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Third-Party Reproductive Program - New Client Information Form 

Spouse/Partner (if applicable) 2 

Contact Information 1 

Fertility Information 3 

Employed Full Time Student Employed Part Time 

Unemployed Retired Disabled 

Homemaker 

Other 

Employer or School: Position: 

Mr. Mrs. Ms. Miss Dr. Other 

First Name: Last Name: 

Gender: Sexual Orientation: Race: 

Date of Birth: 

Telephone: 

Social Security #: 

No Yes Message: H C W 

E-Mail Address: No Yes Reminders: 

Employed Full Time Student 

Employed Part Time 

Unemployed 

Retired Disabled 

Homemaker 

Other 

Employer or School: Position: 

Emergency Contact / Relationship: Phone: 

Gender: Sexual Orientation: 

Cohabitate Separated Marital History: Married Divorced Widowed Single  

Race: 

Mr. Mrs. Ms. Miss Dr. Other 

First Name: Last Name: 

Street Address: 

City: 

Date of Birth: 

Telephone: Preferred: 

Secondary: 

Social Security #: 

E-Mail Address: 

No Yes Message: 

Message: 

H C W 

H C W No Yes 

No Yes Reminders: 

State: Zip Code: 

Employment 

History: 

Egg Donor Egg Recipient Sperm Donor Sperm Recipient 

You are the (check all that apply): 

Gestational Surrogate/Carrier Intended Parent of a Gestational Surrogate/Carrier 

Other 

Who is your fertility specialist?: 

Is transfer scheduled?: When?: No Yes 
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Informed Psychological Consent 4 

It is impossible to state with any degree of certainty or specificity the psychological implications of your 
participation in a program utilizing third-party reproduction (i.e. egg/sperm donation, gestational 
surrogacy, etc.) 
 
You will participate in a psychosocial interview designed to identify potential relationship difficulties, 
personality factors and psychopathology that would make you an inappropriate candidate for the use of 
third-party reproduction. During the interview you may discuss feelings and thoughts related to assisted 
reproduction techniques so that you can make a responsible and informed decision.  
 
A number of areas of potential difficulty will be discussed, including: (1.) potential emotional difficulties 
related to the use of third-party reproductive technology, (2.) break in the connectedness and continuity 
traditionally experienced in a genetic parent-child relationship and (3.) possible feelings and questions 
that may arise in the future. 
 
Sometimes topics discussed during this evaluation, or participation in the program can cause 
uncomfortable emotions to arise. Should this occur, Dr. Greenamyer can see you for traditional 
psychotherapy or refer you to another provider. These services may be billed to your health insurance and 
are generally separate from your work with the fertility specialists. Should you experience postpartum 
depression/anxiety/OCD, Dr. Greenamyer can work with you or refer you to another provider, as well. 
 
CONFIDENTIALITY / LIMITS OF CONFIDENTIALITY 

Clients are assured of confidentiality at all times.  Information will be released verbally or in writing to only 

those whom you authorize (i.e. physician), by a written “Release of Information” in our office.  Legal 

exceptions to confidentiality include:  

1. Your evaluator must notify others if it is suspected that a client intends to harm self or  another 

individual.  

2. Your evaluator must also report any suspected child molestation, neglect, or abuse to protect the 

children involved, as mandated by law. 

3. Your evaluator must report cases where abuse or neglect of an elderly person is suspected. 

4. In legal cases, a court has authority to order testimony for records. 

If any of the above conditions should occur, we would notify you of our action taken. 

 

CONTACTING ME 

While I am usually in my office on weekdays, I will not answer the phone when I am with a client, and 

generally have only a few minutes between sessions.  Thus, I often cannot return calls or emails 

immediately. I will make every effort to return your call or email within 24 business hours, with the 

exception of weekends and holidays. When I am unavailable, my administrative team answers calls and 

when they are unavailable, a voice mail records messages.  The voice mail is monitored between 9 AM 

and 4 PM, Monday through Thursday and 9AM to 2PM on Friday.  

