~ 'NDEX N0 58217/2019

NYSCEF NO 2218, RECEI VED NYSCEF: 04/ 08/ 2022
rderConnect Print Note Page 1 of 2
PSYCHOTHERAPY PROGRESS NOTE i‘“ @ H F I D t ' 1
) U I AV

Alssaro Counseling Services
481 Main Street Suite 401

New Rochelle, NY 10801 Patient: g(l)l;r;g/totsz\gd(isségoff
Tel: (914) 355-2440 atient: : ge:
Female

Label: Psychotherapy Progress Note - 7/18/2019
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
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

httns://orderconnect.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. Cavallo, LMHC
Signed electronically on Jul 18 2019 2:46PM EST by Jenessa M. Cavallo, LMHC

https://orderc'onnect.ntst.com/patient_note__print.asp?nhID%1742920&source=M&idchk:25... 8/8/2019
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OrderConnect Print Note

CONTACT NOTE

Alssaro Counseling Services
481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

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

Patient:

RECEI VED NYSCEF: O%/ 08/ 2022
Page 1 of 1

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

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

httne*//orderconnect.ntst.com/patient note print.asp?nhID=1744417&source=M&idchk=25... 8/8/2019
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CONTACT NOTE [: ﬁw f g ” 'g“ ” 1 1A

Alssaro Counseling Services
481 Main Street Suite 401

New Rochelle, NY 10801 Patient: g(l)l;r(:‘z)/t()tszzl Il(is?go“
Tel: (914) 3552440 tent: P &

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 24
2019 1:07PM EST by Jenessa M. Cavallo, LMHC

httne //arderconnect.ntst.com/patient note print.asp?nhlD=1745243&source=M&idchk=25... 8/8/2019
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NYSCEF DOC. NO. 2215 RECEI VED NYSCEF: 04/ 08/2022
OrderConnect Print Note Page 1 of 1
PSYCHOTHERAPY PROGRESS NOTE ANM F l D E N"l' i p |
Alssaro Counseling Services b U i ik

481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

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

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: 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

httns://orderconnect.ntst.com/patient note print.asp?nhID=1746709&source=M&idchk=25.. &/8/2019
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Py 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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Alssaro Counseling Services, PLLC
481 Main Street Suite 401
New Rochelle, NY 10801

Phone (914) 355-2440 Fax: (914) 235-0822 E:NF IDEN”AI.
u B

REGISTRATION FORM
Today's Date U) [,77—0 / ]C‘] (Please Print)
J

PATIENT INFORMATION

Patient's L.ast Name First

arital Status (Circle One)

N Middle
f— ) Y ’ ' - ,
/ s 5‘; 2 \// J/(,/ &€ [) )/L Tar:| \ (Bingle/ / Martied /  Other
Is this your legal name? If not, what is your legal name?  '[Former Name) Birth Date ge Sex -
‘i </
0 lres” ' O No §/0, /~?r-~\/f/'z.nm de
Strest Address 9 Apt # City State  ZIP Code Social Security Home Phone No,
[t/ [Seqol Qe .. -
P.O. Box' ~ Cily State ZIP Code  [Ce N
30 _ ' - ﬂ one No. _
{_ Ay /(h' /4 ,/\/)0/")' /L \/\/ !/ / \l—) (D Y‘ /?7' 5,4/)(7 .-‘SZ/’/D
Occupation Employer [ = Email N
1

( é % (P9tienULegaIGuardian Initials) | consent to receive text messages from the practice al my cell phone and my number fowarded or
fransferred’to that number or emails to receive communication.

