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The Counseling & Consulting Center

Telephone: 214-893-9200    Fax: 817-886-8674
Business Office Email:  essential@charter.net
PERSONAL INFORMATION

Date _______________   

Name _______________________________ DOB __________________Age ___

Address______________________  City____________ State____ Zip_________

Cell Number____________________       Work ___________________________
Telephone # for private messages and/or texts_____________________________ please initial________
Preferred email for private messages_____________________________________ please initial________

*SS #________________________     Gender ____________ Relationship Status ____________________ 
               (required by insurance company)

Yrs. of Education _____ Degree_____   Military Involvement ___________  Legal Involvement ___________

In case of an emergency, I give Debby Wines, and/or staff permission to contact: please initial _______               

Name __________________________________ Age _____  Relationship ___________________________

Address ________________________________ City __________________ State:____ Zip Code_________

Cell __________________________ Home _______________________ Work _______________________
Family/Friends for whom you are responsible:

	Name
	Relationship to You
	Age
	Gender
	Education
	Occupation

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


*SS# is necessary if you intend to use insurance or EAP.
Please attach a copy of your photo ID or Driver’s Licenses
NAME _____________________________         DOB________       date ___________
CURRENT EMPLOYMENT/EAP INFORMATION
Employer________________________________  Position_____________________ Date of Hire_________
Will you be using EAP benefits?     ( Yes     ( No      

Employee Assistance Programs (EAP)
These visits are visits that are purchased generally by large companies as an extra benefit for their employees and are from the company.
Name of the Insurance Company that is managing your EAP visits? (not usually the same as your Insurance Company)
Name of EAP Company __________________________________________________________________   
EAP Phone# ____________________________
Name of Person with certified EAP Benefits __________________________________________________ 

Relationship to Subscriber/Employee ________________________________________
Only the Employee or Patient is able to secure approval for EAP visits. 
(EAP Companies can not give this information to a Counselor and or the Staff)
Number of EAP visits Certified _________         Certification # ____________________________________
Dates covered by the Certified Visits   From: ____________________   To: __________________________

Name of Employer Providing Benefits_________________________________________________________
For example: FTW Star Telegram, Raytheon, etc.
Name of Subscriber/Employee providing EAP benefits ____________________________________________ 
Employee’s  SS# _____________________

NAME _____________________________       DOB________
  date__________
PLEASE ATTACH A COPY OF YOUR INSURANCE CARD, FRONT AND BACK, AND YOUR DRIVER’S LICENSE OR PHOTO ID. 

THEY ARE REQUIRED TO SECURE YOUR INITIAL APPOINTMENT
MEDICAL AND BEHAVIORAL HEALTH INSURANCE INFORMATION
Will you be using your own Insurance Coverage or that of someone else?
Name of Medical Insurance Company: _______________________________________________________

I am the subscriber (employee) ________ I am a dependent ________ (please check one)
If you are a dependent, what is your relationship to the subscriber? _________________________________

Medical Health Insurance Provider (telephone number on back of your insurance card) ______________________________
Behavioral Health Insurance Provider (usually different from medical provider and this ID number can be found on-line through your medical provider) __________________________________________________ 
Behavioral Health Insurance ID number: ________________________ Group number _________________
Your SS # _____________________________                                     Your Date of Birth______________
                (required by insurance company)
SUBSCRIBER’S INFORMATION
Full legal name of individual providing insurance:   ______________________________________________

Their address_____________________________________ City________________ State ____ Zip_______

Their Cell Number _______________________                  Work Number____________________________

Has the subscriber been informed that their insurance will be utilized for counseling services?   ( Yes   ( No    Their employer: _______________________________________________ 
Their date of birth____________________________ Their SS number _____________________________
Behavioral Health Insurance Company Name _____________________ Phone# ______________________

The Medical Insurance Company Name _____________________ Phone# ______________________

The Insurance ID number _________________________________    Group number ___________________

NAME _____________________________       DOB________        date ___________
PAYMENT INFORMATION
_____ (initial) Filing insurance is not required of us, but we do this only as a courtesy to you. Co-pays are due at the time services are rendered, so please come prepared to make all co-payments for you and any/all family members receiving services that day.  FOR YOUR CONVENIENCE, WE ACCEPT CASH, CHECKS, MASTERCARD OR VISA. 
_____ (initial) Please note that my business office staff does not provide statements or accounting services as they work only part time.  Please refer to the EOB’s from your insurance company for billing issues.  Should a statement of your co-pays become necessary, there will be a $25.00 fee assessed to your account per request.