If you are unable to reach me and you are in emotional crisis, contact the Centerstone Crisis Hotline (502-
589-1100), call 911 or go to the nearest emergency room and ask for the psychologist or psychiatrist on 
call.  
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ELECTRONIC COMMUNICATIONS 

Electronic communication offers an efficient way to communicate with Compass staff. Communication by 

telephone, cell phone, text, mail, email, websites, fax, and the like are not secure and thus do not 

guarantee confidentiality.  Though I take many steps to protect confidentiality, if you choose to contact 

me via one of these methods, you are accepting the risk that a third party may intercept our 

communication. Compass Counseling & Psychology Services will not be liable for improper disclosure of 

confidential information that is not caused by our intentional misconduct.  

 

Normally, there will be no charge for periodic, brief emails. Should a message require a lengthy response, 

regular correspondence rates will apply (see Professional Fee Policy). Email messages will be filed 

electronically in the client record. Compass will not forward client identifiable emails to others outside this 

practice without the client’s prior written consent, except as authorized or required by law. We will never 

distribute a client’s email address to a third party. 

 

PRIVACY PRACTICES 

Our Notice of Privacy Practices (“Notice”) provides information about: 1) the privacy rights of our patients; 

and 2) how we may use and disclose protected health information about our patients.  

Federal regulations require that we give our patients or their authorized representatives access to our 

Notice before their first session and before signing this acknowledgment. A copy of this Notice can be 

found on our website at http://compasscaps.com/new-client-information/. You may also obtain a print 

copy of the Notice from our administrative staff, or by writing to the address below. 

If you have any questions about your rights or our privacy practices, please send an e-mail to 

info@compasscaps.com or a letter to:  

Privacy Officer  

Compass Counseling & Psychology Services 

7984 New LaGrange Road 

Louisville, Kentucky 40222 

Spouse/Partner Signature Date: 

Signature 

Client Signature Date: 

By signing this document, you acknowledge that you have been informed of the potential psychological risks 
involved with your participation in a third-party reproduction program to the best of our ability at this time. You 
acknowledge that you are a willing participant in these treatments and that neither Amy B. Greenamyer, Ph.D., 
nor anyone else has acted in a coercive manner or pressured you to participate in any way. 
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Release of Information Authorization  

This form, when completed and signed by you, authorizes me to release protected information from your clinical 
record to the person(s) you designate. 

 
I ________________________________________________, authorize my psychologist, Amy B. Greenamyer, Ph.D.,  

    (Please print your name) 

to release psychological evaluation results in the forms of a written summary/report and/or verbal 
communication with my fertility specialist and/or agency as part of my participation in a third party 
reproduction program. 

This information should only be released to: 

This authorization shall remain in effect for one (1) calendar year. 

You have the right to revoke this authorization, in writing, at any time by sending such written notification to the 

office address.  However, your revocation will not be effective to the extent that this office has taken action in 

reliance on the authorization or if this authorization was obtained as a condition of obtaining insurance 

coverage and the insurer has a legal right to contest a claim. 

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

authorization unless the psychological services are provided to me for the purpose of treating health 

information for a third party. 

I understand that information used or disclosed pursuant to the authorization may be subject to re-disclosure 

by the recipient of your information and no longer protected by the HIPAA Privacy Rule. 

5 

Spouse/Partner Signature Date: 

Signature 

Client Signature Date: 

Amy B. Greenamyer, PhD. 

7984 New LaGrange Road 

Louisville, Kentucky 40222 

Phone: 502-426-2777 

Fax: 502-426-2776 

To and From: To and From: 

Clinic/Agency Name: 

Physician: 

Address: 

 

Phone: Fax:  
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The fee for each evaluation is $500, payable by cash, check, or major credit card. Payment is due at the 

time of service by the recipient(s) or intended parent(s). If applicable, after the donor or gestational 

carrier’s evaluation is completed, the recipient or intended parent(s) will be contacted by phone for 

payment, or payment for both the recipient and donor’s/carrier’s evaluations can be done at the time of 

the recipient’s/intended parent’s evaluation. Donors and gestational carriers are not financially 

responsible for this evaluation. The outcome of the evaluation (i.e. if an individual is not found to be an 

appropriate candidate) does not affect financial responsibility for services rendered. 

