

[image: ]			KLC Support Services, LLC
Achieving peace, balance and a more fulfilling life



CLIENT INFORMATION SHEET
[bookmark: _GoBack]Client’s Demographic Information:
Client’s Name: _______________________________________________ Gender:  _______M _______F 
DOB: ____________________   Age: ___________ SSN:  ______________________________________
Address: _____________________________________________________________________________ 
City: ________________________________________ State: __________ Zip: ______________ 
Phone Contact: (H) _____________________ (C) _____________________ (W) ____________________ 
Email:  ___________________________________________________________________________
Place of Employment: ___________________________________________________________________ 
Employer’s Address: ____________________________________________________________________ 
City: ________________________________________ State: __________ Zip: _____________ 
Emergency Contact:  MUST LIST ONE. Please sign below giving permission to call incase of an Emergency: 
Signature(s) _______________________________________________________Date: ___________________

Name: ______________________________________________________ Gender:  _______M _______F 
DOB: ____________________   Age: ___________ Relationship to Client:  _________________________
Address: _____________________________________________________________________________ 
City: ________________________________________ State: __________ Zip: ______________ 
Phone Contact: (H) _____________________ (C) ____________________ (W) _____________________ 
Insurance Information: 
Company Name: _______________________________________________________________________ 
Identification #: ____________________________________ Group/Policy #: ______________________ 
Subscriber: __________________________________ Relationship to Client: ______________________ 
Subscriber’s Employer’s Name: ______________________Subscriber’s Date of Birth: ________________ 
Insurance Mailing Address (for Mental Health Providers): 
Address:  __________________________________________
City: _______________________________ State: __________ Zip (9 digits): _______________ 
Insurance Provider Services Phone #:________________ _____________________________________ 
INFORMED CONSENT and OFFICE POLICIES

Thank you for choosing KLC Support Services, LLC. I realize that starting counseling is a major decision and you may have many questions.  This document is intended to inform you of KLC Support Services, LLC policies, State and Federal Laws and your rights.  Kim Censurato, LPCMH has earned a Bachelor of Art Degree in Psychology from Rutgers University and a Master of Arts Degree in Counseling from The College of New Jersey.  She is licensed by the States of Delaware and Pennsylvania as a Licensed Professional Counselor of Mental Health.  

Please read each section carefully and ask any questions prior to signing.

CONFIDENTIALITY AND EMERGENCY SITUATIONS: Your verbal communication and clinical records are strictly confidential except for: a) information (diagnosis and dates of service) shared with your insurance company to process your claims, b) information you and/or you child or children report about (past or present) physical, sexual abuse or elder abuse; then, as a mandated reporter, I am legally obligated to report this to the Division of Family Services, c) where you sign a release of information to have specific information shared and d) if you provide information that informs me that you are in danger of harming yourself or others e) information necessary for case supervision or consultation and f) or when required by law. If a situation for which the client or their guardian feels urgent attention is necessary, please call the office at 302-287-5519.   If no return call is received within 15 minutes, the situation escalates or there is an immediate emergency, the client or guardian understands to contact the emergency services in the community (911) or go to the nearest Emergency Room.  E-mail and text messages are not acceptable forms of communication in urgent or emergent situations as they may not be received and are not confidential. By signing below, it acknowledges that you have read and agree to this policy and have received a copy of the procedures for urgent and emergency situations.
Signature(s) _______________________________________________________Date___________________

THIRD PARTY CONSENT: I grant permission for correspondence to be exchanged with the identified insurance Company for billing and treatment purposes. I agree that the information provided is true and correct. Regardless of Insurance coverage I will be responsible for the payment of provided services and any professional services rendered.  
Print Name: ____________________________________________________ 
Signature: _____________________________________________________   Date: _________________  

CANCELLATION POLICY: Lastly, if you need to cancel or reschedule an appointment, please give 24 business hours advance notice, otherwise you may be billed $50.00.  By signing below, it acknowledges that you have read and agree to this policy, and have received a copy of the full cancelation policy.
Signature(s) ____________________________________________________ Date: __________________


FINANCIAL/INSURANCE ISSUES:  As a courtesy, we will verify your insurance prior to initial session and bill any in-network insurance company.  We ask that at each session you pay your co-pay. In the event you have not met your deductible, the full fee is due at each session until the deductible is satisfied.  If your insurance company denies payment for any reason, you are responsible for the balance due.  In the event we are not a participating provider, we ask you to pay the full fee at the time of services and we will provide you with necessary documentation (Super Bill) to submit on your own for reimbursement as per your coverage.  If your balance exceeds $300.00 we will need to ask that you pay for services when rendered.  By signing below, it acknowledges that you have read and agree to this policy and have received a copy of the fee schedule.
Signature(s) _______________________________________________________Date: ___________________

