
 

The Learning Gym 
2009 - 2011 Cedar Avenue 
Manhattan Beach, CA 90266 
Phone: (310) 546-8583 Fax: (310) 546-8929 
www.LearningGymUSA.com  
 

Please fill out your testing appointment for your records 
 _______________, _____________ at _________ a.m. 
   (Day)                 (Date)                          (Time) 

Processing Evaluations take approximately 3½  – 4 hours 
ADD Evaluations take approximately 1½  – 2 hours. 
Please be prompt for your appointment.  Due to time 
constraints, if you are more than 15 minutes late for your 
appointment, your assessment may need to be rescheduled.   
 
To Schedule a Testing Appointment: 
Please FAX to 310-546-8929 ONLY the following items:  

• Completed Insurance Questionnaire 
• Copy of the front and back of Insurance card 
• Completed Intake Form, all pages 

After faxing these forms, please CALL the office at 310-546-8583 to do an intake and set up an appointment 
time. Please bring ALL other attached paperwork, fully completed to your assessment. 
 
For accurate test results: 

 ABSOLUTELY NO CAFFEINE PRODUCTS for 5 days prior to your assessment.  This includes coffees, 
teas, caffeinated sodas, and chocolate. 

 Get a GOOD NIGHTS SLEEP the night before and eat a BALANCED BREAKFAST (including some 
protein) the morning of the assessment. 

 NO NICOTINE the morning of the assessment. 
 
Driving directions: 
The Learning Gym is located between Marine Avenue and 18th Street on Cedar Avenue.  Cedar is one block 
East of Sepulveda Boulevard. 
Take the Inglewood Avenue exit off the 405 Freeway 
From the 405 North, make a right off the freeway onto Inglewood Ave. (going North)   
From the 405 South, make a left onto Inglewood Ave. (North) 
Turn left onto Marine Ave. (going West)  
Head straight (West) on Marine Ave. to Cedar Ave.   
Make a left onto Cedar Avenue. (The Manhattan Village Mall and The Olive Garden will be on your right.) 
2011 Cedar is about ½ a block past the first stop sign on the right hand side. 
 
Payment procedure: 
The Insurance Questionnaire must be completed and received in our office BEFORE a testing appointment is 
scheduled.  Please call your insurance company and ask them the questions on the form EXACTLY as they are 
written.  It is your responsibility to pay for any services not covered by your insurance company.  Failure to get 
pre-authorization (if required by your insurance provider), or denial or limitation of benefits, will result in 
you being billed for the remaining amount owed. Cash clients: a minimum payment of $100 is due at the time 
of assessment.  We accept Visa, MasterCard, America Express, personal checks and cash. 
 
Getting your assessment results: 
After your assessment, please contact Dr. Valerie Maxwell at (310) 546-6500 to set up an appointment to 
review all testing completed.  Dr. Maxwell makes all of her own appointments.  She is located at 2007 Cedar 
Ave. (next door to The Learning Gym).  
 
If you have any questions or concerns please call The Learning Gym at (310) 546-8583. 

http://www.learninggymusa.com/


2007 / 2009-2011 Cedar Avenue       The Learning Gym    Phone 310-546-6500 
Manhattan Beach, CA  90266           SOI & ADD Counseling & Testing Center    Fax 310-546-8929 

     Dr. Valerie Maxwell, Director 
 

Insurance Questionnaire / Payment Agreement 
 
In order to determine what insurance benefits you have available, we require you to contact your insurance 
company at the phone number listed on your insurance card, and ask the following information.  Failure to fill 
this form out COMPLETELY will disable us from billing your insurance provider for services rendered.. 
Once you have completed this form, please fax it with a copy of the front and back of your insurance card to 
310-546-8929. Our office must receive this information BEFORE you will be scheduled for an assessment. 
 
*Be sure you call or are transferred to the Mental Health department, not medical.  When you reach a 
representative please state:   
 

 “I AM CALLING TO CHECK MY OUTPATIENT MENTAL HEALTH BENEFITS.” 
 