Due to the specialized nature of these evaluations, insurance is not accepted. There is not an official 

procedure code for this evaluation, plus insurance companies will not allow us to bill a psychological 

service under a physical diagnosis code. Thus we cannot bill insurance for you. You may wish to seek 

reimbursement through your insurance company if they cover fertility treatment. Should your 

insurance company reimburse you for less than the full evaluation cost, as is generally the case, you 

will still be responsible for the remainder. Please have your insurance company send the 

reimbursement check directly to you, rather than to our office. Dr. Greenamyer will happily provide 

documentation for you to submit for reimbursement and/or write an appeal letter to your insurance 

company should they deny coverage.  

Your appointment time is reserved especially for you and you must cancel with 24-hours notice to 

avoid a cancellation charge.  If you cancel without 24-hours notice or no show an appointment, you will 

be charged $150.00 for the two-hour time slot reserved for your evaluation.  Please do not come to the 

office sick—this fee is waived in the event of illness or other circumstances at the discretion of Dr. 

Greenamyer.   Work, school and/or social obligations are not considered emergencies. If you are more 

than 15 minutes late to your appointment you will be assessed the late cancellation fee and will be 

asked to reschedule. 

If you become involved in legal proceedings that require my participation, you will be responsible for 

my professional time. Because of the difficulty of legal involvement, you are expected to pay a flat fee 

of $800.00, which covers the first two hours of court or deposition appearance and one hour of 

preparation time/phone calls. An administrative fee of $100.00 is also required. Additional time will be 

billed at $200.00 per hour for preparation work and $450.00 per hour for attendance at any legal 

proceedings. Insurance companies will not pay for this fee. 

By signing below I attest that I understand and agree to the professional fee policy. I am aware that I am 

ultimately responsible for any charges incurred for services rendered. It is my responsibility to inform 

this office of any changes to my insurance or billing information. 

Professional Fee Policy 6 

Spouse/Partner Signature Date: 

Signature 

Client Signature Date: 
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Spouse/Partner Signature Date: 

Canine Assisted Therapy Awareness Form 7 

PROGRAM 

Amy B. Greenamyer, PhD, owner of and psychologist at Compass Counseling & Psychology Services,  

uses a canine assisted therapy program. Dr. Greenamyer’s therapy dog, Lucy, is a Labrador-mix who 

weighs around 50 pounds. More information about Lucy, including photos, is available on our website: 

www.compasscaps.com  

BENEFITS 

This type of program has been instituted in other patient care settings and studies have shown that 

pets can have a beneficial effect on health and well-being—providing companionship, love, and 

emotional responsiveness. 

RISKS 

A live, domestic dog will be available at Compass Counseling & Psychology Services, but will not be in 

session with therapists other than Dr. Greenamyer. The behavior and reactions of animals are not 

predictable, and therefore, Compass cannot guarantee that the dog will behave properly or that the dog 

will not bite, claw, scratch or otherwise inflict injury.  

Clients should inform the office if they have an allergy, skin or respiratory sensitivity, or other medical 

condition that might make touching, handling or being in close proximity to the dog potentially harmful 

to their health. At a client’s request, Compass staff will see them in another room of the building if 

proximity allergies exist. 

AGREEMENT 

Dr. Greenamyer has carefully selected her dog and the dog has never shown any vicious tendencies 

heretofore.  The dog is up-to-date on all vaccinations and will never be in session if ill or injured. The 

dog in the office will be supervised at all times by her owner/handler. 