NOTICE OF PRIVACY PRACTICES AND CLIENT RIGHTS:  I/We have read and received a copy of the Notice of Privacy 
Practices and Client Rights document.
Signature(s) _______________________________________________________Date: ____________________

CONSENT FOR TREATMENT OF ADULT (SELF):
I hereby authorize treatment for myself, ______________________________________________. I fully understand that treatment will remain confidential unless there is a risk of self-harm or a threat of harm to others, and in accordance to Confidentiality and Emergency Situations portion of this form.  
Signature(s) _______________________________________________________Date: _____________________

COORDINATION OF TREAMENT: It is important that all health care providers work together. As such, we would like your permission to communicate with your primary care physician, treating physician and/or psychiatrist. Your consent is valid for one year. Please understand that you have the right to revoke this authorization, in writing, at any time by sending notice. However, a revocation is not valid to the extent that we have acted in reliance on such authorization. If you prefer to decline consent no information will be shared. 
____You may inform my physician(s)    ____I decline to inform my physician
 (Signature required below even if decline)
PHYSICIAN, PSYCHIATRIST AND/OR TREATING PROVIDER NAME: ____________________________________________
CLINIC/GROUP NAME: ______________________________________________

ADDRESS: ________________________________________________________
PHONE: __________________________________________________________
FAX:  ____________________________________________________________
Signature(s) __________________________________________Date:  ______________________________________

CLIENT CONTACT CHOICES:
May we contact you at home YES NO (circle one)?  May we leave a voice message?  YES NO (circle one)?   
Home Phone Number: _____________________________________
May we contact you at work YES NO (circle one)?   May we leave a message at work? YES NO (circle one)?   
Work Phone Number: _____________________________________
May we contact you by cell phone YES NO (circle one)? May we leave a message on cell? YES NO (circle one)?   
Cell Phone Number:  ______________________________________  
May we contact you by email YES NO (circle one)?  Would you like email appointment reminders? YES NO (circle one)?  
Email:  _________________________________________________



















PRESENTING CONCERNS AND CLIENT HISTORY

 Name___________________________________________________ Date completed___________________  
 Date of Birth ____________________ Primary Care Physician_______________________________________  
 What are the problem(s) for which you are seeking help?  1.________________________________________________________________________________________  2.________________________________________________________________________________________ 3.________________________________________________________________________________________  
 What are your treatment goals?  __________________________________________________________________________________________  __________________________________________________________________________________________  
  Current Symptoms Checklist: (check once for any symptoms present, twice for major symptoms)  
	(  ) Depressed Mood
	(  )  Impulsivity
	(  ) Avoidance

	(  )  Racing thoughts
	(  )  Anxiety and/or Panic Attacks
	(  )  Loss of Interest

	(  ) Excessive Worry
	(  )  Sleep pattern disturbance
	(  ) Change in libido

	(  ) Unable to enjoy activities
	(  ) Increase risky behavior
	(  ) Hallucinations

	(  )  Concentration/forgetfulness
	(  )  Suspiciousness
	(  )  Change in appetite

