
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

REGISTRATION FORM
(Please Print)

Today's Date

Patient s ast Name First Middle Vlarital Status (Circle One)

a / Married / Other

is this your legal name? If not, what is your legal name? (Former Name) Birth �ate ge Sex

es U No / / / -I M F
Stre t Address Apt # City State ZIP Code Social Security e Phone No.

P.O. Box City State ZIP Code 3 Phone No.

Occupation mployer

(Patient/LegalGuardian Initials) I consent to receive text messages from the practice at my cell phone and my number fowarded or
transfe d to that number or emails to receive communication.

Referred from (Please check one box & Ilst)

O Internet/Google O Dept. Of Social Services O Other
O Insurance O Primary Care Doctor
O CPS/ACS. O School

"*PLEASE LIST ANY HEALT@l PROBLEMS AND CURRENT. MED1CATIONS YOU ARE TAKINGt.

Name:

Relationship to P tient:

Biological father Mother Legal Guardian - Foster Parent - Other

Marital tatu f nts/Legal Guardians

Single Marr - Live-In Partner - Separate
If divorced: Joint Custody - Mother Sole Custody- Father Sole Custody

Divorce d ed
Please provide legal custody documentation

insureds Name Insureds S.S. # 3irth Date

Patient's elationship to Insured O Self O Spouse O Child O Other

Home or Cell Phone

Name of Local Friend or Relative (not Ilving at same address) Relationship to Patient No. Iternative Phone No.
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Alssarö Counseling Servicesy Pt.LC

REGISTRATION FORM

oritinuation)

*What to Expect in YóuHnitial Session

During the first meeting, your therapistwill asicyou to complete some paperwork about your

history. If¼oldarr_{o. determine ths best way t^ help yeh he or st ill sIso àsk you ^uestions

about your history and why you're seeking treatment: The intake process is vital to the

formation of any counselirig relationship, Keep in fnind that the Initial appointment consists of

both the written information and the verbal exchange.

I understand that I anï fully responsible And lishlé fdrthe entire amount of any/all chargessf r the

services rendered hich have hotbeen paid by any other source. I also agree that the failtire of

thjtd-pjtty payer o ke gayinents for whátewer reason, will in no •ny prevent Als$arb

counselin er s, LLG from enforcing this agreement, I hefeby authorize the release of

necessa info ati for insurance reimburgentâñt purposes as w IL .

PATEEhlT/G MDIA SIGNATURE ÖATE

N TIC .OF PATIENT RIGHTS-NOTICE OFPBlVA YPVACTICES
Alssaro Coun elin sServices, PLLC shall colfect acknowledgrnent of flie provision of its Patient

Rights -Noti of Privacy Practices to all patients; I acknowledge that I have pfemymvidad a

copy of th) a i nt Rights.-Notice of Privacy Practices,

PATIENT/GUAR JAN SIONATURE DATE

I have read, understand, agree10 and will abide by the Financial Policy I understand thaÜ Pm
fully responsible and liable for the entire ahjotunt of any/all nhardes for the servicesrendered

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

make payments for whatever reason, #111 In noway prevent AIssaro Gopitseling Services, PLLC
frorn enforcing hi agreement, I hereby authorize the release of necessary information for

Irisurance r m u ement purpóses as well.

PATIENT/GUARD)I N SIGNATÙRE DATE

I hereby gi AIssar Counseling Services, ÞLLU permission for the duration of therapy to

examine d trea m son / dauáhter

PATIENT/GUARDIA SIONATURE DATE
. .

1 understand that I wl!I be sponsible for a reserved tirne, missed appointment fee of $50,00

per appeínt nt ma i I decide to cancel, change or no show for my appointment without

giving at I 24h u n ice.

PATIENT/G ARDIAN SIGNATURE DATE
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Alssaro Counseling Services, PLLC

Behavioral Health/Medical Provider Communication Consent Form

PATIENT AUT@iORIZATION

I undersigned, understand I 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 monthstrom the date of signature,
unless another date is specified. I have read and understand the above information and give my authortratiom

PATIENT, PLEASE CHECK ONG:

] To release any applicable medical infor a on to my behavioral and/or medical health providers

Patient/Guardian Signature . . Date {

==u=================================e======a====±==================áäp=======u

[ } 1 DO NOT give my authorization to release any information to my medical and/or behavioral provider,

Patient/Guardian Signature Date /__

====w======w========================é===========e===============ë=====c===±=w====è

[ ) Patient does not have a medical provider

Patient/Guardian Signature .. Date___/ (__

=================================±`=======================±====w=±================

Patient Information

Patient insurance ID Number. . . _ ..

