General Information


_________________________

____________________

Name of Client



Date of Birth

_________________________

___________________

Name of Partner



Date of Birth
___________________________________________________________________

Name of Parent(s)/Guardian(s)            *** Please include date of birth for each***
__________________________________________



Street Address

__________________________________________

City




Zip








_________________________


_________________________

Home Phone





Cell/Work Phone
__________________________________________
Email Address

Type of Counseling:

_____ Individual
_____ Couples
_____ Family
Referral Source:___________________________________

Presenting Problem:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Rights and Responsibilities



You have a right …
· To know the professional status of the therapist responsible for your care.

· To know the cost of services rendered.

· To have audiovisual equipment used only after your informed consent. 
· To individualize service and to participate in treatment planning, and review your treatment plan.
· To know the risks, side effects, and benefits of treatment procedures.

· To know the alternative treatment procedures available, to refuse treatment and to know the consequences for treatment refusal.

· To know if limitation to duration of service exist.

· To see your therapy records.

· To have no written or verbal information regarding your treatment released, to the extent permitted by law, without your informed, voluntary written consent.

· To insert a written statement into your record regarding services provided.

· To know the procedures to initiate a compliant or grievance.

You are responsible for …
· Scheduling appointments with your therapist.

· Paying fees. Fees are discussed at the time of the initial interview.

· Insurance reimbursement. Some services are eligible for reimbursement. Your therapist will work with you to comply with requirements of your insurance company if you are using those benefits. However, insurance reimbursement cannot be guaranteed. As a client, you retain responsibility for all fees.
· Payment for service at the time service is provided. Pishotta Counseling Services reserves the right to charge for appointments missed without 24 hour notice.
I have read the above Rights and Responsibilities and agree to comply with these policies.



Client Signature





Date



Parent/Guardian Signature




Date



Therapist Signature





Date
 Informed Consent


Pishotta Counseling Services would like you to fully understand several important aspects of how therapy will work. Please read the information below. This is provided to assist you in signing the Informed Consent Form. Please ask for clarification if necessary before you sign.
Types of Available Services
· Individual Counseling

· Couples Counseling
· Family Counseling
· Assertiveness Training

· Stress Management

· Anger Management

Scheduling and Canceling a Session

Sessions are scheduled in advance. If you are unable to keep a scheduled appointment please call so that others may be accommodated. Pishotta Counseling Services requires that appointments be canceled no later than 24 hours ahead of the appointed time. Those who do not extend this courtesy will be charged their usual session fee for the missed appointment. In the event of illness, appointments must be canceled by 8:00 a.m. on the scheduled appointment day.

Confidentiality

Confidentiality is Pishotta Counseling Services’ highest priority. This priority is consistent with the Illinois Confidentiality Act of 1979. Therapists are required by legal and ethical standards to maintain strict professional confidentiality. The individual, couple or family requesting services is the primary source of information. Collateral contacts, if made, are based on need and require the written consent of those persons served. There are two situations that are exceptions under the Confidentiality Act. These are: disclosure of suspected or known child abuse and neglect, and disclosure by a client of intent to seriously harm or end the life of self or others. Therapists are mandated by law to report these situations to the proper authorities.

A privacy practices document will be offered to you at this time. ___________

Paying Fees

All fees are agreed upon prior to the beginning of service. Please pay your fee after each session. If your insurance is being billed you will be responsible for your copay. Acceptable forms of payment include cash and personal checks. Debit cards and credit cards are not accepted at this time. Receipts will be given for all payments and a monthly billing summary can be provided upon request.

Notice of Privacy Practices


This notice describes how information about you may be used

and disclosed and how you can access this information.

Pishotta Counseling Services respects client confidentiality.  PCS will only release information about you in accordance with Illinois and federal law.  Most disclosures occur with written consent of parents for children under 12 and consent of both child and parent(s) for children 12 and older and for adults with their signatures.

PRIVACY CONTACT

If you have any questions about this statement or your rights as a client please contact Mark A. Pishotta at (847) 708-8656.
INFORMATION DISCLOSED WITHOUT YOUR CONSENT

Under Illinois and federal law, information about you may be disclosed without your consent in the following circumstances:

Emergencies: Sufficient information my be shared to address the immediate emergency you are facing

Follow Up Appointment/Care: PCS will be contacting you to remind you of future appointments, information about treatment alternatives, other health-related benefits, and services that may be of interest to you.  PCS will leave appointment information on your voicemail unless you request PCS not leave such a message.

As Required By Law: This would include situations where your therapist has a court order, or is mandated to provide public health information.  Please be informed that your therapist is a mandated reporter of suspected child abuse and neglect.

Coroners: Pishotta Counseling Services is required to disclose information about circumstance of a death to an investigating coroner.

Government Requirements:  PCS may disclose information to a health oversight agency as authorized by law, for audits, investigations, inspections and licensure, etc.  PCS is also required to share information, if requested with the US Department of Health and Human Services to determine my compliance with federal laws related to health care. 

Criminal Activity or Danger to Others: If a crime is committed on the premises of Pishotta Counseling Services or against an employee of PCS the information will be shared with law enforcement to apprehend the criminal. PCS also has the right to involve law enforcement when a therapist believes someone to be in immediate danger.