Referred from (Please check one box & list)

O InternetGaogle 0 Dept. Of Social Services Q Other

O Insurance - 0 Primary Care Doctor

Tl CPS/IACS . School

PPLEASE LIST EALTH PROBLEMS cu C ou

T

PARENT/ GUARDIAN INFORMATION
N ::  PR X - -
e athotng ’//o.\\‘(\.-'(/) (]/‘)/(

Relationship to /Batient'
Biological father € Mother\/

Legal Guardian - Foster Parent - Other:

_ -
M_antal Statu; of Fl’-a.rer;ts'/:Ler?al Gusardlantsa If divorced: Joint Custody —Mother Sole Custody- Father Sole Custody
Single ~ Married — Live-In Partner - Separate Please provide legal custody documentation

Divorced -Widowed

INSURANCE INFORMATION

Insured’s Name

PLEASE GIVE YOUR INSURANCE CARD TO THE OFFICE MANAGER)
Insured's S.S. # Birth Date
I

(

Patient's Relationship to Insured U Self O Spouse  QChild O Other

IN CASE OF EMERGENCY
i Home or Cell Phane

Name c;_f‘Local Friend or Relative (not living at same address)Relationship to Patient iNo. jAlternative Phone No.
, P, P ) [y -
Lo (,(/., secke  97="7/0=002]
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Alssaro Counseling Services, PLLC
REGISTRATION FORM
(Continuation)

‘What to E\pect in Youz Inmal Session

During the first meeting;, yom' therap," it will ask you to: complete some: paperwork about your
history.. In order to determine the hest way to-help you, he-or-she will also'agk you guestions
about'your history and wh

Y you're seekiig treatment. The intake process-is:vital to the
formation of any counselmg relationship. Keep inmind that'the initial appointment consusts of
both the wntten mformatlon and the verbal exchange _

I understand that1am: fully: responsrble and Ilable for the entlre amount af anylail charges for the
seivices rendered which have not been paid by-any othier source. | also agree that the fallure of -
third-party payer to make payments, for whatever reason, will in no-way:prevent Alssaro
Cotinseling Services, PLLC from enforcmg this agreément, | he:reb, /-authorize the: release of
nacessary mforma/tlon for msura}}c? reimbursement purposes as ‘well. / ;

7 / i &
S y / {
X L : l_/f l ('.A § /(er' f. ;.f' " ['/ \{‘\ ”

PATIENT/GUARDIAN SIGNATURE" ' DATE

NOTICE OF PATIENT RIGHTS-NOTICE OF PRIVACY:PRACTICES
Alssaro Counselmg Services, PLLC shall collect acknow!edgment of the provision of its Patient
Rights -Notice of Py vacy Pract:ces fo al[ patrents I'acknowledge that | have pwggrg*prgyldweg a
copy of this Patlent 1?21&3 -Notlc/e/ef P;:v?cy Practices. : :

X (ﬁ_" ;: , .;, - //z // X . v / ] / ey r ,
PATIENTIGUARDIAN SIGNATURE " DATE /

f
of

| have: read, understand, agree to and will abide by the Financial Poiicy I understand that | am
fuliy respons:ble and’ llable farthe entire amount of any/all charges for the services rendered
which have fiot been paid by any othersource: | also agree that the failure of third-party payer
make payments, for: whatever reason, will ifi ho: way prevent Alssaro Counseling Services, PLLC
from enforcing th;s agreement I hereby alithorlze the release of necessary information for ,.,

insurance: renpb gment purposes as yve /

X (. (,>T’ } A &, /f’//"
'PATIENT/GUARDIAN SIGNATURE et DATE

| hereby dive Alssal;c Counselmg Servrces, PLLG permlssxon for the‘duration of therapy to

examineg.and: i;yeat m)/ son/ daughter, ‘ 7

X, [ / s\ , , - .. — G/ £ "‘)"‘
PATIENT/GUARDIAN SIGNATURE ' DATE

| understand that 1 will be responsible for a reserved time, missed appointment fee of $50.00
per. appomtment made if | deCIde to gancel, change or no: show for my appoititment without

giving at} 441 24/hour notice. /7
X Z MUAL N ] & /2/“//9 3 s

PATIENT/GUARDIAN SIGNATURE (/ / DATE.
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Alssaro Counseling Setvices, PLLC

Behavioral Health/Medical Provider Communication Consent Form

PATIENT AUTHORIZATION

| undersigned, understand | may revoke this consent ant any time except to the extént 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:
{ 1To release any applicable medical information to my behavioral and/or médical health provider,

Patient/Guardian Sighature,_ Date / /

[ @NOT give my authorization to releas / ny information to my medical and/or behavioral provider.