If I choose to greet Dr. Greenamyer’s dog while I am at Compass, I agree to ask Dr. Greenamyer prior to 

petting the dog. I agree to handle the animal gently. I will not feed the dog without permission from Dr. 

Greenamyer. If I am accompanied by minors, I am responsible for their conduct around the dog and will 

insure they handle her gently. 

I agree to assume the risk of any injury or illness resulting from my contact with the dog and agree to 

hold The 12 Sherpas, PLLC (DBA Compass Counseling & Psychology Services), Dr. Greenamyer, and the 

building owner, Hangar 116 Holdings, LLC harmless for the actions of the dog used in this program. 

For the safety and comfort of clients and staff of Compass, I agree to never bring a personal pet to the 

office, unless it is a registered service animal. 

Client or Representative Signature 

Signature 
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Medical History Form: Partner 1 

To the best of my knowledge, the questions on this form have been accurately answered. I 

understand that providing incorrect information can impede treatment. It is my responsibility to 

inform the psychologist’s office of any changes in medical status. 

Signature of Client: Date: 

Signature 

Do you have, or have you had, any of the following? 

Alcohol Abuse Yes No 

ALS Yes No 

Alzheimer’s Disease Yes No 

Anemia Yes No 

Anorexia/Bulimia Yes No 

Arthritis Yes No 
Asthma Yes No 

Bladder Issues Yes No 

Bleeding Disorder Yes No 

Cancer Yes No 

Chest Pains Yes No 

Chrone’s Disease Yes No 

Chronic Fatigue Syndrome Yes No 

Chronic Pain Yes No 

Ciliac Disease Yes No 

Cystic Fibrosis Yes No 

Dementia/Memory Issues Yes No 

Diabetes Yes No 

Difficulty Breathing Yes No 

Drug Addiction Yes No 

Ear Infections Yes No 
Epilepsy or Seizures Yes No 

Fainting/Dizziness Yes No 

Fertility Problems Yes No 

Fibromyalgia Yes No 

Frequent Colds/Sick Yes No 

Frequent Headaches Yes No 

Guillian-Barre Yes No 

Gynecological Issues Yes No 

Hearing Problem Yes No 

Heart Attack Yes No 

Heart Disease Yes No 

Heart Valve Problem Yes No 

Hepatitis A, B or C Yes No 

High Blood Pressure Yes No 

High Cholesterol Yes No 
HIV Positive/AIDS Yes No 

Hives or Rash Yes No 

Hypoglycemia Yes No 

IBS Yes No 

Kidney Problems Yes No 

Leukemia Yes No 

Liver Problems Yes No 

Lung Problems Yes No 

Lupus Yes No 

Migraines Yes No 

Multiple Sclerosis Yes No 

Parkinson’s Yes No 

Rheumatic Fever Yes No 

Recent Weight Change Yes No 

Skin Problems Yes No 
Sleep Apnea Yes No 

Speech Problem Yes No 

STD Yes No 

Stomach Problems Yes No 

Stroke Yes No 

Thyroid Disease Yes No 

TMJ Pain Yes No 

Ulcers Yes No 

Vision Problem Yes No 

Client Name: Birth Date: 

Date: 

To the best of my knowledge, the questions on this form have been accurately answered. I 

understand that providing incorrect information can impede treatment. It is my responsibility to 

inform the psychologist’s office of any changes in medical status. 

Signature 

Although psychologists and counselors primarily diagnose and treat issues related to thoughts, emotions and behaviors, your 

comprehensive health is  part of your treatment. Health problems that you may have, or medications you may be taking, could 

have an important relationship with your emotional health. Thank you for answering the following questions. 

All: Are you allergic to any of the following? 

Seasonal Animals Foods Medications 

Have you ever had any serious illness not listed above? Yes No 

Current Medications: Dose: Taken For: 

Do you use controlled substances? Yes No 

Have you ever had a serious injury? Yes No 

Stroke, TIA, or Brain Tumor? Yes No 

Head injury/concussion? Yes No 

Do you drink caffeine? Yes No 

Do you drink alcohol? Yes No 

Do you use tobacco? Yes No 
If

 y
e

s
, p

le
a

s
e

 e
x

p
la

in
: 

Who is your Primary Care Provider? Last Visit? 

