Life Counseling Center, Inc.

PLEASE PRINT

Client Information:

Name: 
 Soc. Sec. #: 
-
-





First


Middle 


Last

Home Phone: 
 Business Phone: 
 Cell Phone: 


Address: 
 City: 
 State: 

Zip: 
 Sex (circle):  Male / Female   Age: 
  Date of Birth: 
/
/
 Status (circle): Married / Single / Committed

Employer: 
 Occupation: 


Emergency Contact: 
 Relationship to Contact: 
 Phone: 


Email:__________________________________________________________________________________________________________

Primary Care Physician: 
 Address: 
 Phone: 


Have you ever been seen by any other mental health professionals? 
   If so, whom? 


Whom may we thank for referring you to our office? _____________________________________________________________________

Insurance Information:

Person responsible for account: 
  Date of Birth: 
/
/


Relationship to client: 
 Soc. Sec. #: 
-
-
  Phone: 

Address (if different): 
 Responsible Person’s Employer: 

Insurance Company: ________________________________________________ID#___________________________________________

[___]  I will be paying privately for services rendered
[___]  I am requesting that my insurance be billed for services rendered


(If so, please provide insurance information below.)

Assignment and Release:

I, the undersigned, certify that I (or my dependant) have insurance coverage with 


(Name of Company)

and assign directly to Life Counseling Center, Inc. all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize Life Counseling Center, Inc. and its affiliates to release all information necessary to secure payment of benefits.

Signature of Responsible Party
  Relationship to Client
  Date
Our goal at Life Counseling Center is to provide excellent mental health care and quality customer service.  We encourage our patients to actively take part in their treatment and medication management and we would like to advise you of our Office Policies.

By initialing the following, I acknowledge that I understand and agree to the following terms and policies of Life Counseling Center, Inc.


 
I understand that Payment is due at the time of service.  No appointments can be scheduled if 

there is an outstanding balance.  I understand that should my account be turned over for
collections I am responsible for all collections fees.
______I understand that if I have forms/paperwork that needs to be completed by my clinician, fees are determined by length and complexity of form.

 
I understand that I must provide 24-hour notice to cancel and/or re-schedule my appointment. 

    I will be charge A fee of 75.00 for a late cancellation or no show.

 
I understand that the office may contact me by phone regarding confirmation of my appointment time and billing issues and may leave me a message.  REMINDER CALLS ARE A COURTESY. I AM RESPONSIBLE FOR KEEPING TRACK OF MY SCHEDULED APPOINTMENTS.

 
I understand as of October 1, 2009 Life Counseling Center will no longer take checks as form of payment. We accept Debit, Visa, Discover, MasterCard, Cash or Money Orders.

 
A summary of new 2013 HIPAA privacy practices office policies and procedures regarding privacy of my medical information (HIPPA) is available for review in the office.

______ Your insurance benefits cover a limited timed session. There are times that       you may want extended time added to your session for personal coaching, family coaching or treatment modalities not covered by your insurance. In those instances, you will be charged out of pocket at a rate of $25.00 for 15 minute increments.
I acknowledge, understand, and agree to the terms and policies listed above.

Signature of Responsible Party: ________________________________________________________

Patient Name (please print) _____________________________  Date___________________________
Client Name: 
 Date: 


What is happening in your life which resulted in this appointment?

What would you like to see accomplished with our services?

Chief Complaint(s) (Check all that apply to you):

	[__] Depression
	[__] Nausea

	[__] Low energy
	[__] Phobias

	[__] Low self-esteem
	[__] Obsessive/compulsive behaviors

	[__] Poor concentration
	[__] Thoughts racing

	[__] Hopelessness
	[__] Excessive energy

	[__] Worthlessness
	[__] Can’t hold on to an idea

	[__] Guilt
	[__] Excessive behaviors (spending, sex, talking, gambling)

	[__] Sleep disturbance (more / less)
	[__] Not thinking clearly / confusion

	[__] Appetite disturbance (more / less)
	[__] Feeling that you are not real

	[__] Thoughts of hurting yourself
	[__] Feeling that things around you are not real