1. Is Dr. Valerie Maxwell a provider under my plan?   Yes   /   No  

2. Is there a deductible for MENTAL HEALTH? (if none, enter “0”): $ ___________ 

a. (If #2 is not 0) Has the Deductible been met? Yes   /   No  

3. Do I need an authorization for outpatient mental health (CPT codes 90801, 90806, 90846, 90847)?       Yes   /   No  

a. (If #3 is Yes) What is the authorization number?  __________________________________ 

b. (If you have an authorization #) How many sessions are authorized to start? ___________ 

c. What is the start and end dates of the authorized sessions? Start________ End_________ 

4. What is the MAXIMUM number of sessions I can use? ________________________  
5. What is my co-payment? _________ 

6. Is Psychological testing, CPT code 96101 covered?  ______   If yes, for how many hours? ________ 

7. Is Psychological testing, CPT code 96102 covered?  ______   If yes, for how many hours? ________ 

8. Is Psychological testing, CPT code 96103 covered?  ______   If yes, for how many hours? ________ 

9. Do I need an authorization for Psychological testing?      Yes   /   No  

10.  Is an authorization request form or clinical review required? Yes/No  If yes, please explain 
procedure: _________________________________________________________________________ 

11. Address to send Mental Health Claims:  12.  Ph# Called:_____________________           
  (Often times different than address on card, please ask) 
Insurance provider:_______________________________        Date of Call:_____________________ 
Address:______________________________________________ 

______________________________________ 
I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO PAY FOR SERVICES NOT COVERED BY MY 
INSURANCE, WHETHER BECAUSE I FAILED TO OBTAIN AUTHORIZATION, DENIAL, OR 
LIMITATION OF BENEFITS, CO-PAY, ETC. I HEREBY UNDERSTAND THAT IF I HAVE AN 
OUTSTANDING  BALANCE, I WILL MAKE ARRANGEMENTS TO PAY THE AMOUNT DUE. 
 
_____________________________________   _____________________________________ 
Signature       Date 
 
_____________________________________   ______________________________________ 
Print Name       Client Name (Print) 



         Adult Intake Form 
 

 
          __________________________________________________ 

          __________________________________________________ 

          __________________________________________________ 

          __________________________________________________ 

          __________________________________________________ 

          __________________________________________________ 

          __________________________________________________

                             __________  Sex: ____  Handedness: ___________________ 

Name:  

Address: 

 

 

Primary Phone: 

Alternate Phone: 

Email Address: 

Birthdate: 

    Marital Status:  ___________________  College Graduate? ______________ 

        Occupation:  _________________________   Full Time?______________ 
 
Are you adopted?  ______________ Are you a twin? _____________________ 
 
Children’s names and ages: __________________________________________ 

             _________________________________________ 

           _________________________________________ 

           _________________________________________ 

Other significant family members: 
           _________________________________________ 

           _________________________________________ 

           _________________________________________ 

Referred by: _______________________________________________________ 

Presenting problem (or reason you came here): ___________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 
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Does anyone else in your family have this problem or similar behavior? 
__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

Did you have any childhood surgery? ___________________________________ 

__________________________________________________________________ 

Any other hospitalization? ____________________________________________ 

__________________________________________________________________ 

Do you currently have any medical conditions? ____________________________ 

__________________________________________________________________ 

Medications currently taken:   Name of doctor who prescribes:  
__________________________  ______________________________ 

__________________________  ______________________________ 

__________________________  ______________________________ 

Please list any known disabilities or school problems: _______________________ 

__________________________________________________________________

__________________________________________________________________ 

__________________________________________________________________ 

Place a check if you suffer from any of the following. If a family member has the 
condition, please specify your relationship (e.g. sister, husband): 
       Me   Family member 
Seizures      ____   ______________ 
Depression      ____   ______________ 
Head injury      ____   ______________ 
Anxiety      ____   ______________ 
Tics or Spasms     ____   ______________ 
Thyroid problems     ____   ______________ 
Psychiatric Illness     ____   ______________ 
Asthma      ____   ______________ 
Diabetes      ____   ______________ 
Chemical dependency    ____   ______________ 
Have you been through a recovery program for chemical dependency? _________ 
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How often do you smoke cigarettes? ____________________________________ 