Who is your Neurologist? Last Visit? 

Who is your Psychiatrist? Last Visit? 
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Medical History Form: Partner 2 

To the best of my knowledge, the questions on this form have been accurately answered. I 

understand that providing incorrect information can impede treatment. It is my responsibility to 

inform the psychologist’s office of any changes in medical status. 

Signature of Client: Date: 

Signature 

Do you have, or have you had, any of the following? 

Alcohol Abuse Yes No 

ALS Yes No 

Alzheimer’s Disease Yes No 

Anemia Yes No 

Anorexia/Bulimia Yes No 

Arthritis Yes No 
Asthma Yes No 

Bladder Issues Yes No 

Bleeding Disorder Yes No 

Cancer Yes No 

Chest Pains Yes No 

Chrone’s Disease Yes No 

Chronic Fatigue Syndrome Yes No 

Chronic Pain Yes No 

Ciliac Disease Yes No 

Cystic Fibrosis Yes No 

Dementia/Memory Issues Yes No 

Diabetes Yes No 

Difficulty Breathing Yes No 

Drug Addiction Yes No 

Ear Infections Yes No 
Epilepsy or Seizures Yes No 

Fainting/Dizziness Yes No 

Fertility Problems Yes No 

Fibromyalgia Yes No 

Frequent Colds/Sick Yes No 

Frequent Headaches Yes No 

Guillian-Barre Yes No 

Gynecological Issues Yes No 

Hearing Problem Yes No 

Heart Attack Yes No 

Heart Disease Yes No 

Heart Valve Problem Yes No 

Hepatitis A, B or C Yes No 

High Blood Pressure Yes No 

High Cholesterol Yes No 
HIV Positive/AIDS Yes No 

Hives or Rash Yes No 

Hypoglycemia Yes No 

IBS Yes No 

Kidney Problems Yes No 

Leukemia Yes No 

Liver Problems Yes No 

Lung Problems Yes No 

Lupus Yes No 

Migraines Yes No 

Multiple Sclerosis Yes No 

Parkinson’s Yes No 

Rheumatic Fever Yes No 

Recent Weight Change Yes No 

Skin Problems Yes No 
Sleep Apnea Yes No 

Speech Problem Yes No 

STD Yes No 

Stomach Problems Yes No 

Stroke Yes No 

Thyroid Disease Yes No 

TMJ Pain Yes No 

Ulcers Yes No 

Vision Problem Yes No 

Client Name: Birth Date: 

Date: 

To the best of my knowledge, the questions on this form have been accurately answered. I 

understand that providing incorrect information can impede treatment. It is my responsibility to 

inform the psychologist’s office of any changes in medical status. 

Signature 

Although psychologists and counselors primarily diagnose and treat issues related to thoughts, emotions and behaviors, your 

comprehensive health is  part of your treatment. Health problems that you may have, or medications you may be taking, could 

have an important relationship with your emotional health. Thank you for answering the following questions. 

All: Are you allergic to any of the following? 

Seasonal Animals Foods Medications 

Have you ever had any serious illness not listed above? Yes No 

Current Medications: Dose: Taken For: 

Do you use controlled substances? Yes No 

Have you ever had a serious injury? Yes No 

Stroke, TIA, or Brain Tumor? Yes No 

Head injury/concussion? Yes No 

Do you drink caffeine? Yes No 

Do you drink alcohol? Yes No 

Do you use tobacco? Yes No 
If

 y
e

s
, p

le
a

s
e

 e
x

p
la

in
: 

Who is your Primary Care Provider? Last Visit? 

Who is your Neurologist? Last Visit? 

Who is your Psychiatrist? Last Visit? 
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