Patient Nante . Date of Birth J__/-

Patient Street Address . .

City . State Zip Code ..__.

i�edical ProvideÈiÈSift fÃ©ddfd le h e Number Behavioral Health Provider

;s-ed to siflB OOMS

go 15 Me , Alssaro Counseling Services, PLLC

. 481. Main Street Suite 401, hiew Rochese, NY 10801.

(914) 355-2440 Fax (914)235-0822
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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT
[This form has been approved by the New York State Department of I0ealth]

Patient Name Date of Bitth Social Security Nuniber

(¼owobene MRSM O 011 2(½\
Patient Addres.

Û 2( .> f )fSt (2.A - rd nar/ Nu
L or my amhorized representative. request that health inforn)ation regarding iny care and treatthent be released as set forth on this fonn:

In accordance with New Vork State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(HIPAA). I understand that:
1. This authorization may include disclosure of infonnation 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). hi the event the health infonnation described below includes any of these types of infonnation. and I
initial the line on the box in Item 9(a). I specifically authorize release of such infonnation to the person(s) indicated in Item 8,
2. If I am authorizing the release of HIV-related. alcohol or dnig treatment. or mental health trenunent infonnation.. the recipient is
prohibited from redisclosing such infonuation without my amborization unless penuitted to (10 so under federal or state law. I
understand that I have the right to request a list of people who may receive or use my HIV-related infonnation without nuthorization. If
1 experience discrimination because of the release or disclosure of HIV-related infonuation. I may contact the New York State Division
of Hmnan Rights at (212) 4S0-2493 or the New York City Conunission of Human Rights at (212) 306-7450. These agencies are

responsible for protecting my rights.

3. I have the right to revoke this authorization at any titne by writing to the health care provider listed below. I understand that I may
revoke this authorization except to the extem that action has already beeli taken based on this authorizatioit

4, I understand that signing this authorization is vohuttary. My treatment. payment. enrothnent in a health plan. or eligibility for
benefiw will not be conditioned upon my authorization of this disclosure.

5. Infonnation 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).

7. Nmue and address of health provider or enti to release this inf9nt a on:

C� g eff A
- 3 Uhc¼Â 2d , añdouA [J

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

Alssnro Counseling Services, PLLC 481 Main Street Suite 401 New Rochelle, NY 10801 Telephone: (914)355-2440

9(a). Specific infonnation to be released:

O Medical Record from (insert date) to (insett date)

O Entire Medical Record. including patient histories. office notes (except psychotherapy notes). test results. radiology studies. films.

refenals consults, billing records. insurance records. and records sent to you by other health care provideit

Q Other: History/Updates Include: (Inditate by Initialing)

t Alcohol/Drug Treatment

Mental Health Information

Anthorizallon to Dhcuss Health iformation HIVLRelated Information

(b) O By initialing here I authorize .
is Notne of individual health care provider

to discuss my 1e 1 1 a w h e v run a 1 ed here:

(Attomey/Finn Nanie or G enunental Agency Name)

10. Reason for release of infonnation: 11. Date or event oi whic
'

ut torization will expite:

Q At request of individual

G Other: To facilitate treatinent

12. If not the patient, name of person signing fonn: 13. Authori ' o sign on behalf of patient:

All it ms on this form have been com]Sleted and my questions about this fonn have been answered. In addition. I have been provided a

copy o the fonu.

Date:

Signfturel patient or represe tatibe authorized by law.

a Hugnan Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could

identity someone as having HIV symptoms or infection and Information regarding n persows contacts.
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Ot'A Official form NoaMO
ADTHONIZATION FOR REl EASÈ 6F HEALW0NFORMATION PUR.SUANT TO HIPAA

. [This form h:ü beei1 approved by the New York sthkDepartment or Health]. .
Patient Nàme . . . )ate of inh sociki Security Number