How often do you drink alcohol? _______________________________________ 

How much coffee do you drink? _______________________________________ 

Do you use drugs recreationally? If so, what type and how often? _____________ 

__________________________________________________________________ 

 

Please list any unusual or traumatic events in your life, and the age at which they 

occurred:  

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

Have you or anyone in your family ever been in trouble with the law? __________ 

__________________________________________________________________ 

 
Please use this space to tell us about anything else that is important to know about 
you:  
__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________  











NOTICE OF PRIVACY PRACTICES 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  
This notice takes effect on July 18, 2007 and remains in effect until we replace it.  
 

1. Our Pledge Regarding Medical Information 
The privacy of your medical information is important to us. We understand that your medical information is personal and we are 
committed to protecting it. We create a record of the care and services you receive at our organization. We need this record to 
provide you with quality care and to comply with certain legal requirements. This notice will tell you about the ways we may use 
and share medical information about you. We also describe your rights and certain duties we have regarding the use and disclosure 
of medical information.  
 

2. Our Legal Duty 
Law Requires Us to: 
1. Keep your medical information private 
2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your medical information.  
3. Follow the terms of the current notice 
We Have the Right to: 
1. Change our privacy practices and the terms of this notice at any time, provided that the changes are permitted by law.  
2. Make the changes in our privacy practices and the new terms of our notice effective for all medical information that we keep,  
           including information previously created or received before the changes.  
Notice of Change to Privacy Practices: 
1. Before we make an important change in our privacy practices, we will change this notice and make the new notice available  
           upon request.  
 

3.   Use and Disclosure of your Medical Information 
The following section describes different ways that we use and disclose medical information. Not every use or disclosure will be 
listed. However, we have listed all of the different ways we are permitted to use and disclose medical information. We will not use 
or disclose your medical information for any purpose not listed below, without your specific written authorization. Any specific 
written authorization you provide may be revoked at any time by wring to us at the address provided at the end of this notice.  
For Treatment: We may use medical information about you to provide you with medical treatment or services. We may disclose 
medical information about you to doctors or other health care providers who are taking care of you. We may also share medical 
information about you to your other health care providers to assist them in treating you.  
For Payment: We may use and disclose your medial information for payment purposes. A bill may be sent to you or a third-party 
payer. The information on or accompanying the bill may include your medical information.  
Additional Uses and Disclosures: In addition to using and disclosing your medical information for treatment, payment and 
health care operations, we may use and disclose medical information for the following purposes:  
Notification: We may use and disclose medical information to notify or help notify: a family member, your personal 
representative or another person responsible for your care. We will share information about your location, general condition, or 
death. If you are present, we will get your permission if possible before we share, or give you the opportunity to refuse permission. 
In case of emergency, and if you are not able to give or refuse permission, we will share only the health information that is directly 
necessary for your health care, according to our professional judgment. WE will also use our professional judgment to make 
decisions in your best interested about allowing someone to pick up medicine, medical supplies or medical information for you.  
Funeral Director, Coroner, Medical Examiner: To help them carry our their duties, we may share the medical information 
of a person who has died with the coroner, medical examiner, funeral director, or an organ procurement organization. 
Specialized Government Functions: Subject to certain requirements, we may disclose or use health information for military 
personnel and veterans, for national security and intelligence activities, for protective services for the President and others, for 
medical suitability determinations for the Department of State, for correctional institutions and other law enforcement custodial 
situations, and for government programs providing public benefits.  
Court Orders and Judicial and Administrative Proceedings: We may disclose medical information in response to a court 
or administrative order, subpoena, discovery request, or other lawful process, under certain circumstances. Under limited 
circumstances, such as a court order, warrant, or grand jury subpoena, we may share your medical information with law 



