
Megan Linden-Haataja, LCSW LMFT
5237 Summerlin Commons Drive #221 

Fort Myers, Fl 33907
(239) 936-8281

email:   Meganhaataja@embarqmail.com  
Web: www.fortmyersfamilycounseling.com

Welcome to our office. If you will fill out the registration forms, we will get to know you and if you read the 
following you will learn about the office.

Megan Linden-Haataja LCSW  PA is a Licensed Marriage and Family Therapist and a Licensed Clinical Social 
Worker in the State of Florida. Mrs. Haataja has  her Bachelor's  Degree  in Psychology  from Florida  State 
University and her Master's  Degree in Clinical Social work with a  focus  in children and families  from Barry 
University in Miami. Mrs. Haataja specializes in individual, child and adolescent therapy, and family therapy. Mrs.  
Haataja treats a range of issues including depression, anxiety, ADHD, medical trauma, behavioral disorder, grief 
work, abuse and stress management. Mrs. Haataja has weekly groups and uses multiple therapeutic modalities  
not limited to brief therapy, crisis intervention, cognitive behavioral therapy and employee assistance.

Your Initial Evaluation: 
On your first visit we will ask you to complete registration forms for our office records, At that time you may also  
be asked to fill out an authorization form for a release of information to and from doctors, hospitals, insurance  
companies, etc.

Future Appointments:  
We  request that you  be  prompt for appointments. If you  find  it necessary  to reschedule  or  cancel  your  
appointment we required at least two working days notice prior to the appointment time or the usual fee will be 
charged.

Telephone Calls;
If you find it necessary to contact the office during the week please speak with the Office Manager or leave a  
message on the voice mail. If you need to set up a telephone consultation with Mrs. Haataja, please leave your 
name and number and she will return your call. A fee for a telephone consultation will be charged.

Accounts/Payable:
All accounts are the responsibility of the patient and are payable directly to Mrs. Haataja. Megan Linden-Haataja 
DOE S  NOT become involved in and insurance companies do not cover claims that are related to accident and  
other types  of litigation matters, If your insurance company has  referred you to the office you must have an 
authorization number or payment is due in full. If you are authorized to see Mrs. Haataja, all co-payments are 
payable at the time of service. Cash or Checks ONLY.

Office Hours:
The office is open Monday-Friday from 9am-5pm. Later/evening appointments are based on availability and  
priority only.

http://www.fortmyersfamilyounseling.com/
http://www.fortmyersfamilycounseling.com/
mailto:Meganhaataja@embarqmail.com


Megan Linden-Haataja, LCSW LMFT
5237 Summerlin Commons Drive #221 

Fort Myers, Fl 33907
(239) 936-8281

Notice of P sychotherapist' s  Policy and Practice s  to Protect the 
Privacy of 

Your Health Information 

THIS NOTICE DE SCRIBE S  HOW PSYCHOTHERAPEUTIC AND MEDICAL INFORMATIONABOUT YOU 
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCE S S  TO THIS INFORMATION. PLEASE  
REVIEW IT CAREFULLY.

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations.

I may use or disclose your protected health information (PHI), for treatment, payment, and health care 
operations purposes with your consent. To help clarify these terms, here are some definitions:

• “PHI” refers to information in your health record that could identify you.
• “Treatment, Payment and Health Care Operations”

_ Treatment is when I provide, coordinate or manage your health care and other services 
related to your health care. An example of treatment would be when I consult with another 
health care provider, such as your family physician or another psychotherapist.
_Payment is when I obtain reimbursement for your healthcare. Examples of payment are 
when disclose your PHI to your health insurer to obtain reimbursement for your healthcare or 
to determine eligibility or coverage.
_Health Care Operations are activities that relate to the performance and operations of my 
practice. Examples of health care operations are quality assessment and improvement 
activities,business-related matters such as audits and administrative services, case 
management and care coordination.

• “Use” applies only to activities within my (office, clinic, practice group, etc)such as sharing, 
employing, utilizing, examining, and analyzing information that identifies you.

• “Disclosure” applies to activities outside of my (office, clinic, practice group, etc)such as 
releasing, transferring, or providing access to information about you to other parties.

II. Uses and Disclosures Requiring Authorization.  

I may use or disclose PHI for purposes outside if treatment, payment and health care operations when 
your appropriate authorization is obtained. An “authorization” is written permission above and beyond 
the general consent that permits only specific disclosures. In those instances when I am asked for 
information for purposes outside of treatment, payment, and health care operations, I will obtain an 
authorization from you before releasing this information. I will also need to obtain an authorization 
before releasing your psychotherapy notes. “psychotherapy notes: are notes I have made about our 
conversation during a private, group, joint, or family counseling session, which I have kept separate 



from the rest of your medical record. These notes are given a greater degree of protection than PHI.
You may revoke all such authorizations (of PHI or psychotherapy notes) at any time, provided each 
revocation is in writing. You may not revoke an authorization to the extent that (1) I have relied on that 
authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, 
and the law provides the insurer the right to contest the claim under the policy.