	(  ) Excessive energy
	(  )  Excessive Guilt
	(  )  Increase in irritability

	(  )  Tearfulness
	(  )  Fatigue
	(  ) Employment impacted

	(  )  Hopeless
	(  )  Thoughts of dying
	(  )  Feeling of Worthlessness


Suicide Risk Assessment: 
 Have you ever had feelings or thoughts that you didn't want to live? (  ) Yes (  ) No. 
	If YES, please answer the following.  If NO, please skip to the next section.
	Do you currently feel that you don’t want to live (  )  Yes  (  )  No
How often do you have these thoughts? ________________________________________________________  Has anything happened recently to make you feel this way? _________________________________________  On a scale of 1 to 10, (ten being strongest) how strong is your desire to kill yourself currently? ____________  Would anything make it better? ________________________________________________________________  Have you ever thought about how you would kill yourself? _________________________________________    Is the method you would use readily available? ___________________________________________________  Have you planned a time for this? ______________________________________________________________  Is there anything that would stop you from killing yourself? _________________________________________  Have you ever tried to kill or harm yourself before? ________________________________________________ 
 	Do you have access to guns?  If yes, please explain.  ________________________________________________
Past Medical History:  
 Allergies____________________________  Current Weight ____________ Height ____________  
 List ALL current prescription medications and how often you take them: (if none, write none)  
Medication Name  	Total Daily Dosage  	Estimated Start Date  __________________________________________________________________________________________  __________________________________________________________________________________________ __________________________________________________________________________________________  __________________________________________________________________________________________  __________________________________________________________________________________________ __________________________________________________________________________________________  __________________________________________________________________________________________  __________________________________________________________________________________________
Current over-the-counter medications or supplements: ______________________________________________  __________________________________________________________________________________________ 
Current medical problems: ____________________________________________________________________ __________________________________________________________________________________________  
Past medical problems, nonpsychiatric hospitalization, or surgeries: ___________________________________  __________________________________________________________________________________________  
Have you ever had an EKG? (  ) Yes (  ) No If yes, when _________ .  Was the EKG (  ) normal (  ) abnormal or (  ) unknown?  
 For women only: 
Date of last menstrual period ________ 
Are you currently pregnant or do you think you  might be pregnant? (  ) Yes (  ) No. 
Are you planning to get pregnant in the near future? (  ) Yes (  ) No  
Birth control method __________________________  
How many times have you been pregnant? ________ How many live births? ________  
Do you have any concerns about your physical health that you would like to discuss with us? (  ) Yes (  ) No  
Date and place of last physical exam: ___________________________________________________________  




Personal and Family Medical History:  
You:  Check all that apply
	(  )  Thyroid Disease
	(  ) Chronic Fatigue
	(  )  Asthma/Respiratory Problems

	(  )  Anemia
	(  ) Kidney Disease
	(  ) Stomach/Intestinal Problems

	(  )  Liver Disease
	(  )  Diabetes
	(  ) Cancer

	(  ) Fibromyalgia
	(  ) Heath Disease
	(  )  Epilepsy/Seizures

	(  ) Chronic Pain
	(  ) High Cholesterol
	(  )  High blood pressure

	(  ) Head Trauma
	(  ) Liver Problems
	(  )  Other:  _________________



Family:  Check all that apply and list family member
	(  )  Thyroid Disease
	(  ) Chronic Fatigue
	(  )  Asthma/Respiratory Problems

	(  )  Anemia
	(  ) Kidney Disease
	(  ) Stomach/Intestinal Problems

	(  )  Liver Disease
	(  )  Diabetes
	(  ) Cancer

	(  ) Fibromyalgia
	(  ) Heath Disease
	(  )  Epilepsy/Seizures

	(  ) Chronic Pain
	(  ) High Cholesterol
	(  )  High blood pressure

	(  ) Head Trauma
	(  ) Liver Problems
	(  )  Other:  _________________



Is there any additional personal or family medical history? (  ) Yes (  ) No If yes, please explain:  __________________________________________________________________________________________ __________________________________________________________________________________________  
Past Psychiatric History:   Self
Outpatient treatment (  ) Yes (  ) No If yes, Please describe when, by whom, and nature of treatment.  
Reason  			Dates 							Treated  By Whom  _________________________________________________________________________________________ _________________________________________________________________________________________  _________________________________________________________________________________________  Psychiatric Hospitalization (  ) Yes (  ) No If yes, describe for what reason, when and where.  
Reason  			Date Hospitalized  					Where  __________________________________________________________________________________________  __________________________________________________________________________________________ __________________________________________________________________________________________  
 Past Psychiatric Medications: If you have ever taken any of the following medications, please indicate the dates, dosage, and how helpful they were (if you can't remember all the details, just write in what you do remember).  
Medication		Dates  				Dosage  			Response/Side-Effects  ___________________________________________________________________________________________  ___________________________________________________________________________________________  ___________________________________________________________________________________________  
 
Your Exercise Level:  Do you exercise regularly? (  ) Yes (  ) No  
How many days a week do you get exercise? ____________________________________________  
How much time each day do you exercise? ______________________________________________
What kind of exercise do you do? ______________________________________________________  
 
Family Psychiatric History:  Has anyone in your family been diagnosed with or treated for:  
	
	Yes/No
	Family Member

	Bipolar Disorder
	
	

	Schizophrenia
	
	

	Depression
	
	

	Anxiety
	
	

	Substance Abuse
	
	

	Suicide
	
	