Treatment and Operations: Within the practice information may be shared to plan, monitor and consult about appropriate treatment with a consultant.

Client Rights

 Clients of Pishotta Counseling Services have the following rights 
under Illinois and federal law.

Access to Records: Clients 12 years of age or older are entitled to inspect the record generated by myself.  Parents may inspect the records of their minor children unless a child is 12 or older and objects to this inspection.  All those over the age of 18 have to right to inspect their records.

Release of Records: Parents may consent in writing to release records to others, This could include employers, health care providers, or other agencies they wish to have knowledge of the services provided.  Children 12 and over must concur with the release.   Anyone over 18 may consent to release their records. If you choose to access health insurance to pay for services, information must be released to the insurance company.

Amending the Record: If parents or children or yourself believe that something in the record is incorrect or incomplete or incomplete, they may prepare a written statement that will be added to the record.



Client Signature





Date



Parent/Guardian Signature




Date



Therapist Signature





Date
Confidential Statement of Release


I, the undersigned, authorize Pishotta Counseling Services to (release to), and/or 
(obtain from)


(Name of person and/or organization)

information for the expressed purpose of ______________________________________

Information to be released and/or exchanged:

​​_____ Intake Report



_____ Medical Information
_____ Treatment Plan



_____ Psychological or Psychiatric Report
_____ Progress Report


_____ Drug/Alcohol History
_____ Summary of Contacts


_____ Other _________________________
I hold harmless Pishotta Counseling Services in regard to use of information authorized for release. This release expires 60 days after termination of services or at the discretion of the signed party. I have the right to cancel this release at any time by submitting a written and dated notice of revocation. A photocopy of this authorization is as authentic as the original statement of release.
I understand that if I refuse to consent to this release, the following are the consequences:

________________________________________________________________________



Printed Name of Client




Date



Client Signature





Date



Parent/Guardian Signature




Date



Therapist Signature





Date

Fee Structure


Below are session fees for services at Pishotta Counseling Services:

· All Initial Assessments
$175
· Individual Counseling

$125
· Couples Counseling

$125
· Family Counseling

$125
· Group Session


$60 per person
· Sessions that last for 25-35 minutes will be charged $75 (excluding groups).

· Sessions that last for 90 minutes will be charged $175 (excluding groups).

All prices are subject to change without notice. Insurance can be billed for counseling services.

.

Fee Agreement


Date

____________
Client Name
_________________________________
Date of Birth ____________
Parent Name
_________________________________
Date of Birth ____________
Insurance Subscriber  ___________________________
Date of Birth ____________
Complete This Section Only If You Are Using Insurance

Insurance Company
________________________________________________

Insurance Phone No.
________________________________________________

Social Security No.
________________________________________________
Identification No.
____________________
Group No.
____________
I/We understand that the session fee will be $__________.

I/We agree to pay the session co-pay fee of  $__________  for the following counseling services: 

_____ Individual
_____ Family

_____ Couples
_____ Group

I/We understand that the co-pay fee is to be paid by cash or check each session. I/We understand that we are responsible for any balance unpaid by our insurance company. A receipt will be provided with each payment and a monthly billing summary can be provided upon request. Cancellations not made at least 24 hours in advance will be charged the same as a completed session and are generally not reimbursable by insurance companies.
I/We understand that the session fee will be $__________ for the following counseling services:

_____ Individual
_____ Family

_____ Couples

_____ Group

I understand that the agreed upon fee is to be paid by cash or check in full each session.  A receipt will be provided with each payment and a monthly billing summary can be provided upon request. Cancellations not made at least 24 hours in advance will be charged the same as a completed session.


Print Name






Date



Client Signature





Date



Therapist Signature





Date
Assessment Outline


Presenting Problem

Symptoms

Stressors

Frequency/Duration

Defiance of Rules/Regulations

Eating and Sleeping Patterns

Emotional Highs and Lows

Substance Use

Suicidal and Homicidal Ideations

School
Academic Performance

Social Performance

Learning or Behavioral Disabilities

Peer and Teacher Relationships
Attendance

Extracurricular Activities

Goals

Employment
Times Employed

Current Employment

Satisfaction with Employment

Career/Future Goals
Mental and Medical Health

Diagnoses
Current/Past Medications

Previous Treatment

Previous Hospitalizations
Major Medical Illnesses or Health Concerns
Physical or Developmental Disabilities Affecting Treatment

Legal History

Number of Arrests

Age of First Arrest
Types of Arrests
Family and Relationships
Number of Children

Relationship Between Children

Reports to DCFS

History of Relationships

Length of Current Relationship

Satisfaction with Relationship

Goals for Relationship

Extramarital Affairs

Family History

Family of Origin

Family History of …


Mental Illness


Physical or Sexual Abuse


Substance Abuse


Medical Health


Criminal History

Partner’s Family of Origin

Partner’s Family History of …


Mental Illness


Physical or Sexual Abuse


Substance Abuse


Medical Health

Criminal History

Additional Information

Mark A. Pishotta, MA, LCPC, NCC
(847) 708-8656 • pishottacounselingservices@yahoo.com