III. Uses and Disclosure with Neither Consent nor Authorization.  

I may use or disclose PHI without your consent or authorization in the following circumstances:

• Child Abuse: If I know, or have reasonable cause to suspect, that a child is abused, 
abandoned, or neglected by a parent, legal custodian, caregiver or other person responsible 
for the child's welfare, the law requires that I report such knowledge or suspicion to the Florida 
Department of Child and Family Services.

• Adult and Domestic  Abuse: If I know, or have reasonable cause to suspect, that a 
vulnerable adult (disable or elderly) has been or is being abused, neglected, or exploited, I am 
required by law to immediately report such knowledge or suspicion to the Central Abuse 
Hotline.

• Health Oversight:  If a complaint is filed against me with the Florida Department of Health 
on behalf of the Board of Marriage and Family Therapy, the Department has the authority to 
subpoena confidential mental health information from me relevant to that complaint.

• Judicial or Administrative Proceeding s: If you are involved in a court proceeding and 
a request is made for information about your diagnosis or treatment and records thereof, such 
information is privileged under state law, and I will not release information without the written 
authorization of you or your legal representative, or a subpoena of which you have been 
properly notified and you have failed to inform me that you are opposing the subpoena or a 
court order. The privilege does not apply when you are being evaluated for third party or where 
the evaluation is court ordered. You will be informed in advance if this is the case.

• S erious  Threat to Health or S afety: When you present a clear and immediate 
probability of physical harm to yourself, to other individuals, or to society, I may communicate 
relevant information concerning this to the potential victim, appropriate family member, or law 
enforcement or other appropriate authorities.

IV. Patients Rights and Psychotherapist's Duties.  

Patient's  Rights:

Right to Request Restrictions- You have the right to request restrictions on certain uses and 
disclosures of protected health information about you. However, I am not required to agree to a 
restriction you request.

Right to Receive Confidential Communications by Alternative Means at Alternative Locations- You 
have the right to request and received confidential communications of PHI by alternative means and at 
alternative locations. (For examples, you may not want a family member to know that you are seeing 
me. Upon your request, I will send your bills to another address.

Right to Amend- You have the right to request an amendment of PHI for as long as the PHI is 
maintained in the record. I may deny your request. On your request, I will discuss with you the details 
of the amendment process.

Right to Accounting- You generally have the right to receive an accounting of disclosures of PHI 
regarding you. On your request, I will discuss with you the details of the accounting process.



Right to a Paper Copy- You have the right to obtain a paper copy of the notice from me upon request.

P sychotherapi st' s  Duties:

• I am required by law to maintain the privacy of PHI an to provide you with a notice of my legal 
duties and privacy practices with respect to PHI.

• I reserve the right to change the privacy policies and practices described in this notice. Unless I 
notify you of such changes, however, I am required to abide by the terms currently in effect.

• If I revise my policies and procedures, I will provide you with a written notice of such revision 
(s) by mail.

V. Complaints.  

If you are concerned that I have violated your privacy rights, or you disagree with a decision I made 
about access to your records, you may contact The Board of Marriage and Family Therapy for further 
information.

You may also send a written complaint to The Secretary of the U.S. Department of Health and Human 
Services. The person listed above can provide you with the appropriate address upon request.

VI. Effective Date, Restriction and Changes to Privacy Policy.  

This notice will go into effect on April 14, 2013
I  will limit the use s  or disclosures  that I  will make a s  follows: Some PHI and 
psychotherapy notes may not be released to the patient or to other parties if such release is judged to 
be clinically inadvisable or potentially harmful to the patient. In such cases, a written summary of the 
requested information will be provided, as allowed in the Florida State statutes. Raw test data will not 
be released to the patient or other parties with the following exceptions: 1) There is a court order to 
release raw test data specifically, or 2) There is a patient authorization to release raw test data directly 
to a Psychotherapist qualified to review the specific type of test data requested. All other limitations on 
uses or disclosures will be discussed with the individual patient concerned.

I reserve the right to change the terms of this notice and to make the new provisions effective for all 
PHI that I maintain. I will provide you with a revised notice by mail.