Substance Use:  Have you ever been treated for alcohol or drug use or abuse? (  ) Yes (  ) No  
If yes, for which substances? __________________________________________________________________  
If yes, where were you treated and when? ________________________________________________________ __________________________________________________________________________________________  
How many days per week do you drink any alcohol? ____________  
What is the least number of drinks you will drink in a day? _______  
What is the most number of drinks you will drink in a day? _______ 
 In the past three months, what is the largest amount of alcoholic drinks you have consumed in one day? ______  
Have you ever felt you ought to cut down on your drinking or drug use? (  ) Yes (  ) No  
Have people annoyed you by criticizing your drinking or drug use? (  ) Yes (  ) No  
Have you ever felt bad or guilty about your drinking or drug use? (  ) Yes (  ) No  
Do you think you may have a problem with alcohol or drug use? (  ) Yes (  ) No  
Have you used any street drugs in the past 3 months? (  ) Yes (  ) No  If yes, which ones? _____________________________________________________________________  
Have you ever abused prescription medication? (  ) Yes (  ) No  If yes, which ones and for how long? ______________________________________________________________________ 
 How many caffeinated beverages do you drink a day? Coffee _______ Sodas ________ Tea ________  
 How you ever smoked cigarettes? (  ) Yes (  ) No     Currently? (  ) Yes (  ) No    
How many packs per day on average? ___________ How many years? _________  
In the past? (  ) Yes (  ) No   How many years did you smoke? ________ When did you quit? _____________  
Pipe, cigars, or chewing tobacco: Currently? (  ) Yes (  ) No   In the past? (  ) Yes (  ) No 
What kind? __________ How often per day on average? ______ How many years? ____________  

Occupational History:  Are you currently: (  ) Working (  ) Student (  ) Unemployed (  ) Disabled (  ) Retired  

Relationship History and Current Family:  Are you currently: (  ) Married (  ) Partnered (  ) Divorced (  ) Single (  )Widowed  How long? _____  
If not married, are you currently in a relationship? (  ) Yes (  ) No   If yes, how long? ___________________  
How would you identify your sexual orientation?  (  ) straight/heterosexual (  ) lesbian/gay/homosexual (  ) bisexual (  ) transsexual  (  ) unsure/questioning (  ) asexual (  ) other (  ) prefer not to answer  
Do you have children? (  ) Yes (  ) No   If yes, list ages and gender: ___________________________________ __________________________________________________________________________________________ 
List everyone who currently lives with you: ______________________________________________________  __________________________________________________________________________________________   
 
Legal History:  Have you ever been arrested? _______  Do you have any pending legal problems? _______________  
Is there anything else that you would like us to know?  __________________________________________________________________________________________  __________________________________________________________________________________________  __________________________________________________________________________________________  __________________________________________________________________________________________  __________________________________________________________________________________________  __________________________________________________________________________________________  
 
Signature_________________________________________________Date_____________________________  
 

PLEASE RETAIN FOR YOUR REFERENCE AND RECORDS
CANCELLATION POLICY
Twenty-four (24) business hour notice is requested for cancellation of all scheduled appointments. A missed appointment fee of $50.00 may be applied. Payment or payment arrangements will be discussed prior to rescheduling an appointment.
In the event of two or more missed appointments or late cancellations occur therapy services may be terminated. In cases of severe weather, serious illness or an emergency the late cancellation fee will not apply. However, if there is a pattern of missed appointment both termination of service and a late fee will apply. 
In the event that services are terminated, you will be offered a referral to another therapist or agency. This policy primarily exists because of a commitment to your therapy. A commitment is necessary in an effort to maintain a progressive therapeutic relationship.  
FEE SCHEDULE
EFFECTIVE  January 1, 2016
(Insurance may not reimburse for court fees, or missed appointments.  The above fee schedule is for fee-for-service.  The rates are adjusted per your insurance benefits and you are responsible for payment/copayment per your benefits.)
CPT code
90791 Initial consultation				$  100.00
90837 Individual counseling (60 Minutes)		$  100.00
90834 Individual counseling (45 Minutes)		$    75.00
90832 Individual counseling (30 Minutes)		$    60.00
Court ordered fees (per hour)				$  250.00
Missed appointment- hourly rate			$    50.00







PLEASE RETAIN FOR YOUR REFERENCE AND RECORDS
NOTICE OF PRIVACY PRACTICES AND CLIENT RIGHTS
This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Below is a summary, and additional information follows.  Please review it carefully.
	Your Rights
	You have the right to: 
· Get a copy of your paper or electronic medical record
· Correct your paper or electronic medical record
· Request confidential communication
· Ask us to limit the information we share
· Get a list of those with whom we’ve shared your information
· Get a copy of this privacy notice
· Choose someone to act for you
· File a complaint if you believe your privacy rights have been violated