Date 6 120/ /‘;}’

T g T Ly e

Patient/Guardian Signature e

—RRoloohnn® RISRRw

::: SSEERT

[ 1 Patient does not have a medical provider

patient/Guardian Sighature .Date_ [/ [

Eeh i sy e s 3t s e ; T " ; . e

Patient Information

Patient insurance ID Number,

_DateofBirth_/ [

Patient.Name

Patient Street Addrass

City State Zip Code

Medical Provider Name/Address/Telephone Number
r;';mamliﬁumdkan

atysed to slgn consantt

e iy _'csmTt}g_a‘\. |
DUy (7 1] } [0 -

Behavioral Health Provider

Alssara Counseling Services, PLLC
481 Main Street Sulte 401, New Rochelle, NY 10801
{914) 355-2440 Fai {914)235-0822
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c*—:‘

OCA Official For pnd o 960
:u ,/ AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURS Eq mﬂ 47,\; A
S [This form has been approved by the New York State Departinent of He |

Pmlcm Name

(\ {{/D\ nQ I\C (S ev 0 F'P Date of Tl‘u(li 20\3 Social Security Number
P'mem —\dches
%m od_ (Dl %%/wmm/ Y 0538

L. or my authorized representative, request that health mfoﬁ/muou regarding my care and treatment be released as set forth on this foim:

Inaccordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA). Iunderstand that:

L. 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' I place my initials on
the appropriate line in [rem 9(a). In the event the health information described below includes any of these tvpes of information. and I
iuiliﬂl the line on the box in Item 9(a). I specifically authorize release of such information to the person(s) indicated in Irem 8.

. I 1T am authorizing the release of HIV-related, alcohol or drug treatment. or mental health treatment information. the recipient is
pnolnbued from xeclxsulosmg such information without my authorization unless permitted 1o do so under federal or state Jaw. [
understand that I have the right to request a list of people who may receive or use my HIV-related informarion without anthorization. If
I experience discrimination because of the release or disclosure of HIV-related information, [ may contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Commission of Human Riglts ar (212) 306-7450. 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 treatmeny, payment, envollment 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 Jaw,
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPEC IFIED 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. Name, and address of person(s) or C'ueooxy of pelson to whom this ipformatjon wijl be s n; H /’5 \/
Mutelr e (’“H’fl/MK 4 Lyddaly AZZ f’//C AN N
9(a). Specific information to be released:
{ Medical Record from (insert date) . to (insert date)
O 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 1o you by other health core providers.

EZ Othey; Treatment “““lsml""‘“’S/ Include: (Indicate by Initialing)
Recommendations Alcohol/Drug Treatment
E Z Z Mental Health Information

.Allthox"izx\(iou to Discuss Health Information HIV-Related Infor mthu
(b) O By initialing here ( “z 1 authorize _ /\I g S CL (OU u’}/ l (7 S (/r\/
mlmls

Nz\me of individual lxeahln care pr |der
to discuss my health information with my attomey. ora governmental agency- listed here:

(Arntomey/Firm Name or Gov emmental Agency Name)

10. Reason for release of information: 1 1. Date or event o Which this anthorization will expire:
Q At request of individual 61[ ql .
@ Other: To facilitate treatment ’ Ol ZOZ(,

12. 1f not the patient. name of person signing fomu: 13. AlemYn’ltélo sign(g}x; Lehalf of patient:

All items on this forn have been comy fled and my questions about this form have been answered. In addition, I have been provided a
copy of the tonu

/ //(/(‘ 7/ L/‘ (/ \?N Date: 7/ )K/ [Q

Signature of patient or representative authorized by law.

* Hwpan lmmunodeficiency Virus that causes AIDS. The New York State Public Health Lx\“ protects information which reasonably could
idemm someone as having HIV symptoms or Infection and iuformation regarding a person's confacts,
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OCA Offieial Forwm No.t 360
AUTHORIZ ATION FOR RELEASE OF HEALTH INFORM. &TIO‘? PURSUANT TO HIPAA
 [This form has been approved bv the New’ Yox T State Depitinent of m.mu;

meem Nane Dﬁte of Birth ‘Social Seuu n\' ’\nmbu

Tosning VOsenolf — ["BA[0lo0iz

| Panenr Addrels

[l oo ahn (roruas %Mm@ﬁ WY InS3%.