Megan Linden-Haataja, LCSW LMFT
5237 Summerlin Commons Drive #221 

Fort Myers, Fl 33907
(239) 936-8281

Name_________________________________________________Birthdate_____________________

Street Address_______________________________________________________________________

City________________________State_______________ Zip Code____________________________

Telephone_________________________________Cellphone_________________________________

Work Number______________________________Occupation________________________________

Place of Employment_________________________________________________________________

Partner's Name______________________________________________________________________

Years Together or Married_____________________________Number of children_________________

Client's Medical Doctor_______________________________________________________________

Are you taking any medications? If so, please list___________________________________________

___________________________________________________________________________________

Name of referring physician or person____________________________________________________

General Health__________________________________Have you had counseling before?__________

Purpose of this counseling: Marital__________Family________Biofeedback_______Individual______

Check any of the following that applies: 

Depression______________Anxiety____________Sleep Disturbance____________

Sexual Dysfunction____________Difficulty Relaxing____________Cries Easily___________

Increase in Alcohol or Drug Use____________



Megan Linden-Haataja, LCSW LMFT
5237 Summerlin Commons Drive #221 

Fort Myers, Fl 33907
(239) 936-8281

Patient's Name:______________________________________________________________________

Name of Responsible Party:____________________________________________________________

Billing Address:______________________________________________________________________

Primary Therapist: Megan Linden- Haataja, LCSW PA

Fee per visit:  $150.00

Cancellation Policy: 48 hour or two working days notice in advance or the above fee will be charged

Special Pay Arrangements:_____________________________________________________________

__________________________________________________________________________________

I understand that any portion of the account balance over 90 days old will be subject to a 
finance charge of 2% per month (or 18% annually). I also understand that a request for a duplicate 
monthly statement will be charged at $5.00 per statement.

I hereby authorize Megan Linden-Haataja to release information concerning my treatment to my 
insurance carrier in accordance with the code of the State of Florida.

I hereby acknowledge responsibility for this account and guarantee payment of all charges 
against this account. I understand that this account is my responsibility and not that of my insurance 
company.

In the event it is necessary for Megan Linden-Haataja, LCSW to secure a third party to collect 
on my past due account, all fees and expenses for this service shall be borne by me. In the event that 
this should become necessary for Megan Linden- Haataja, LCSW to collect my bill in this manner, I 
relinquish my right to privacy concerning my treatment here.

__________________________________________________________________________________
Signature of Responsible Party                                                                                           Date



Megan Linden-Haataja, LCSW LMFT
5237 Summerlin Commons Drive #221 

Fort Myers, Fl 33907
(239) 936-8281

Consent for Counseling

Name______________________________________________________________________________

Address____________________________________________________________________________

Social Security Number_______________________________________________________________

In case of emergency who should we contact? Please list name and number

__________________________________________________________________________________

I, the undersigned, voluntarily agree to participate in counseling services, I understand that any 
information obtained will be held in the strictest of confidence with the exception of legal requirements 
for disclosing information. I further understand that I can authorize the release of information by 
completing a written consent form.

I recognize that I have the right to withdraw from therapy at any time, without prejudice, which 
would void this consent for counseling. I understand that I will be given the opportunity to ask 
questions about the foregoing to my satisfaction. I have also been provided with a copy of the office 
policies and agree to abide by them. 

______________________________________________________          ______________________
Client's Signature                                                                                                             Date

______________________________________________________           ______________________
Legal Guardian Signature                                                                                                 Date

______________________________________________________            ______________________
Witness Signature     Date 

 



Megan Linden-Haataja, LCSW LMFT
5237 Summerlin Commons Drive #221 

Fort Myers, Fl 33907
(239) 936-8281

Name:__________________________________________Date of Birth:________________________

Insurance Company:____________________________________HMO______PPO______POS______

Authorization number(if necessary):_____________________________________________________

Primary Care Physician:_______________________________________________________________

Are you currently being seen by a psychiatrist?_____________________________________________

Name of Psychiatrist:_________________________________________________________________

Prescribed Medications(s)________________________Dosage_____________Frequency__________

                                          ________________________Dosage_____________Frequency__________

                                           ________________________Dosage_____________Frequency__________
 
                                          
Have you ever been hospitalized for a mental condition?_____________If so, how many times?______

Please list dates of hospitalization_______________________________________________________

Have you ever had a substance abuse problem?_____________________________________________

Do you currently have a substance abuse problem?__________________________________________

Reason for counseling?________________________________________________________________

I authorize Megan Linden- Haataja, LCSW PA to leave a message on (Please check all that apply):

Home answering machine_____Cellphone_______Employment______None of the above__________

I authorize Megan Linden- Haataja, LCSW PA office to release medical information to my insurance 
company. I am also authorizing benefits to be paid directly to Megan Linden-Haataja, LCW PA.

_________________________________________________________            ________________
Client Signature     Date 