	[__] Thoughts of hurting someone
	[__] Lose track of time

	[__] Isolation / social withdrawal
	[__] Unpleasant thoughts won’t go away

	[__] Sadness / loss
	[__] Anger / frustration

	[__] Stress
	[__] Easily agitated / annoyed

	[__] Anxiety / panic
	[__] Defies rules

	[__] Heart pounding / racing
	[__] Blames others

	[__] Chest pain
	[__] Argues

	[__] Trembling / shaking
	[__] Excessive use of drugs or alcohol

	[__] Sweating
	[__] Excessive use of prescription medications

	[__] Chills / hot-flashes
	[__] Blackouts

	[__] Tingling / numbness
	[__] Physical abuse issues

	[__] Fear of dying
	[__] Sexual abuse issues

	[__] Fear of going crazy
	[__] Spousal abuse issues


Other problems/symptoms:


Current medications:


Previous outpatient therapy? 
[__] No
[__] Yes, with? 


Was it helpful?

Previous mental health hospitalizations?  
[__] No
[__] Yes, how many? 


	PATIENTS’ RIGHTS AND RESPONSIBILITIES STATEMENT


	Statement of Patients’ Rights
	Statement of Patients’ Responsibilities

	Be treated with dignity and respect.
	Treat those giving you care with dignity and respect.

	Fair treatment, regardless of race, religion, gender, ethnicity, age, disability, or source of payment
	Give providers information they need. This is so providers can deliver the best possible care.

	Have your treatment and other patient information kept private.  Only where permitted by law, may records be released without member permission
	Ask questions about your care. This is to help you understand your care.

	Easily access timely care in a timely fashion.
	Follow the treatment plan. The plan of care is to be agreed upon by the member and provider.

	Know about your treatment choices. This is regardless of coat or coverage by the patient’s benefit plan.
	Follow the agreed upon medication plan.

	Share in developing your plan of care.
	Tell your provider and primary care physician about medication changes, including medications given to you by others.

	Receive information in a language you can understand.
	Keep your appointments. Members should call their providers as soon as they know they need to cancel visits.

	Have a clear explanation of your condition and treatment options.
	Let your provider know when the treatment plan isn’t working for you.

	Have a right to ask your provider about his/her work history and training.
	Report abuse and fraud.

	Give input on the patients’ Rights and Responsibilities policy.
	Openly report concerns about the quality of care you receive.

	Know about advocacy and community groups and prevention services.
	

	Freely file a complaint or appeal and to learn how to do so.
	

	Know of your rights and responsibilities in the treatment process.
	

	Receive services that will not jeopardize your employment.
	

	List certain preferences in a provider.
	


My signature below show that I have been informed of my rights and responsibilities, and that I understand this information.

_________________________________________________   _____________________

Patient Signature





      Date
_________________________________________________   _____________________

Staff Signature





      Date
Late Cancellation and No-Show Policy

Dear Client,
Life Counseling Center does not double book appointments; when an appointment is scheduled, it is held just for you. For this reason we have a strict policy regarding late cancellations and missed appointments. Please read carefully. In the interest of fairness and consistency, exceptions cannot be made. 

No show = Not showing up to appointment/not calling to cancel your appointment prior to your appointment.
No show/No Call Fee= $75
Late cancellation = Cancelling with less than a full 24 hour notice:

Late cancellation= $75 - If we are able to fill appointment spot, there is no fee assessed

*If a patient no-shows or late cancels, the associated fee must be paid before another appointment can be 
made.  Scheduled appointments could be cancelled.

We understand that unexpected situations can arise that will not allow you to keep your scheduled appointment. For patients who have regularly scheduled appointments, please let our staff know if you would like to keep a credit card on file so there will be no interruption of already scheduled appointments.
If you have ANY questions regarding this policy, please ask. 

Please sign to acknowledge you have read and understand policy.

__________________________________________________ 

________________

Signature of Patient/Responsible Party




Date
Patient History
Name___________________________________DOB___________________Date________________

Identifying Information:


Age:               Gender:                  Race:                   Marital Status: 


Hobbies/Interest


Presenting Problem/Precipitating Events/Hx of Problem:


Reason for seeking treatment? How long has reason existed?