. or thy authaiized represenitative, réqiids: thiat ha'\lth mtumnnon regarcding iy care’ 'mzl treanment be réledsed s sel fm th on lhh Tormni:

In ‘\ccmdauce with New York Staré Laiv and the Privacy Rule of the Healily Iusmmue Portability and Accounmbility Act of 1996
(HIPAA). Tunderstand that: '

1. This authorization may. inciude :disclosure” of informiation ielaiing 0 ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, E\ctepl ps\rchozhempy notes. i CONFIDENTIAL HIV* RELATED INFORMATION only if'1 place my inirials on
the appropriaie line in Item 9(a). In the évenl the Lealtl information desciibed bélow includes any of these fypes of information. and 1.
mm*xl e e oi i Hoxdn: e 9(a), [ specifically sutliorize reléasé of stich information to the person(s) indienzed in Item 8.

. If T am authoriziig il release of HIV-related, alcohiol or drag treament; or mental health weannent information. the recipiant is
pmmhued frony 1ednsc}osme sucl informiation switliotr My mnhanzmmn taless permitted o do so ander federal or stte law. 1
undelst'md thar 1 have the 11011( to'request a list of people who may'receive or use my HIV-related mlonmnon without muhorization, I

[ experience discritnination beeause of the yelaase or disclosure of HIV-related information., I may contact the New York State Division
of Human Righis at (212) 480-2493 or the New York Cuy Conumbsmn of Hum.m Riglts at {212) 306-7: 150, These agencies are
responsible for protecting my riglis.

3. 1 have e rlght to revoke this authorization at any time by writing to the health care provider listed betow. Lundersiand that T may
revoke (lijs 'm(honzanon excep fo. the extent that action has already been taken based on iliis authorization..

4. 1 understand that signing this authorization is voluntary, My wreatment, pagment; arollmen in a health plan, or elxollnhw for
beneﬁls will not be conchlmned upon my:muhosization of this disclosure.

. Information disclosed wnder this awthorization might be redisclosed by the recipient {except as. noted above iy rem 2). and tlus
1ed1;do»uru may no longer be protected by federal or siate law,

6. THIS AUTIIORILATIO\ DOES NOT AU TIIORIZL YOU TO DISCUSS \IY HLALTH INFORMA YIOV OR \III?)I( AL
CARE WITH ANYONE OTHER THAN TBE ATTORNEY OR GOVERNMENTAL -\.GE\ CY SPECIF IED IN ITEM 9 (b)
'mxe 1d address of health pm\'x(lex or gnlity to refease Fhis mtmmauan . o
taLlalt LLP (pemmens 224 tnd e i 20, ol | l<, |k }‘*J/
8 \‘ame and address of peison(s) or category of petson 1o whom this informarion will be sent: EE
‘Alssaro Counseling Services, PLLC 481 Matu Street Suite 401 New Rochelle, ] NV 10801 Telephone; (914)3-?5-2440

9('1) Specitic information ta be.réleased; v
{2 Medical Record fram (insert date) . _ro-(isert date)
{0 Entire Medical Record, including pauent histories. office notes (except psychotherapy notes). teauesuhs radiology snidies. films.
yeferrals, consults, billing records, insurance records, and records sent to you by other health eare providers.
@ Oihiar: IIistorlepthtes , Ticluidé: (Indieate b Tutialing)

&l,coholfl_)r ug Tieatment

Alvlﬂ.lbl“wilﬁo_ilrfﬁrDﬁGii!i@'H?'-vl,lm'lr' i rniatiém
’ .