P ECLE010 c 6 ® 80s
15atient Ad ress

L or thy authorized re resentative. rqquestthat.health infounatiotregard ag my care and treatment be released as set forth on this fomi:
Iñ accordañce witlt New 701%Z1ns Law and the Privacy Rule of the Health Insurance ortshijitypad Wccountability Act of 1996
(HIPAA). 1 niiderstand that:
1. This authorisation niny indhidè diselosuYe Of infomiation relatitig to ALtOHOLand DIÚJG ABUSE, MENTAL NÈALTH
TREATMENt excelst psychothemppiïofesand CONFIblÈNTIAL HIV* IlELATED INFORMATION only if I place my initish on
the appropriate line in hem 9(a). In the eveD1 the health infonnatiMn described below includes any of these types of infonnation and I
initial (lie line on the box in Item 9(a), I specificany authorize release of such infonnation to the person(s) indicated in 1tent S.
2. If I ani autholi ing the release of HN-related, alcohol or drug treannem, or mental health treatmem infonnation. the recipiem is
prohibitett frein redisclosing súch infonnation without iny muhorization unless penFitted to do so under federal or state fayv. I
ünderstand thar tliavè thç right to reequest a list of people who may receive or use my l$'-related infomiation without authorization. If
I experieticé dheziniitiation because of the release or disclosure of HIWrelated infonuation. I may contact the New York State Division
of ;Htunan Rights at (212) 480-2493 or the New York City Commission of Human Rights. at (2.12) 306-7450. These agencie_ are
responsible for protecting my rights.
3. I have the right to revoke this authorization at any Ïhne by uTiting to the heath care provider listed below I understand Æat 1 may
revoke this authorization except to the extent that action has ah·eady heen takeri based on th7 authofization.
4. I understand that siping this authorization is vohmiary, My 7eatment; payinent. emullment in a health plani pr eligibility for
bedefits will nor be coDditioned upon my amborization of this disclosure,
1 Infounation disclosed under this authorization might be redisclosed by the reciplem (except as noted above in hem 2). and this
redisclosure 10ay no longer be-protected by federal or s(ate law,
ti. THIS AUTHORIZATION DOES NOT AUTHORIZE VOU TO ÛIS
nSS MY HEALT� INFORMAtfON OR MEDICAL
CAkE WITH ANYONE OTHER THAN THE ATTORNEV OR GOVERMIENTAL AGENCY 5PECWIED IN ITEM 9 (b).
7. Name and address of health provider or emity to release this infonmrion:

Alssaro Counseling Services, PLLC 481 Main Street Suite 401 New Rochelle, NY 10801 Teleplioliè: (914)35$4440

S. Nanie a I addle of pe son(s) or cateýiv of emon t whom this,it 'o ina ion will be sen

9(a). Specific infonimtion to be release
Q Medical Record from (insert date) to (ilperbdatey
O Entire Medical Record. including patient histolies. otlice notes (except psychotherapy notes). test resnks. ractiology smdies ülmL

refeitals, consults. billing records; insurance records. and records sent to yon by other health care providers.

Q Other: Treatment status/Updates/ Inchider (knieÎë ly hinâlthg)
Reconunendations

L 4 Al Dkg Tr

atni Hen1th Information

Authoriznnenlo 0)1scess Health inférinatinti . . ‰I Related Information

(b) Q By inif infiIg here . .T atùljOrize
7 a N e of individual h¼nith car govnier

tö discuss m health onn (1o11With iny½tfopiev b a govenunental agèïfcy. listed here;

(Aitomey/Finn Nanie or Govemmainal Agency Namel
10. Reason for relea finfonnatioit LL T)ate dr event on whi h this anthorization will expire;

O At remiest orindividual C
Q Other: To facilit ate treatment . C

12. If not the patieDt. name of person signing fomit G. Authority to sign oil ehalf of patient:

All items on this foæhave been tonipleted end niy Æfesilous aboúl this fonn have been answered. In addition. I have been provided a

copy of he fonn

SigrmtfuV of patient or representative authorized by inw.

* Hmnan Tu insiodendency VRus urat en1tsesAks. the New tork State Public fiength inw protects inform 16n which wasonably could

identify Amneone as liating HIV symptomrop infeçuon mid inkmnation regarding n pt-rsou½ connicts
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OCA OtTicial Form No.: 960

AUTHOR1ZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT
This form has been approved by the New York State Department of llealth) u h I L

Patient Name Date of Birth Social Security Number

Patie%t Address

UN NOf h (1 V f hrnDrW tu thT
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 l996

(HIPAA), I understand that:

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

TREATMENT, except psychotherapy notes, and CONFIDENTIAL IIIV* RELATED INFORMATION only if I place my initials on
the appropriate line in Item 9(a). In the ovent the health information described below includes any of these types of information, and I
initial'the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8,

2. If I am nuthorizing 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. I

underptand that I have the right to 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. I lpve the right to revoke this authorization at any time by writing to the health earc provider listed below. I understand that I may

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

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

benefus will not he 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 WITll ANYONE OTIIER THAN THE ATTORNEY OR GOVERNMENTAL AG ENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity to release this information:

Alssaro 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:

O Medical Record f rom (insert date) to (insert date)

GI Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, lilms.

. referrals, consults. billing records, insurance records, and records sent to you by other health care providers.