Previous Psychiatric History:


Any previous counseling?


Have you ever seen a psychiatrist?


If yes, when, where, and was it helpful?


Previous Medical History:


Substance Abuse History:


Have you ever used drugs and/or alcohol? If yes, please list type, amount, and last date used


Were you ever involved in any treatment programs AA, NA?

__________________________________________________________________________________

Personal History/Family of Origin History


Client raised by:


Family described as:         Stable                Supportive               Chaotic             Abusive           Other


Siblings (gender & age):


Family of origin abuse issues:          YES               NO                Specify:


Family of origin mental health issues:        YES               NO           Specify:


Family of origin medical issues:                  Yes                NO           Specify:


Present sexual orientation:   Heterosexual       Homosexual       Bisexual      Transgender      Asexual


Client currently lives with:_____________________________________How long:_______________

# of Marriages (______)   # of Divorces (_______)   # of Committed Relationships (________)

Children/Names/Ages Genders:_________________________________________________________

__________________________________________________________________________________

Education and Employment History:


Last grade completed?                                 


Work History


Additional Information (Lifestyle, Support System, Stressors, Spirituality, Cultural, Etc.):


Legal History:


Arrests?              Lawsuits?


Comments:

Is there anything not asked that you feel would be helpful to know about you?


Treatment Goals: What would you like to achieve in therapy?_____________________________

__________________________________________________________________________________

FEDERALLY MANDATED 

DOCUMENT

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

 Please review it carefully

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT- ADMINISTRATIVE SIMPLIFICATION (HIPAA-AS) 

NOTICE OF PRIVACY PRACTICE (SUMMARY)
1. PURPOSE: LIFE COUNSELING CENTER INC and its professional staff, employees, and trainees follow the privacy practices described in this Notice. Life Counseling Center Inc keeps your mental health information in records that will be maintained and protected in a confidential manner, as required by law. Please note that in order to provide you with the best possible care and treatment all professional staff involved in your treatment and employees involved in the health care operations of the agency may have access to your records.

2. WHAT ARE TREATMENT and HEALTH CARE OPERATIONS?
Your treatment includes sharing information among mental health care providers who are involved in your treatment. For example, if you are seeing both a physician (psychiatrist) and a therapist, they may share information in the process of coordinating your care. Treatment records may be reviewed as part an on-going process directed toward assuring the quality of Agency operations. Staff members designated by the Quality Improvement Committee may access clinical records periodically to verify that Agency standards are met.

3. HOW WILL LIFE COUNSELING CENTER INC USE MY PROTECTED HEALTH INFORMATION?
Your personal mental health record will be retained by Life Counseling Center Inc, for approximately six (6) years after your last clinical contact.  After that time has elapsed, your practice records will be erased, shredded, burned or otherwise destroyed in a way that protects your privacy. Copies of mental health records that have been distributed to other entities may continue to exist and managed by their policies. 
Until the records are destroyed they may be used for the following purposes unless you request restrictions on a specific use or disclosure; 

 Appointment reminders and notification when an appointment is cancelled or rescheduled;
 As may be required by law;
 For public health purposes such as reporting of child or elder abuse or neglect; reporting reactions to medications; infectious disease control; notifying authorities of suspected abuse, neglect, or domestic violence (if you agree or as required by law);
 Mental health oversight activities, e.g., Audits, inspections or investigations of administration and management of Life Counseling Center INC.
 Lawsuits and disputes;
 Law enforcement (e.g., in response to a court order or other legal process) to identify or locate an individual being sought by authorities; about victim of a crime under restricted circumstances; about a death that may be the result of criminal conduct; about criminal conduct that occurred in the practice; when emergency circumstances occur relating to a crime;
 To prevent a serious threat to health or safety;
 To carry out treatment and health care operations functions through transcription and billing services;
 To military command authorities if you are a member of the armed forces or a member of a foreign military authority;
 National security and intelligence activities;
 Protection of the President or other authorized persons for foreign heads of state, or to conduct special investigations.
 Psychotherapy notes that are kept separate from the medical record enjoy special protection and require authorization for release, with certain exceptions.  
 Psychotherapy notes excludes medication prescription and monitoring, counseling session start and stop times, the modalities and frequencies of treatment furnished, results of clinical tests, and any summary of the following items: diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date, employment, application, utilization, examination, or analysis of such information within an entity that maintains such information.

