
Renee E. Rokero, LSW, LCSW- Individual, Couples & Family Therapy
1188 Bishop Street Suite 1810 (Century Square Bldg.), Honolulu, Hawaii 96813, Office:  (808) 282-9045

Aloha and Welcome!

Please print, complete and bring this packet to your first session.  Also bring with you your insurance card (if you are using your insurance) and photo ID.  Please secure proper childcare services as infants, children and adolescents are not permitted in sessions or the waiting area.  Thank you.
Office Location:
1188 Bishop Street Suite 1810 (18th floor)
Century Square Building

Honolulu, Hawaii 96813

Office Phone: (808) 282-9045

*Century Square is located on the corner of Bishop Street and S. Beretania Street.  The building is a tall, mirrored building next to the Catholic Church.  Note:  Bishop Street is a one-way street.  
Parking Options:
1)  Capitol Place Building Structure (Tall residential building/Honda Dealership is located on the ground floor)

Capitol Place is located on 1200 Queen Emma Street, diagonally across from Century Square Building.  

To enter the public parking area, you need to travel mauka on Alakea Street & turn left on S. Kukui Street.  The entrance to the public parking ramp is located on the back side of the building.  Public parking ramp is located on your left on S. Kukui Street.  Go up the ramp to the 3rd floor, take a ticket and park.

Cost:  
· .75 cents per half hour for first 2 hours.  
· $1.50 per half hour for any time after 2 hours.  
· .50 cents per half hour after 5:00 pm.
2)  Century Square Building

You may park in the Century Square Building.  Parking structure is located under the building.  Take the ramp going down and take a ticket.  Parking spaces are a bit small.  Take the parking elevator to the ground floor.  Then go to the lobby and take the elevator to the 18th floor (Suite 1810).  Sorry, I don’t validate.  
Cost:

· $3.00 per half hour.  

Insurance co-payments, ineligible charges, tax and out-of-pocket hourly fees:

Your co-payment, ineligible charges (if applicable), tax or out-of-pocket hourly fees will be collected at the end of each session.  Co-payments range between $15.00 - $30.00 per session.  If no insurance, the hourly fee is $95.00 per hour.  I ACCEPT CASH ONLY.  Please bring the correct amount as I don’t carry change.  Thank you.

INTAKE AND REGISTRATION

Please provide the following information for our records.  Leave blank any questions you would rather not answer.  Information you provide here is held to the same standards of confidentiality as our therapy.  Please complete this form and bring it to your first session.  Mahalo.  

CLIENT INFORMATION
	Name of Insured:
	
	
	





(Last)



(First)


(Middle Initial)

	Name of Minor:
	
	
	





(Last)



(First)


(Middle Initial)

	Insured’s Birth Date:
	
	Age:
	
	Gender:
	⁯ Male   ⁯ Female


	Marital Status:
	⁯Never Married 

⁯Partnered 
	⁯Married ⁯Separated
	⁯Divorced

⁯Widowed
	# of Children:
	
	
	


	Insured’s Address:
	






   (Street)


    (City)

     (State)

    (Zip Code)
	Insured’s Insurance Co:
	
	Insurance Type/Plan

Group Name:
	


   (Please allow us to make a copy of your insurance card and driver’s license/identification)
	Home Phone:
	
	May we leave a message?
	⁯Yes   ⁯No

	Cell/Other Phone:
	
	May we leave a message?
	⁯Yes   ⁯No


	Email:
	
	*Please be aware that email might not be confidential.


	Tell us who referred you/how did you hear about services?
	


EMERGENCY CONTACT AND MEDICAL INFORMATION
	Emergency Contact Person:
	
	Contact Phone  Number(s):
	


	Emergency Contact Person:
	
	Contact Phone  Number(s):
	


	Name of Primary Care Physician:
	
	Contact Phone Number(s):
	


	Any Allergies?

Allergies to Medications?
	⁯Yes

⁯No
	If yes, please describe and list:
	


	Are you currently taking any medications?  Please list.  
	


PSYCHOSOCIAL HISTORY
1)  Have you had previous psychotherapy?

⁯No

⁯Yes

	If yes, with whom?  When?  How long?  Reason(s)? 


	


2)  Reasons for considering therapy at this time? ______________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

3)  What do you expect from therapy? _______________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

4)  Have you ever been hospitalized for any mental health reasons?

⁯No

⁯Yes

	If yes, where? When? How long? Reasons(s)?

	


5)  Are you currently taking or have you been previously prescribed psychiatric medication (antidepressants or others?)

⁯No

⁯Yes

	If yes, please list:


	


6)  Have you ever, or are you now being treated for any type of chemical dependency abuse?
⁯No

⁯Yes

	If yes, where? When? How long? 


	


7)  How is your physical health at present? (please circle)
Poor

Unsatisfactory

Satisfactory

Good

Very Good

8)  Please list any persistent physical symptoms or health concerns (e.g. chronic pain, headaches, hypertension, diabetes, etc.): __________________________________________________________________________

______________________________________________________________________________________

9)  Are you having any problems with your sleep habits?