Other: Include: (Ïndicate by Initialing)

b Alcohol/Drug Treatment

Mental Health Information

Authorization to Discuss Health hiformation HIV-Related Information

(b) O By initiating here I authorize

Initials Name of indivklual health care provider

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

(Attomey/Pirm Name or Governmental Agency Name)

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

Ca At request of individual

O Other:

12. ff not the patient, name of person signing form: 13. Authority to sign n behalf of patient:

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

copy f t le forn . .

Sig'nature of patient or reprkseit alive authorized by law.

* IIuman Immunodeficiency Virus that causes AIDS. The New York State Public IIcalth Law protects information which reasonably could

identify someone as having HIV symptoms or infection aml information regarding a person's contacts.
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OrderConnect Print Note Page 1 of 4

PSYCHOTHERAPY INTAKE NOTE

Alssaro Counseling Services U U L I
481 Main Street Suite 401

Charlotte Y Kassenoff

el:( 4)3 5-24 0
Patient: DOB: 02/01/2011 Age: 8

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

httDs://orderconnect.ntst.com/patient note_print.asp?nhID=1737014&source=M&idchk=25... 8/8/2019
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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 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. Chai·lotte 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 afraid 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 15ast 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

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

FILED: WESTCHESTER COUNTY CLERK 04/08/2022 06:17 PM INDEX NO. 58217/2019

NYSCEF DOC. NO. 2215 RECEIVED NYSCEF: 04/08/2022



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. 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, 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 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 infonned 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?nhID=1737014&source=M&idchk=25... 8/8/2019
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OrderConnect Print Note Page 4 of 4

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 recognize 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. Cavallo, 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.ntst.com/patient note_print.asp?nhID=1737014&source=M&ideld=25... 8/8/2019
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PSYCHOTHERAPY PROGRESS NOTE

Alssaro Counseling Services
481 Main Street Suite 401

Charlotte Y Kassenoff

Tel: ( 4 3 -2 0
Patient: DOB: 02/01/2011 Age: 8

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
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PSYCHOTHERAPY PROGRESS NOTE
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

Label: Psychotherapy Progress Note - 7/9/2019
Female

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/Alett

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.ntst.com/patient_note_print.asp?nhID=1739009&source=M&idchk=25... 8/8/2019
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PSYCHOTHERAPY PROGRESS NOTE

Alssaro Counseling Services
481 Main Street Suite 401

Charlotte Y Kassenoff

el: ( 4)3 -2 0
Patient: DOB 02/01/2011 Age: 8

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 Pattems

Exploration of Emotions

Exploration of Relationship Patterns

Other

Relaxation/Deep Breathing

Supportive Reflection

Art therapy

Medication(s)

Denied

Treatment Plan Progress

httnm//orderconnect.ntst.com/Datient 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://orderconnect.ntst.com/patient_note_print.asp?nhID=<742920&source=M&idchk=25... 8/8/2019
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CONTACT NOTE . · *
W/1 q

Alssaro Counseling Services
481 Main Street Suite 401

Charlotte Y Kassenoff
New c

e35-2 0
Patient: DOB: 02/01/2011 Age: 8

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

httrw//nrderconnect.ntst.com/Datient note print.asp?nhID=1744417&source=M&idchk=25... 8/8/2019
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CONTACT NOTE

Alssaro Counseling Services
481 Main Street Suite 401

Charlotte Y Kassenoff
Ne

4) 5-2 0
Patient: DOB: 02/01/2011 Age: 8

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

httnq"//orderconnect.ntst.coln/Datient note print.aSp?nhID=1745243&source=M&idchk=25... 8/8/2019
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PSYCHOTHERAPY PROGRESS NOTE

Alssaro Counseling Services U
481 Main Street Suite 401

Charlotte Y Kassenoff

el: ( 4) 3 5-2 0
Patient: DOB: 02/01/2011 Age: 8

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

r 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/Datient note print.aso?nhID=1746709&source=M&idchk=25... 8/8/2019
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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.

FILED: WESTCHESTER COUNTY CLERK 04/08/2022 06:17 PM INDEX NO. 58217/2019
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Alssaro Counseling Services, PLLC
481 MainStreetSuite 401
New Rochelle, NY 10801

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

REGISTRATION FORM

Today's Date 0 / B (Please Print)

Patient's J.ast Name First MI die Vlarital Status (Circle One)

/ Married / Other

Is t is your legal name? If h6t, what is your legal name? ;Former Name) irth Date A e Sex
O O No /

/' C / 1- 3 M
Stre t ddress Apt # City State ZIP Code Social Security iome Phone No.

P.O. Box CÌty State ZIP Code 3e one No.

Occupation mployer mall

(Patient/LegalGuardian Initials) I consent to feceive text messages from the practice at my.cell phone and my number fowarded or
hahsfe red'to that number or emalls to receive communication.