 Protection of the President or other authorized persons for foreign heads of state, or to conduct special investigations
SPECIAL RULES REGARDING DISCLOSURE OF PSYCHIATRIC, SUBSTANCE ABUSE AND HIV-RELATED INFORMATION

For disclosures concerning health information relating to care for psychiatric conditions, substance abuse or HIV-related testing and treatment, special restrictions may apply.  

 Psychiatric information.  If needed for your diagnosis or treatment in a mental health program, psychiatric information may be disclosed.  Certain limited information may be disclosed for payment purposes. 

HIV-related information.  HIV-related information may be disclosed for purposes of treatment or payment.    

Substance abuse treatment.  If you are treated in a specialized substance abuse program, your special authorization will be needed for most disclosures, not including emergencies.

4. YOUR AUTHORIZATION IS REQUIRED FOR OTHER DISCLOSURES. Except as described previously, we will not use or disclose information from your record unless you authorize (permit) in writing to do so. You may revoke your permission, which will be effective only after the date of your written revocation.

5. YOU HAVE RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION.
You have the following rights regarding your health information, provided that you make a written request to invoke the right on the form provided by Life Counseling Center Inc
 Right to request restriction. You may request limitations on your mental health information we may disclose, but we are not required to agree to your request. If we agree, we will comply with your request unless the information is needed to provide you with emergency treatment.
 Right to confidential communications. You may request communications in a certain way or at a certain location, but you must specify how or where you wish to be contacted.
 Right to inspect and copy. You may have the right to inspect and copy your mental health information regarding decisions about your care; however, psychotherapy notes may not be inspected and copied. We may charge a fee for copying, mailing, and supplies. Under limited circumstances, your request may be denied; you may request review of the denial by another licensed mental health professional chosen by Life Counseling Center Inc.  Life Counseling Center Inc will comply with the outcome of the review.
 Right to request clarification of the record. If you believe that the information we have about you is incorrect or incomplete you may ask to add clarifying information. You may ask for a form for that purpose and the form will require certain specific information. Life Counseling Center Inc is not required to accept the information that you propose.
 Right to accounting of disclosures. You may request a list of the disclosures of your mental health information that have been made to persons or entities other than for treatment or health care operations in the last six(6) years, but not prior to April 14, 2003. 
 Right to a copy of this Notice. You may request a paper copy of this Notice at any time, even if you have been provided with an electronic copy. 
6. REQUIREMENTS REGARDING THIS NOTICE.
Life Counseling Center Inc is required to provide you with this Notice that governs our privacy practices. Life Counseling Center Inc may change its policies or procedures in regard to privacy practices. If and when changes occur, the changes will be effective for mental health information we have about you as well as any information we receive in the future. Any time you come in to Life Counseling Center Inc for an appointment, you may ask for and receive a copy of the Privacy Notice that is in effect at the time.

7.COMPLAINTS.
If you believe your privacy rights have been violated, you may file a complaint with Life Counseling Center or with the HHS Office of Civil Rights. You will not be penalized or retaliated against in any way for making a complaint

8. OMNIBUS FINAL RULE : Final modifications to the HIPAA Privacy, Security, and Enforcement Rules mandated by Health Information Technology for Clinical Health (HITECH) Act are as follows: 1. you have a right to be notified of a data breach. 2.You have a right to ask for a copy of your electronic medical record in an electronic form. 3. You have a right to opt our of fundraising communications from LCC and LCC cannot sell your health information without your permission. 4. Certain uses of your medical data such as use of patient info in marketing require your disclosure and your authorization. Uses and disclosures not described in full HIPPA notice will only be made with your authorization. 5. If you wish to pay in cash full (out of pocket) for your treatment, you can instruct LCC not to share this information about your treatment with your health plan
 

Contact: Call Life Counseling Center Inc and ask to speak to the person/official responsible for privacy. 