- () O By:initinting-hegs é 1 anfhiorize
Initialy ) \mnu. of mdx\ idual health vare provider

16 discuisy’ mi'l lﬁ; K}i«)ﬂﬂﬂ&ﬂ \mh&‘}) 'q?/ti govesments l'we(xz.v listed here:
\,’W L,ﬂ —

‘ (2 -\ltomey,rmn \fmnc ol Gm cinnental Agency Noane)
10, Ru'xson Yor relense of IformAnoD: 1. Dateor ;Bm oxl vlucl] this mnhouz.mou will ey pne

0 A1 request of individual \% 20) 24(/;

a Oiher: To fncxlltutc treatment:
12, If not the patient. name. of person sighing -fomm»*‘ . 13. dmthom} ro sigh on behatf of patient;

MO

"~ itets or-tiis fornyliave besn compietécl wificl iy qnesnons ahout this form have been answered. In addition, T have been prov n!cd f

copy of thafou! | N N .
Date: . “/‘/ /8//(/7 _

Sxmmht(e of pafient or lqneseum'we antilorized by kiw..
* -Human Inndlgtolleficioney Virds that'cawses AIDS: T he New Y vk State Pubhic Healtlt Laty protects.information w hh-h reasonably rould
ideniify soihecne sy hm'ing HIV syinptoms o infection aud lul‘m'mmmn 1e;{md[ng f person's contacts.
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I’:\uml Name AT T

I’allem /\dleﬁs \ N

[LC) ,Ej(-’u(' N mhi (CL,rpr\mom NY (NS 3R

I, or m&" 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 treéatment, 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 1 have the right to request a list of people who may receive or use my HIV-related information without authorization, If
1 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 agencics 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 [ 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.

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:

Al§suro 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:

Catherine Kassenoff (161 Beach Ave Larchmont, NY 10583
9(a). Specific information to be released:

() Medical Record from (insert date) to (insert date)
(@ Entire Medical Record, including pamnl 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.

<<té3) AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUA
S | This form has been approved by the New York State Department of Health

@ Other: Include: (Indicate by Iitialing)
Aleohol/Drug Trentment
‘ (7 4// !Z Mental Health Information
Authorization to Discuss Health Information HIV-Related Information
(b) O By initialing here [ authorize B
Initials Name of individual health care provider

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

; (Attorney/Firm Name or Gov cmmum'l Apency Name)
10. Reason for release of information: alc or

evenl on whlch this authorization will expire:
@ At request of individual
) Other: :
12. Ifnot the patient, name of person signing forn: 13. Authority to sigh on bt.half‘ of patient:

Al items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a

copy k /,4/ M | A . Date: 8/ «7-—/ / (17

Slg,\iz{mrg of patient or rcprese{umwe\nulhonzed by law.

* Ilum an Immunaodeficiency Virus that causes AIDS, The New York State Public ﬂc'mh Law protects information which reasonably could
jdentify someone as having HIV symptoms or infection nnd information regarding a person’s contacts,
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. . ‘V
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

httns://orderconnect.ntst.com/patient note print.asp?nhID=1733506&source=M&idchk=25... 8/8/2019
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Fluent
. Soﬁ; .
Thouéht 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 sisters (age 10, 8.5 yrs).

History of Present Problem

Josephina was BIB her biological mother self-refeired 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. : o

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 last 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

maste'ctomy.

Social History

https:// orderconnect.n’cst.com/patient;note__print. asp?nhID=1733506&source=M&idchk=25... 8/8/2019
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Josephina is learning 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 Josephina 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 lbs. Josephina has delays in regards to 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 1EP 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/anxiety
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

httne/larderconnect.ntst.com/patient note vrint.aspnhID=1733506&source=Md&idchk=25... 8/8/2019
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Individual Therapy

Parenting Skills

Play Therapy
Goals

Rebuild sense of self-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 trauma 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 related 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 unrderstand 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?nhID=1733506&source=M&idchk=25... 8/8/2019
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PSYCHOTHERAPY PROGRESS NOTE n’ ! 7F,DENT; A [
ne p

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

httns://orderconnect.ntst.com/patient note print.asp?nhlD=1737047&source=M&idchk=25... 8/8/2019
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Recommendations
‘Confinue Current Therapeutic Focus