Referred from (Please check one box & list)

O Intemet/Google O Dept. Of Social Services O Other
O Insurance O Primary Care Doctor
O CPS/ACS O School

LE IST OB U

( ) ( /Aa n? /r.25</1

Relationship to P,atient

Biological father Mother Legal Guardian - Foster Parent - Other:

Marital Status of Parents/Legal Guardians:

Single - Married - Live-In Partner - Separated
If divorced: Joint Custody - Mother Sole Custody- Father Sole Custody

Divorced -Widowed
Please provide legal custody documentation

Insureds Name insureds S.S. # Birth Date
/ /

Patient Relationship to Insured O Self O Spouse O Child O Other

ome or Cell Phone
Name of.Local Friend or Relative (not living at sarne address) Relationship to Patient 0. AItemative Phone.No.

FILED: WESTCHESTER COUNTY CLERK 04/08/2022 06:17 PM INDEX NO. 58217/2019
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AlssetsConitseliñg Seelceh, PLL,O

RE lSTRAMON FORM

(Golitjhuatio)

LEÂSE REAþ3HE FOLLOWING CAREFULLY
*What to Expect in Your Jnitial $ession

During the first meWtingpýøut therapist will ask you to conipiste some paperworicabo.ut your

historyJn order tonetermine thetestapy to lielp ý9u he p she will áls ap1(you questions

AbouEoür h<stQ!andkhy yoti're suel iiig treatmenfJhe intake process is vital to the

formation of any counsëliho relâtionship. Keep iri hilDd thât the initial appointment donsists f

both the writterinformation arid the Verbal exchatige.

T understand that I ant fully resporssible and liable for the4entire amourst of any/all charges for the

services resderedwhich I a bÂit be70 päid by eriwÆthersour	ed also agree thát the failure of

thli¼_d_gatrig payer to make payments, forwhatever reason, will.in no way prevent Alssaro

Counseling Servisés, PLIE from enforcind this agreernent. I ILerj�þXauthorize the telease of

rtecessary informa i n for insura c reimbursement purposes ås wel

× (AM4 a / w

PATIEÑ / ÜARDlÄC38tûNAtU E DATE

NOTl0EOP PATIHNTB|ÈMTS-NETICFOF PRNAMPanOTICE
Alssaro Counselidg Servicesy PLLC shall collect acknbwlÿdgynent of flie provision of..its Patient

Ri#hts -Notice of Eplyppy Practices fo all stihuts. I acknowledge that I have p_èe imeldps a

copy of this Patierg hts Nati�e of P
'

'cy ISractices.. ..

PATIENT/GUARDIAN SinNATURE lbATE

I have: read, understant, agree t6 and will abide by tiw Fin$ncial PðIicy. I understandthat I am

fully responsible andliable forifle entire amount of any/all charges for the services rendered

which have not been paid by any other soaron I alsò agree that the failore of third-party payer

niake payments for…hetever reason, will in séWáy prevent Al5à rð Chubséling Services, PLLC

frohñt enfor�ing this agreement I hereby
horize the release of tiecessary information for

insurance r i bu ment)ùrpos as

x ;

PATIENT GUARI5IAM SIGNATORE DÃTE

I hereby give AIssa oùnseliñg S vicës, PLLC permission forthe duration of therapy to

exarnine.and¶ eat, sort/ daughtere

X

PATIEM12 UARDIAN Sl NATURE DÃIE

I understand that I will beTesponsible for n reserved titne, missed appointment fee of $5A.00

per appointment in fif I depid¼fo pshDl3 cIfâfige f no shdw fur iny appoiñtment Without

giving at I 4 ryotice

PATIENT/GUARD As SIGNATUTE DATE

FILED: WESTCHESTER COUNTY CLERK 04/08/2022 06:17 PM INDEX NO. 58217/2019

NYSCEF DOC. NO. 2215 RECEIVED NYSCEF: 04/08/2022



Aissaro Counseling Services, PLLC

Behavioral Health/IViedical Provider Comrnunication Consent Forrn

. PATIENT AUTHORIZATION

I undersigned, understand I 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. I have read and understand the above information and give my authorization:

PATIENT, PLEASE CHECK ONE:

[ ] To release any applicable medical information to my behavioral and/or medical líealth provider.

Patient/Guardian Signature DatejJ___

========u======ù========úu======================±=================================

D HOT give my authorization to releas ny information to my medical and/or behavioral provider.

