CLIENT INFORMATION SHEET Date

Your Name M__F SSN AGE
First Middle Last

Address City State Zip

Home Ph. Work Ph, Cell Ph. Birth date

Religion: __ Am Baptist __ Baptist _ Brethren __ Catholic __ Church of Christ _ Disciples__ Episcopal __Jewish __LDS _ Lutheran

__Mennonite __Methodist __Presbyterian . UCC __ Unitarian __ Other ___no preference

Name of Home Church/ Congregation Pastor/Leader

Marital Status:__Single  Married _Common Law ___Remarried ___Separated __ Divorced Widowed
Name of Spouse/Significant Other Age

Years of Education Highest Diploma/Degree Granted

Occupation Current Employer.

Yearly Household Income

Please List your job history

For the past 5 years

Your Children:
Name ~ Age Where living
Name Age Where living
Name Age Where living
Name Age Where living
Who is financially responsible for payment of fees?
Name Address

Emergency contact person -address__ phone
Health Insurance
Primary Insurance: Policy Holder’s name:;

SSN DOB Employer

Policy/ ID number Co-pay amount Deductible
Secondary Insurance: Policy Holder’s name:

SSN DOB Employer

Policy/ ID number Co-pay amount Deductible

Is Managed Care Pre-Authorization needed?  Company name

Telephone case manager name

TURN OVER



Medical History: List current or past medical conditions:

Medications: List your current medications and the physician who prescribed them:

Name: dose/day physician

Name: dose/day physician

Name: dose/day physician
Cigarettes?  No _ Yes - packs per day
Alcohol?  No _ Yes - drinks per week - Age of first use Last use
Drugs? ___No __ Yes- List drugs used and last use

Allergies? _ No __ Yes- List allergies

Height Weight Recent Weight Change? ~ No Yes Pounds lost/gained?

Average Hours of Sleep per Night?

SOCIAL HISTORY:

What are your interests and hobbies?

Did you iive with both biological parents throughout your childhood? If no, please explain:

Were you abused as a child or experienced trauma at any time in your life? If yes, please explain:
Have you ever been amrested or convicted of any crime? If yes, please explain:

Have you ever been in counseling, therapy, or psychiatric inpatient care before? If yes, please explain:

Type of Care Where Date(s)
Type of Care Where Date(s)

Have you ever been in outpatient or inpatient substance abuse treatment? If yes please explain:

Type of Care | Where Date(s)
Type of Care Where Date(s)

Has anyone in your immediate family had psychiatric or substance abuse treatment? If yes please explain:

Relationship Type of Care Date(s)
Relationship Type of Care Date(s)

Describe the problem or issue that brings you here for evaluation or treatment:



Counseling & Mediation Center, Ine.

NOTICE OF PRIVACY

The Health Tnsurance Portability and Accountability Act (HIPAA), passed in 1996 and enacted in 2003, establishes
guidslines for the disclostre of personal health and mental health information to a third party. Information obtained during
therapy will not be given to any other person without the written permission of everyons over the age of {8, whohave
participated in therapy, except as requived by the state laws of Kensas, .

Under HIPAA legislation, you must also give written permission for me to communicate with you through varigis ways
about appoininents and other pertinent information involving your therapy. Please indieate your permission below by
Indieating each means of conununication that is acceptable to you.

Yex No

Mail may be sent to my home address

Mail miay be sent to my worlc addvess

Phaone calls may be made 10 my homs

Messages may be left on my home voice mail

Phone calls may be made to my work, Worlk number
Messages may be left on my work voice mall

Phone calls may be made to my cell phone, Cell number

Ican be contacted by emall. My emall address is
Information about appointments and other non clinteal information mny be given to

et

EERERERE
|

_ Relationship: .

A communication log regarding all information given to anyone other than the individuals participating in
therapy is maintained and may be reviewed during a scheduled appointment.

My signature below fudicates that I und_ersténd my rights to privacy and give permission to Counseling &
Mediation Center, Ing. to contact ine or others on my behalf through the means of communication identified

above.
Date:

Client Signature:

This is @ sirictly confidential elfent mental heolth record, to be used only by the aithorleed reciplent. Low axpresuly prokiblis re-dlsclosurs, copylng, or
trongfer of the Information fo ony other pardy



BUSINESS OFFICE INFORMATION
Counseling & Mediation Center, Inc.

HOURS: Office: hours vary, depending on location and clinician. Appointments are usually 45 to
50 minutes in leagth and are scheduled in advance. '

CANCELLATIONS: If you wish to cancel an appointment, please do so at least One business day
in advance of tha scheduled time. Cancellations made after that deadline will usually be charged at
the firll fee. If you call after business hours, please leave a message on our office voicemail.
Charges for late cancellations are your responsibility, not the responsibility of the insurance

company or other third party payment sources.

FEES: All fees, insurance co-pays, and deductibles must be paid at each appointment. Payment
options are as follows: cash, check, money order, Visa, or MasterCard. Fees vary by service
received. It is ycur responsibility to determine the co-payment amount; this can usually be done by
télephoning you: insurance company. If you do not know your co-pay amount, you will be charged
an average co-pay of $25.00 per session. Should this amount later be determined to be more or less
that the actual co-pay amount, your account will be adjusted accordingly.

USE of HEALTH INSURANCE: Please understand that insurance coverage is an agreement
between you and your benefit carrier to pay some of your bill. You are responsible for the payment
of your bill rega:dless of the status of your insurance claim. We will not become involved in
disputes between you and your insurance company over payment or in disputes between you and
another party over payment of costs. In the case of family therapy, the bill will be in the name of the

person carrying “he primary insurance benefit.

Under some circumstances (such as court-ordered evaluation or treatment) the treatment may be
legally necessary but not medically necessary, and may not be a covered benefit through your
insurance. In thcse situations, patients are required to pay all fees prior to cr at the time of the

service,

If your insurance company requires preauthorization in order for services t be covered, it is your
responsibility to obtain this prior to receiving services, Likewise, if a referral from a primary care
physician or loclz-in provider is required for your insurance, it is your responsibility to obtain this
referral prior to services being provided. Failure to do so may result in a disription of provided
services and we appreciate your cooperation with these issues to help insure continuity of services.

COLLECTIONS: All past due accounts where no effort is being made to pay will be referred to a
collection agency.

REFUNDS: If a patient’s case is closed or there is no expectation of returr., and there is a credit

balance, the crecit balance will be refunded to the client unless it is less than $5.00. Ifit is less than
$5.00 then it will remain on the account and will be used if the patient returns, or it can be utilized

as a donation if requested by the patient.

FINANCIAL CONSENT: I have read the above business office policies end agree to follow these
policies and terms as set forth for payment,

Signature of Patient or Parent Date
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