⁯No

⁯Yes.  If yes, check where applicable:

⁯Sleeping too little
⁯Sleeping too much

⁯Poor quality sleep
⁯Disturbing sleep

⁯Nightmares

⁯Racing thoughts at bedtime
Other__________________________________________________

10) How many times per week do you exercise?  Briefly describe. _________________________________________

11) Are you having difficulty with appetite or eating habits? Explain. _______________________________________

______________________________________________________________________________________

12) Have you experienced significant weight change in the last 2 months? Explain. ___________________________

_______________________________________________________________________________________

13) Do you regularly use alcohol?  If yes, how much and how often? _______________________________________

_______________________________________________________________________________________

14) How often do you engage recreational drug use?   ⁯Daily   ⁯Weekly   ⁯Monthly   ⁯Rarely   ⁯Never

15) Have you had suicidal thoughts recently?
        ⁯Frequently   ⁯Sometimes   ⁯Rarely   ⁯Never
16) Have you had them in the past?                              ⁯Frequently   ⁯Sometimes   ⁯Rarely   ⁯Never

17) Are you currently in a romantic relationship?  ⁯No

⁯Yes.  How long?  ___________.  On a scale of 1-10, how would you rate the quality of your current relationship? ___________.

18) In the last year, have you experienced any significant life changes or stressors? Please describe.  ____________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

19) Please mark yes or no:
	Have you ever experienced:
	YES
	NO

	Extreme depressed mood
	
	

	Wild mood swings
	
	

	Rapid speech
	
	

	Extreme anxiety
	
	

	Panic attacks
	
	

	Phobias
	
	

	Sleep disturbances
	
	

	Hallucinations
	
	

	Unexplained losses of time
	
	

	Unexplained memory lapses
	
	

	Uncontrollable crying
	
	

	Difficulty concentrating
	
	

	Work related stress
	
	

	Difficulty going to work
	
	

	Extreme anger
	
	

	Alcohol/substance abuse
	
	

	Internet or Computer Addiction
	
	

	Pornography or Sex Addiction
	
	

	Gambling
	
	

	Eating Disorder
	
	

	Body image problems
	
	

	Repetitive thoughts (e.g., obsessions)
	
	

	Repetitive behaviors
	
	

	Physical abuse
	
	

	Sexual abuse
	
	

	Domestic violence
	
	

	Homicidal thoughts
	
	

	Suicidal thoughts
	
	

	Suicide attempt
	
	


20) Are you currently employed? ⁯No
⁯Yes.  If yes, who is your employer/position? ______________________________

If yes, are you happy at your current position? ______________________________

Please list any work-related stressors, if any: _______________________________

21) Do you consider yourself to be religious? ⁯No ⁯Yes.  If yes, what is your faith? __________________________
22) Do you consider yourself to be spiritual?  ⁯No ⁯Yes
23) Family Mental Health History:
Has anyone in your family (either immediate family members or relatives) experienced difficulties with the following?  Check mark any that applies and list family member, e.g., sibling, parent, uncle, etc.):
	Difficulty
	YES
	NO
	Family Member

	Depression
	
	
	

	Bipolar Disorder
	
	
	

	Anxiety Disorder
	
	
	

	Panic Attacks
	
	
	

	Schizophrenia
	
	
	

	Alcohol/Substance Abuse
	
	
	

	Eating Disorders
	
	
	

	Learning Disabilities
	
	
	

	Trauma History
	
	
	

	Suicide Attempts
	
	
	


24) Anything else you would like to share? ___________________________________________________________

_________________________________________________     _____________________________________

Signature






Date

INFORMED CONSENT
Part I: Your Rights as Client(s)

1. You have the right to ask questions about any procedure(s) used during therapy.  If you wish, I will explain my approach and methods to you.  If I see a child under the age of consent, all custodial parents have a right to information shared in the session.  Custodial parents should be aware that exercising this right may be detrimental to the therapeutic process, and so may wish to allow confidentiality between the child and therapist.

2. You have the right to decide not to receive therapeutic assistance form me.  If you wish, I will provide you with the name(s) of other qualified professionals whose services you might prefer.  
3. You have the right to end therapy at any time without any moral, legal or financial obligations other than those already accrued.  I ask that you contact me by phone if you make such a decision without consulting with me.  

4. You have the right to review your records in the files at anytime.  I do not keep any “secret notes”, so please do not ask me to do so.  

5. One of the most important rights involves confidentiality.  Within limits of the law, information revealed by you during therapy will be kept strictly confidential and will not be revealed to any other person or agency without your written permission.  Additionally, when more than one family member is being seen in therapy, the therapist views the family as a whole as the client.  

6. If you request it, a brief summary of dates of service and diagnosis can be released to you only.  A written request is required by you/all family members seen in therapy.  