Patient/Guardian Signature ... Date ___/

====================m===eè===================m============s======mm==m========e===

[ ] Patient does not have a medical provider

Patient/Guardian Signature ..__.... ... . Date,__/___/-

====±=====m========================emmem======a==e=====m=em==================é±i==

Patient Information

Patient insurance ID Number .

Patient.Name ... __ . . Date ef Birth __/J_

Patient Street Address

City ....... State Zip Code

Medical Provider Name/Address/Telephone Number Behavioral Health Provider

)tlenUGuardia

.p4 ag d to s n cori3GG AIssaro Counseling Services, PtLC

ro st . 481 Main Street Suite 401, New Rochelle, NY 10801

on

('¹4)35524*ªHS2432ss-0822
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OCA Official F N .: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURS

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

Paticut Name Date of iith Social Security Nuu1ber

inspMe same ce mos
Patien• Addres

Ñ ( A { () - (yrshd NY #G
L or my authorized representative. request that health infot nation regarding nly care and treatnient be released as set forth on this fonn:

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:
L This authorization may include disclosure of infonuation relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREA'1MENT. 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 infonnation described below includes any of these types of infonnation. and I
initial the line on the box in Item 9(a). I specifically authorize release of such infonnation to the person(s) indicated in Item S
2. If 1 an) authorizing the release of HIV-related, alcohol or dmg treatment. or mental health treatment infonnation. the ecipient is
prohibited from redisclosing such infonuation 3vithout nty authorization imless permitted to do so under federal or state law. I
understand that I have the right to 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 inay contact the New York State Division
of Human Rights at (212) 480-2493 or the New York City Conunission of Human Rights at (212) 306-7450. These agencies are

responsible for protecting my rights.
3. I have the right to revoke this authorization at any time by writing to the health care provider listed below. I understand that I may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. I understand that signing this authorization is vohmtary. My treatment. payment. enrollment in a heahb plan. or eligibility for

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

5. Infonnation 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. TWS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS NIY HEALTH INFORMATION OR MEDICAL

CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED ÌN ITEM 9 (b),

7. Naine and address of health provider or entity to release this infonuation:

Alssaro Counseling Services, PLLC 481 Main Street Suite 401 New Rochelle; NY 10801 Telephone: (914M55-2440

8. Nanw and address of person(s) or catesory of person to whom thi
'

ifo1. atjon W1 I be s nt:

Aul Áen n a tmwt fo waran
9(a). Specific information to be released:

Q Medical Record from (insert date) to (insert date)
O Entire Medical Record, inchiding patient histories. office notes (except psychotherapy notes), test results. radiology 3mdies. IThus

. referrals. consults. billing records. insurance records. and records sent to you by other health care providers.

2 Other: Treatment status/Updates/ Include: (Indicate by Initialing)
Recommendations

Alcohol/Drug Treatment

lental Health Information

Authorization to Discuss Health I formation . HIV-Related Inform ition

(b) O By initialing here I authorize
it t is Name of individnni health care pr ·ider

to discuss my health infonuation with my attorney. or a govennhental agency listed here:

(Anotney/Finn Name or Govemmetual Agency Name)

-10. Reason for elease of infonnation: 11. Date or e m on which this authorization will expire:

O At request of individual ç .

2 Other: To facilitate treatment (

12. If not the patient. name of penon signing fonu: 13. Authorit to sign on behalf of patient:

All items on this fonn have been comp t d and my questions about this foim have been answered. ht tiddition. I have been provided a

copy of the fonu.

Date:

SignaTure of patiem or representative authorized by law.

* Htunnin Immunodefielency Virus that causes AIDS. The Neƒ York State Public Health Law protects information whiSh reasonably could

idemÏfy someone as having HIV symptoms or lurection and information regarding n person½ contacts.
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OCA Ofndùl Fotw Noa 960
AUTHOR1ZATION FóR RELÈ Á$EûFNEALTU INÈORMATION PURSUANT TO HIPAA

. [This form has beén njiproved by the New WSlfSláte Depin unent or uenim)

. . Patient Nmile at o irth Social Sectuity Ntmiber

Patient Address ..

1. or hif dtohslized represelithVte fe�it�àt it health intirmation regarding my enre and treannent be released as serfðrth on thiifoun:

In accordáticewi&Néƒ Yeile5ta Lãw and the Privacy Rule of flie Heûhh Insurance PortDbilliy m\l Accountabilhy Act of 199E
(HiPAA). I undersfund that
i. This authórization ïnny itï�1ùde !disdlostut of infoimation lelating to ALCONOL and D11Uñ AÈUSE, SkNdAL skAfTH.