	Your Choices
	You have some choices in the way that we use and share information as we: 
· Tell family and friends about your condition
· Provide mental health care
· How we contact you

	Our Uses and Disclosures
	We may use and share your information as we: 
	· Treat you
· Bill for your services
· Help with public health and safety issues
· Comply with the law
· Address workers’ compensation, law enforcement, and other government requests
· Respond to lawsuits and legal actions
















Your Rights:  When it comes to your health information, you have certain rights. This section explains your rights and some of our responsibilities to help you.
	Get an electronic or paper copy of your medical record 
	· You can ask to see or get an electronic or paper copy of your medical record and other health information we have about you. Ask us how to do this. 
· We will provide a copy or a summary of your health information, usually within 30 days of your request. We may charge a reasonable, cost-based fee.

	Ask us to correct your medical record

	· You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do this.
· We may say “no” to your request, but we’ll tell you why in writing within 60 days.  If the request is denied, you have a right to file a statement that you disagree and your statement and our response will be added to you record.

	Request confidential communications
	· You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different address. 
· We will say “yes” to all reasonable requests.

	Ask us to limit what we use or share

	· You can ask us not to use or share certain health information for treatment, payment, or our operations. We are not required to agree to your request, and we may say “no” if it would affect your care.
· If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for the purpose of payment or our operations with your health insurer. We will say “yes” unless a law requires us to share that information.

	Get a list of those with whom we’ve shared information

	· You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date you ask, who we shared it with, and why.
· We will include all the disclosures except for those about treatment, payment, and health care operations, and certain other disclosures (such as any you asked us to make). We’ll provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask for another one within 12 months.

	Get a copy of this privacy notice
	You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will provide you with a paper copy promptly.  

	Choose someone to act for you

	· If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your rights and make choices about your health information.
· We will make sure the person has this authority and can act for you before we take any action.

	File a complaint if you feel your rights are violated

	· You can complain if you feel we have violated your rights by contacting us using the information on page 1.
· You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/.
· We will not retaliate against you for filing a complaint.



Your Choices:  For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we share your information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your instructions.
	In these cases, you have both the right and choice to tell us to:
	· Share information with your family, close friends, or others involved in your care
We may also share your information when needed to lessen a serious and imminent threat to health or safety.

	In these cases we never share your information unless you give us written permission:
	· Marketing purposes
· Sale of your information
· Most sharing of psychotherapy notes


Our Uses and Disclosures
How do we typically use or share your health information? We typically use or share your health information in the following ways.
	Treat you
	We can use your health information and share it with other professionals who are treating you           
Example: A doctor treating you for an injury asks another doctor about your overall health condition.

	Run our organization
	We can use and share your health information to run our practice, improve your care, and contact you when necessary.
Example: We use health information about you to manage your treatment and services.

	Bill for your services

	We can use and share your health information to bill and get payment from health plans or other entities. 
Example: We give information about you to your health insurance plan so it will pay for your services. 


How else can we use or share your health information? 
We are allowed or required to share your information in other ways – usually in ways that contribute to the public good, such as public health and research. We have to meet many conditions in the law before we can share your information for these purposes. For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.
	Help with public health and safety issues
	We can share health information about you for certain situations such as: 
· Reporting suspected abuse, neglect, or domestic violence
· Preventing or reducing a serious threat to anyone’s health or safety

	Comply with the law

	We will share information about you if state or federal laws require it, including with the Department of Health and Human Services if it wants to see that we’re complying with federal privacy law.

	Address workers’ compensation, law enforcement, and other government requests
	We can use or share health information about you:
· For workers’ compensation claims
· For law enforcement purposes or with a law enforcement official
· With health oversight agencies for activities authorized by law
· For special government functions such as military, national security, and presidential protective services

	Respond to lawsuits and legal actions
	We can share health information about you in response to a court or administrative order, or in response to a subpoena.



Our Responsibilities
· We are required by law to maintain the privacy and security of your protected health information. 
· We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information.
· We must follow the duties and privacy practices described in this notice and give you a copy of it. 
· We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you change your mind. For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.
Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be available upon request, in our office, and on our web site.
Other Instructions for Notice
· Effective Date of Notice November 12, 2015
· Should you have any questions regarding privacy, contact Kimberly L. Censurato, LPC at 302-287-5519 or kcensurato@klcsupports.com
· This notice applies to KLC Support Services, LLC and Kimberly L. Censurato, LPC.
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