7. You should also know that there are certain situations in which I am required by law to reveal information obtained during therapy to other persons or agencies without your permission.  Also I am not required to inform you of my actions in this regard.  These situations are as follows:  (a) if you threaten grave or bodily harm or death to another person; (b) If a court of law issues a legitimate court order (signed by a judge), I am required by law to provide the information specifically described in that order; (c) If you reveal information relative to child abuse, child neglect, or elder abuse, I am required by law to report this to the appropriate authority; (d) If you are in therapy by order of a court of law, the results of the treatment ordered must be revealed to the court; and (e) If you are seeking payment through an insurance company, I will be required to reveal confidential information to them such as types of services, dates/times of services, diagnosis, treatment plan, description of impairment, progress of therapy, case notes and summaries (each insurer is different). 
8. You have the right to know about the possible harmful results of therapy.  In my years of psychotherapeutic service delivery and supervision, the only clear harm I have witnessed has resulted from clients’ insistence on using medical insurance for psychotherapy.  Harmful events included: denial of insurability when applying for medical and disability insurance due to DSM-IV-TR diagnosis (mental illness diagnosis, which are usually required for reimbursements under medical insurance); company (mis)conduct of information when claims are processed loss of confidentiality due to the large number of persons handling claims; loss of employment, and repercussions of diagnosis in situation which require truthfulness about “mental illness”, including driver’s licenses applications, concealed weapon permits, and job applications.  
Part II: The Therapeutic Process

Therapy will seek to meet goals established by all persons involved, usually revolving around a specific presenting problem.  A major benefit that may be gained from participating in therapy includes a better ability to handle or cope with marital, family and other interpersonal relationships.  Another possible benefit may be a greater understanding of family and personal goals and values that may lead to a greater maturity and happiness as individual and increased relational harmony.  Other benefits related to the probable outcomes resulting from resolving specific concerns brought to therapy.  
In working to achieve these potential benefits, however, therapy will require that firm efforts be made to change and may involve the experiencing of significant discomfort.  Therapeutically resolving unpleasant events and relationship patterns can arouse intense feelings.  Seeking to resolve problems can similarly lead to discomfort as well as relationship changes that may not be originally intended.  

Part III: Personal Conduct

Everyone is expected to conduct themselves in a responsible manner.  A session should not be held when anyone is under the influence of a nonprescription drug, including alcohol.  Violence (physical or verbal) is never acceptable.  Either behavior may result in discontinuing a session or, if necessary, calling the proper authorities.  Sexual relations between client and his/her therapist is against the law.  Racism, sexism and other forms of discrimination are not permitted.

Part IV: Fees, Cancellation Policy and Length of Therapy

1. I agree to enter into therapy with Renee E. Rokero, LSW, LCSW.  I agree to pay for each session.  

(a) Full payment is due at the end of each session and no balance will be carried.

(b) Co-payment, ineligible charges (if applicable) and tax are due at the end of each session.  I am responsible for cooperating with my insurance company to support prompt payment. 

2. I authorize payments under my insurance programs to be made directly to the above provider for any services furnished by this provider.  I agree that if the amount is insufficient to cover the bill, I will be responsible for payment of the difference, and, if my treatment is not covered by my insurance policy, I will be responsible to the provider for the entire amount. 
3. A 24 hour notice is required for cancellation of a scheduled session.  If I do not meet this requirement, I agree to pay the full session fee.  The full session fee is $95.00 per hour.  I understand that this will be my responsibility, not that of the third-party payor.  

4. I understand that I can leave therapy at any time and that I have no moral or legal obligation.  I am contracting only to pay for completed therapy sessions.
5. I understand that the therapist has the right to seek legal recourse to recoup any unpaid balance.  In pursuing these measures, the therapist will only disclose biographical information and the amount owed, in order to ensure confidentiality.  

I have read and agree to the above limits of confidentiality and understand their meaning and ramifications.  I also agree to the above conditions of treatment and payment and agree to their content.  
____________________________________________     _________________________________

        Signature of client/parent/responsible party



Date
CONSENT TO RELEASE CONFIDENTIAL INFORMATION TO INSURANCE COMPANY
Client Name (print): _________________________________________________________________

I authorize the release of any information to my insurance company when necessary to process my claims.

I also authorize payments under my insurance programs to be made directly to: Renee E. Rokero, LSW, LCSW, for any services furnished by this provider.  I agree that if the amount is insufficient to cover the bill, I will be responsible for payment of the difference, and, if my treatment is not covered by my insurance policy, I will be responsible to the provider for the entire amount.  
I further permit copies of this authorization to be used in place of the originals.

This release is good for the duration of your current insurance or the duration of your current therapy here, whichever is shorter.  

I hereby consent and authorize to have the above therapist make any and all insurance claims on my/our behalf.  I understand that all questions concerning insurance reimbursement and financial responsibility are to be discussed with my insurance carrier and therapist.

____________________________________________     _________________________________

        Signature of client/parent/responsible party



Date

____________________________________________     _________________________________

        Signature of witness





Date
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