enforcement officials. We may share limited information with a law enforcement official concerning the medical information of a 
suspect, fugitive, material witness, crime victim or missing person. We may share the medical information of an inmate or other 
person in lawful custody with a law enforcement official or correctional institution under certain circumstances.  
Public Health Activities: As required by law, we may disclose your medical information to public health or legal authorities 
charge with preventing or controlling disease, injury or disability, including child abuse or neglect. We may also disclose your 
medical information to persons subject to jurisdiction of the Food and Drug administration for purposes of reporting adverse events 
associated with product defects or problems, to enable product recalls, repairs or replacements to track products, or to conduct 
activities required by the Food and Drug Administration. We may also, when we are authorized by law to do so, notify a person who 
may have been exposed to a communicable disease or otherwise be at risk of contracting or spreading a disease or condition.  
Victims of Abuse, Neglect, or Domestic Violence: We may use and disclose medical information to appropriate authorities is 
we reasonably believe that you are a possible victim of abuse, neglect, or violence or the possible victim of other creams. We may 
share your medical information if it is necessary to prevent a serious threat to your health or safety or the health or safety of others.  
We may share medical information when necessary to help law enforcement officials capture a person who has admitted to being 
part of a crime or has escaped from legal custody.  
Workers Compensation: We may disclose health information when authorized or necessary to comply with laws relating to 
workers compensation or other similar programs.  
Health Oversight Activities: We may disclose medical information to an agency providing health oversight for oversight 
activities authorized by law, including audits, civil, administrative, or criminal investigations or proceedings, inspections, licensure, 
or disciplinary actions, or other authorized activities.  
Law Enforcement: Under certain circumstances, we may disclose health information to law enforcement officials.  These 
circumstances include reporting required by certain laws (such as the reporting of certain types of wounds), pursuant to certain 
subpoenas or court orders, reporting limited information concerning identification and location at the request of a law enforcement 
official, reports regarding suspected victims of crimes at the request of a law enforcement official, reporting death, crimes on our 
premises, and crimes in emergencies.  
Appointment Reminders: We may use and disclose medical information for purposes of sending you appointment reminders.  
Alternative and Additional Medical Services: We may use and disclose medical information to furnish you with information 
about health related benefits and services that may be of interest to you, and to describe or recommend treatment alternatives.  
 

4. Your Individual Rights 
You Have a Right to: 
1. Look or get copies of certain parts of your medical information. You may request that we provide copies in a format other than 
photocopies. We will use the format you request unless it is not practical for us to do so. You must make your request in writing. 
You may also request access by sending a  letter to the organization.  
2. Receive a list of all the times we or our business associates shared your medical information for purposes other than treatment, 
payment, and health care operations and other specified exceptions.  
3. Request that we place additional restrictions on our use or disclosure of your medical information. We are not required to agree 
to these additional restrictions, but if we do, we will abide by our agreement (except in the case of an emergency).  
4. Request that we communicate with you about your medical information by different means or to different locations. Your 
request that we communicate your medical information to you by different means or at different locations must be made in writing 
to the organization.  
5. Request that we change certain parts of your medical information.  We may deny your request if we did not create the 
information you want changed or for certain other reasons. If we deny your request, we will provide you a written explanation. You 
may respond with a statement of disagreement that will be added to the information you wanted changed. If we accept your request 
to change the information, we will make reasonable efforts to tell others, including people you name, of the change and to include 
the changes in any future sharing of that information.  
6. If you have received this notice electronically, and wish to receive a paper copy, you have the right to obtain a paper copy by 
making a request in writing to the organization.  
 
Question and Complaints 
If you have any questions about this notice or if you think we may have violated your privacy rights, please contact us. You may 
also submit a written complaint to the U.S. Department of Health and Human Services. You may contact us to submit a complaint 
or submit requests involving any of your rights in Section 4 of this notice by writing to the organization. We will provide you with 
the address to file your complaint with the U.S. Department of Health and Human Services. We will not retaliate in any way if you 
choose to file a complaint.  




