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Client Information:

Name: 
 Soc. Sec. #:    
-
-





First


Middle 


Last

Home Phone: 
 Business Phone: 
 Cell Phone: 


Address:
 City: 
 State: 

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

Employer: 
 
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? _____________________________________________________________________

All Services are Private pay
Person responsible for account: 

Date of Birth: /        /________
Relationship to client: 
 Soc. Sec. #:____ -
-          -

 Phone: 

Address (if different): 

 Responsible Person’s Employer: 
________________
[___]   I will be paying privately for services rendered


Assignment and Release:

I, the undersigned, certify that I understand Private pay
E-Signature of Responsible Party
   Relationship to Client
   Date
Our goal at TAB Counseling LLC is to provide excellent mental health care and quality customer service.  We encourage our patients to actively take part in their treatment 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. TAB Counseling LLC

 
I understand that Payment is due no later than one -hour prior to the scheduled session.  
____   No appointments can be scheduled if there is an outstanding balance. 
​​​​​​​____   I understand that there is an initial fee of 55.00 for the professional assessment (APS) prior to the 2nd client session

____   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 charged A fee of 75.00 for a late cancellation or no show.

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

 I understand that the average, counseling sessions last between 45 and 55 minutes (therapeutic hour).
​​​​​​​I acknowledge, understand, and agree to the terms and policies listed above.

Signature of Responsible Party: E-signature

________________________________________________________ Date_​​​​​______________
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About You
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?  [__] Yes,
[__] No 
How many times? 

Reason for hospitalization?
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	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 counselor about medication changes, including medications given to you by others.

	Receive information in a language you can understand.
	Keep your appointments. Clients  should contact their counselor 24 hours prior or as soon as they know they need to cancel visits.

	Know about advocacy and community groups and prevention services.
	

	Know of your rights and responsibilities in the treatment process.
	


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

_________________________________________________   _____________________

Client E-Signature





      Date
_________________________________________________   _____________________

Staff Signature





      Date
[image: image4.jpg]ing, 11C
(@




Late Cancellation and No-Show Policy

Dear Client, `
TAB Counseling LLC 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 scheduled.
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.

__________________________________________________ 

________________

E-Signature of Patient/Responsible Party




Date
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Patient History
Name___________________________________DOB___________________Date_________

Identifying Information:


Age:               Gender:                  Race:                   Marital Status: 


Hobbies/Interest


Occupation


How long


Previous Psychiatric History:


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:


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?


HIPAA NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. THIS NOTICE IS THE RESULT OF THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA), A 1996 FEDERAL LAW WHICH BECAME EFFECTIVE APRIL 14, 2003.

I.  MY LEGAL DUTY TO SAFEGUARD YOUR PROTECTED HEALTH INFORMATION (PHI) 
By law, I am required to ensure that your PHI is kept private. The PHI constitutes information created or noted by me that can be used to identify you. It contains information about your past or present condition, the provision of health care services to you, or the payment for such health care. I am required to provide you the with notice about my privacy procedures. This notice explains when, why, and how I would use and/or disclose your PHI. Usage of PHI includes the sharing, applying, utilizing, examining, and/or analyzing information within my practice, but disclosure of PHI is when I release, transfer, give, or otherwise reveal it to a third party outside my practice. Whit some exceptions, I may not use or disclose more of your PHI than is necessary to accomplish the purpose for which the use or disclosure is made; however, I am always legally required to follow the privacy practices described in this notice.  
Please note that I reserve the right to change the terms of this notice and my privacy policies at any time. Any changes will apply to PHI already on file with me. Before I make any changes to my policies, I will immediately change this notice and post a new copy of it in my office. You may also request a copy of this notice from me, or you can view it on my website at www.anchoredchristiancounseling.com.
II.  HOW I WILL USE AND DISCLOSE YOUR PHI: I will use and disclose your PHI for many different reasons. Some of the uses or disclosures will require your prior written authorization; however, some do not require your pre-authorization. Please review this carefully.
A.  USES AND DISCLOSURES RELATED TO TREATMENT, PAYMENT, OR HEALTH CARE OPERATIONS THAT DO NOT REQUIRE YOUR PRIOR WRITTEN CONSENT.  This includes:

1.  ABUSE OF A CHILD: if I know or have reasonable cause to suspect that a child is abused, abandoned, or neglected.
2.  ABUSE OR EXPLOTATION OF THE ELDERLY OR DISABLED: if I know or have reasonable cause to suspect that an elderly or disabled person is abused or being financially exploited.
3. JUDICIAL OR ADMINISTRATIVE PROCEEDINGS: if you are involved in a court proceeding and a request is made for information about your diagnosis or treatment and the records thereof, such information is privileged under state law and will not be released without the written authorization of you, your legal representative, or a subpoena of which you have been properly notified and 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 by a third party and where such evaluation is court ordered. You will be informed in advance if this is the case.
4.  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. 

5.  SERIOUS THEREAT TO HEALTH AND SAFETY: if you present a clear and immediate probability of physical harm to yourself, to other individuals, or to society, relevant information may be communicated concerning this to the potential victim, appropriate family members, law enforcement or other appropriate authorities. 
6.  WORKER’S COMPENSATION: if you file a worker’s compensation claim, we must, upon request of your employer, the insurance carrier, an authorized qualified rehabilitation provider, or the attorney for the employer or insurance carrier, furnish relevant records to those persons.  
7. TO OBTAIN PAYMENT FOR TREATMENT: to bill and collect payment for the treatment and services I provided you with protection of your PHI.
8. EMERGENCY TREATMENT: if emergency medical treatment is required and you are unable to communicate with me and/or are incoherent. 
9.  DISASTER RELEIF: if it is necessary for disaster relief to be carried out by federal, state or local agencies.  
10.  NATIONAL SAFETY OR SECURITY: if National safety or security is threatened and PHI must be disclosed to legal authorities.
B.  USES AND DISCLOSURES REQUIRING YOUR PRIOR WRITTEN AUTHORIZATION: If there is any other situation not described in Section IIA, I will request your written authorization before using or disclosing any of your PHI.  Even if you have signed an authorization to disclose your PHI, you may later revoke that authorization, in writing, to stop any future uses and disclosures of your PHI.
III.  YOUR RIGHTS REGARDING YOUR PHI
A.   THE RIGHT TO SEE AND RECEIVE COPIES OF YOUR PHI: In general, you have the right to see your PHI and to receive copies of it. You must request it in writing. However, certain types of PHI will not be made available to you or for copying. This includes but is not limited to records sent from a third party or records for pending litigation.
B.   RIGHT TO AMEND YOUR PHI: If you believe that your PHI is incorrect or that an important part of it is missing, you have the right to ask to amend your PHI. Your request must be made in writing and you will receive a response within 30 days.  
C.  RIGHT TO A LIST OF DISCLOSURES: You have the right to request a list of the disclosures I have made of PHI about you. This list will not include disclosures made for treatment, payment, health care operations, for purposes of national security, made to law enforcement or corrections personnel, made pursuant to your authorization, or made directly to you. Your request must be in writing and you will receive a response within 30 days.
D.  RIGHT TO REQUEST RESTRICTIONS: You have the right to request restrictions or limitations on PHI I use or disclose about you for treatment, payment or health care operations, or that I disclose to someone who may be involved in your care or payment for your care, like a family member or friend. While I will consider your request, I am not required to agree to it. To request a restriction, you must summit it in writing and you will receive a response within 30 days. I will not agree to restrictions on PHI uses or disclosures that are legally required or which are necessary to administer business.  
E.  RIGHT TO REQUEST CONFIDENTIAL COMMUNICATIONS: You have the right to request that I communicate with you about PHI in a certain way or a certain location if you tell me that communication in another manner may endanger you. For example, you can ask that I only contact you at work or by mail. I will accommodate all reasonable requests. 
F.  RIGHT TO FILE A COMPLAINT: If you feel I have violated your privacy rights, or if you object to a decision I made about your PHI, please file a complaint with me. You also have the right to file a complaint with the Secretary of the Department Health and Human Services.  
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