Additional Information
Therapist met with mother briefly before session and she provided updates on coutrt related matters.Signed

electronically on Jul 3 2019 2:52PM EST by Jenessa M. Cavallo, LMHC
Signed electronically on Jul 3 2019 2:51PM EST by Jenessa M. Cavallo, LMHC

https://orderconnect.ntst.com/patient_note_print.asp?nhID=1737047&source=M&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 - 7/9/2019
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

httos://orderconnect.ntst.com/patient note print.asp?nhID=1739020&source=M&idchk=25... 8/8/2019
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Recommendations

Continue Current Therapeutic 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, LMHC
Signed electronically on Jul 9 2019 11;20PM EST by Jenessa M. Cavallo, LMHC

https://orderconnect.ntst.com/patient note _print.asp?nhID=1739020&s0urce=M&idchk=25... 8/8/2019
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PSYCHOTHERAPY PROGRESS NOTE

Alssaro Counseling Services c n N F l D E H { Y

481 Main Street Suite 401 .
Josephina Kassenoff

New Rochelle, NY 10801 Pati
Tel: (914) 355-2440 atient: B|O|B 08/10/2013 Age: 5
ale

Label: Psychotherapy Progress Note - 7/18/2019
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. Josephina 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 Reflection
Art therapy

Medication(s)
Denied

Treatment Plan Progress

httns://orderconnect.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., Cavallo, LMHC

https://orderconnect.ntst.com/patient_note_print.asp?nhlD=1747417&source=M&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 - 7/18/2019
Note Date: 07/18/2019

‘)

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

Session Code
90846 Family psychotherapy, without the patient present, S0 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

https://orderconnect.ntst.com/patient note print.asp?nhID=1747423&source=M&idchk=25... 8/8/2019
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CONTACT NOTE LUN !f I 0 tN | ! M
Alssaro Counseling Services Ce Nk
481 Main Street Suite 401
New Rochelle, NY 10801
Tel: (914) 355-2440
Label: 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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CONTACT NOTE

Alssaro Counseling Services
481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

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

Patient:

RECEI VED NYﬁggg:l 8{1/108/ 2022

UNFIDENTIAL

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

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?nhID=1747583&source=M&idchk=25... 8/8/2019



FTLED._ WESTCHESTER COUNTY CLERK 04708/ 2022 06:17 Py ! NDEX NO. 58217/2019

NYSCEF DOC. NO. 2215 RECEI VED NYSCEF: 04/ 08/2022
OrderConnect Print Note Page 10

CONTACT NOTE WWFNTML

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

Alssaro Counseling Services
481 Main Street Suite 401

New Rochelle, NY 10801

Tel: (914) 355-2440

Label: Contact Note - 8/1/2019

Note Date: 08/01/2019

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

https://orderconnect.ntst.com/patient note print.asp?nhID=1748888&source=M&idchk=25... 8/8/2019
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Alssaro Counseling Services
481 Main Street Suite 401

Josephina Kassenoff
New Rochelle, NY 10801 . . .
Tel: (914) 355-2440 Patient: 11\)4(:11:. 08/10/2013 Age: 5

Label: Contact Note - 8/1/2019
Note Date: 08/01/2019

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

https://orderconnect.ntst.com/patient note print.asp?nhlD=1748890&source=M&idchk=25... 8/8/2019
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CONTACT NOTE
Alssaro Counseling Services
481 Main Street Suite 401
New Rochelle, NY 10801 .
Patient:

Tel: (914) 355-2440
Label: Contact Note - 8/5/2019
Note Date: 08/05/2019

Contacted Party
Carol Most

Relationship to Patient
Law Guardian

Method of Communication
Phone

Communication Details

Josephina Kassenoff
DOB: 08/10/2013 Age: S
Male

RECEI VED CEF: O4i 08/ 2022

age 1 of

CONFIDENTIAL

Therapist spoke with law guardian to discuss case.Signed electronically on Aug 5 2019 3:53PM EST by Jenessa M.

Cavallo, LMHC

https://orderconnect.ntst.com/patient_note print.asp?nhID=1749846&source=Mé&idchk=25...

8/8/2019
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PSYCHOTHERAPY PROGRESS NOTE it ﬂ k U t er i m-

Alssaro Counseling Services

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, S0 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, LMHC
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