TREATMENT, gieept psychothettpy nôtesÿñ¾¬ONFIDENYIAL HIV*$ELATED INFORMATION only if I place my initials o

tlie ápproprinié line initem 9(á): In Ilie event the health infonnation described beloiv inchides any of these types of information. and I

initialtlislike:oMie boWin Item 9(al I specifically authorize release of sDch information to the person(s) indiented in Item 8.

1 If I ám iDtthoi·iziiig flie.release of HIWrelated. aleoftol or drn) treatmeilt4 or mental hÎlth treatment infonnation. the recipient is

prohibitèd froùr rediaclosing stich infonnatidii williont iny ÿuthorizqtion unless pennitted to do so Inder federal or state law. I

understand that 1 have the rigin to request a list of people who marreceive or use my HI¾related information without amboi'lzation. If

I ex)ietience discriininaüon beenitse of the yelease or disclosure of HIV-related i ironuation. I níay comact the New York SInte Division

of Human Rights at (212) 480-2493 or the New York City Coiniitission of Hunian kights at (2 i 2) 3064450. These neencies are

responsible for protecting niy rights.

3. I have the right to revoke this nuthorization at any túne by writing to the healtl7care provider listed below. I tmderstand that I inay
revoke this authotizatign except to the extem that action has already been takeri based on this authorizatiog..

4, I understand that signing this authorization is yoluntary. idy n'eannem, payment: egollment in a health plan. or eligibility for

benefits will not be conditioned upon my authorization ofthis disclosure.

1 Infonnation disclosed under this authorization might be redisdosed by the recipient (except as noted úbove in Item 2% and this

tedisclosure may no longer be protected by federal or state hiw,
6. THIS.AUTHORIZATION DOES NOT AUTHOTlZE YOU 10 b(StÙSS H H ALT9 INFOTMAT•ON OR MEDIUAL

CARE WITH ANYONE OTHER THAN THE ATTORCEY OR GOxERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b

1 Nnm9 a 14 ad lress of health provider or entity to release,this intonnation:

8. Name and address of pei¼on(s) or category ofpers6n to ùhom thls infÿ1niadon will be sem: .

Alssaro Counseling Services, PLLC 481 Main Street Suite 401 New Rochelle,NY 10801 Telephone; @14955 0

9(a). Specific iFformation to be=rû1eased

O Medical Record from (insert date) ..to (lbsert date)
.0 Entire Medical necord, including patient histories office notes (except psychotherapy notes). test resuhs radiology smdiet fihus.

yefen·áls. consults, billing records. insurance records, and records sem to you by other henhn care providers.

CJÓrher: History/Updates . �\hide::(Aditselft sulfialing)

, Alcohol/DrugiTita.tment

lental Neal h Information

Authorigiatiph WscitWHenit1r rusýi6n H€-Rehned Information

(b) By iliiti hDhe?L Ó ( tiDfliorite Of f t

als Name of indiüidual heahh en girovider

to disctiss n i 1 fonnation iv4th prope e or teov 91 utal age cy. listed here:

Altòü yiFinn Naine or Goverùn ntal Agency Natu6

10; Reasõn for release of infonuation II. Date or wl)icl this amhorization will expire:

O At reithest of in v h 1

121Otheri To facilitate treptment - ..

!L If not the patient. name ofperson signitig foun: 13. Authority to si n on behalf of patient:

AD iteths.od this fontliave ben contple l ailtlinyt t 5(iple about this form have bëen answered. In addition; I have been provided a

copy of (1 font .

Signaht of p ient or represeum fve autilorized tiy law..

*
Humap Inin mshficienqVirus thattayse)DE Th¢New York Itue Pub le Heñljk Law protects Infornuation wht tr ronsonably could

I lentify someohy47gvin&HIV symptoms or infecdon and In funnatiotrregarding a person's coDtnets,
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60

.. AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUA
This form has been approved by the New York State Department of Healt

Patient Name Date of Birth Social Security Number

aosepna men M4 _ v m am
Patient Addr ss

t /rl Scar n nvt ( a rmm on+ N3 (rd 353

1, or mb 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 hisurance Portability and Accountability Act of 1996

(HIPAA), I understand that:

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

TREATMENT, except psychotherapy notes, and CONFIDENTIAL IIIV* 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

initial the line on the box in Item 9(a), I 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 li·om redisclosing such information without my authorization unless permitted to do so under federal or state law. I

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 Fluman Rights at (212) 306-7450. Ti)ese agencies are

responsible for protecting my rights.

3. I have the right to revoke this authorization at any time by writing to the health eare provider listed below. I 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. TRIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL

CARE WITH ANYONE OTIIER THAN TilE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Name and address of health provider or entity to release this information:

Al saro 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:

C:itherine Kassenoff (161 Beach Ave Larchmont, NY 10583

9(a). Specille information to be released:

El Medical Record from (insert date) to (insert date)

Q 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.

El Other: include: (Indicate by Initiating)

j Alcohol/Drug Treatment

Mental Hength Information

Authorization to Discuss llealth information HIV-Reinted Information

(b) O By initiating here I authorize
Initials Name of individual heahh care provider

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

(Attorney/Firm Name or Govemmental Agency Name)

10. Reason for release of information: 1l. Date o event on which this authorization will expire:

Q At request of individual

O Other:

12. itRot the patient, name of person signing form: 13. Autho y to si : on behalf of patient:

Ã(, iiems on this form have been co: pleted and my questions about this form have been answered. In addition, 1 have been provided a

copy the form.

) ; /L Date:

Sig thre o pati nt or repres itative uthorized by law.

* Iluman immunodeficiency Virus timt causes AIDS. The New York State Publie IIealth I aw protects information which reasonably could

ideptify someone as having Illy symptoms or infection und 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

Josephina Kassenoff

Tel: (914) 355-2440
Patient: DOB: 08/10/2013 Age: 5

Label: Psychotherapy Intake Note - 6/20/2019
Male

Note Date: 06/20/2019

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

Memoty

Intact

Mood

Anxious

Motor/Behavior

Appropriate for age

Orientation

Person

Place

Situation

Time

Perception

Appropriate

Speech

httos://orderconnect.ntst.com/patient note print.asp?nhID=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 sisters (age 10, 8.5 yrs).

History of Present Problem

Josephina was BlB 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 last physical exam: 2018

Medication(s)

Denied

Substance Use

Denied

Family History

Josephina was bom 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?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 IEP 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
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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 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
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PSYCHOTHERAPY PROGRESS NOTE
Alssaro Counseling Services
481 Main Street Suite 401
New Rochelle, NY 10801 Josephina Kassenoff

Tel: (914) 355-2440 Patient: DOB: 08/10/2013 Age: 5

Label: Psychotherapy Progress Note - 7/3/2019
Male

Note Date: 07/03/2019

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

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
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Recom mendations


ontinue 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, LMHC
Signed electronically on Jul 3 2019 2:51PM EST by Jenessa M. Cavallo, LMHC
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PSYCHOTHERAPY PROGRESS NOTE

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

Tel: (914) 355-2440 Patient: DOB: 08/10/2013 Age: 5

Label: Psychotherapy Progress Note - 7/9/2019
Male

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

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
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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
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PSYCHOTHERAPY PROGRESS NOTE
Alssaro Counseling Services
481 Main Street Suite 401

Josephina Kassenoff

el: ( 4) 3 5-24 0 adent 0M/2M3 Age: 5

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
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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
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PSYCHOTHERAPY PROGRESS NOTE /' 5

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

Josephina Kassenoff

Tel: (914) 355-2440
Patient: DOB: 08/10/2013 Age: 5

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

Note Date: 07/18/2019

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
481 Main Street Suite 401

Josephina Kassenoff

.Tel 9 3 -2 0
Patient: DS: 08/10/2013 Age: 5

Label: Contact Note - 7/22/2019
Note Date: 07/22/2019

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
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CONTACT NOTE

Alssaro Counseling Services
481 Main Street Suite 401

Josephina Kassenoff

Tel: ( 4 3 5-24 0
Patient: DOB: 08/10/2013 Age: 5

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
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CONTACT NOTE

Alssaro Counseling Services
481 Main Street Suite 401

Josephina Kassenoff

Te ( 4)3 5-2 0
Patient: DOB: 08/10/2013 Age: 5

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 1 2019 7:03PM EST

by Jenessa M. Cavallo, LMHC
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AIssaro Counseling Services
481 Main Street Suite 401
New Rochelle, NY 10801

Josephina Kassenoff

Tel: (914) 355-2440
Patient: DoB: 08/10/2013 Age: 5

Label: Contact Note - 8/1/2019
Male

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 1 2019 7:08PM EST by Jenessa M. Cavallo, LMHC
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CONTACT NOTE

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

Josephina Kassenoff

Tel: (914) 355-2440
Patient: DOB: 08/10/2013 Age: 5

Label: Contact Note - 8/5/2019
Male

Note Date: 08/05/2019

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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PSYCHOTHERAPY PROGRESS NOTE

Alssaro Counseling Services
481 Main Street Suite 401

Josephina Kassenoff

Tel: ( ) 5-2 0
Patient: DOB: 08/10/2013 Age: 5

Label: Psychotherapy Progress Note - 8/7/2019
Note Date: 08/07/2019

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
concemed 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
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