_____ (initial) There will be a $60.00 fee for “No Shows” (Missed), or “Late Cancellations.” A “Late Cancellation” is an appointment cancelled within 24 hours of your scheduled appointment. This fee must be paid prior to rescheduling or at your next 
NAME _______________________________     DOB________
date __________
CLINICAL INFORMATION FOR SERVICES
1.  Briefly describe the reason you are seeking assistance. ________________________________________
       
__________________________________________________________________________________                                                      
2.  When did the symptom begin? ___________________________________________________________ 
3.  What caused it to begin? ________________________________________________________________
4.  On the scale below please circle to indicate the severity of the problem: 


    0         1            2             3           4            5           6          7          8          9          10        


             Slight                 Moderate               Serious              Severe                 Very Severe
5.  Have you seen other mental health professionals?  ( Yes ( No  Who? ________________________    

When? ___________________    Why? ___________________________________________________                            
6.  Have you ever been hospitalized for mental health concerns?   ( Yes ( No  

When? _________________________     Why? _____________________________________________                            

7.  Who is your primary care physician? ________________________ Your last visit ___________________
     Address __________________________________________Telephone __________________________
8.  Who is your psychiatrist? __________________________________ Your last visit __________________
     Address __________________________________________Telephone __________________________

9.  All Current Medications, dosage & reason for the medication:  ___________________________________________________________________________________

10.  Medical Conditions, past & present: ______________________________________________________      
_______________________________________________________________________________​​​​​____
11.  Do you now or have you ever used recreational drugs?  ( Yes    ( No   ( Past    ( Current


Type_________________ How much? _________ How long? __________ How often? ____________
12.  Do you now or have you ever used alcohol?      ( Yes   ( No              ( Past     ( Current     Type_________________ How much? _________  How long? __________  How often? _____________
13.  Do you now or have you ever used tobacco?      ( Yes   ( No              ( Past     ( Current   
 Type_________________ How much? _________ How long? __________ How often? _____________
14.  I have been thinking, feeling or planning to harm myself?            ( Yes   ( No
15.  In the past I have been suicidal &/or have tried to harm myself?  ( Yes   ( No
16.  I have been thinking, feeling or planning to harm another?          ( Yes   ( No

17.  In the past I have attempted to cause harm to another?              ( Yes   ( No
NAME _______________________________     DOB________
date __________
18.  Family or friends who have experienced depression, anxiety or emotional problems? ________________

__________________________________________________________________________________

19.  Family or friends who have experienced suicide/homicide & when?   _____________________________
20.  Traumas in your life, when, where, who: __________________________________________________


__________________________________________________________________________________

21.  Family History:  Parents, Grandparents, Siblings (living/deceased, location, relationship, contact):                                      
__________________________________________________________________________________


__________________________________________________________________________________


__________________________________________________________________________________

22.  The impact of these family members when you were young: ___________________________________


__________________________________________________________________________________

23.  The impact and interaction of these family members with you now: _____________________________


__________________________________________________________________________________24.  Your beliefs about spirituality: ___________________________________________________________
25.  The most difficult times in your life were. 

(1)_______________________________________________________________________________


(2)_______________________________________________________________________________ (3) _______________________________________________________________________________
26.  Your personal strengths that helped you get through the most difficult times in your life:


(1)_______________________________________________________________________________


(2)_______________________________________________________________________________ (3) _______________________________________________________________________________

27.  Your personal limitations include: ________________________________________________________

28.  Your personal characteristics or traits that have caused you the most difficulty are: 

(1)_______________________________________________________________________________

      (2)_______________________________________________________________________________ (3) _______________________________________________________________________________

29.  Your personal support system includes whom?  (friends, family, co-workers. . . . .)


(1)_______________________________________________________________________________


(2)_______________________________________________________________________________         (3) _______________________________________________________________________________

NAME _____________________________     DOB________         date ___________
30.  Any additional information you want Debby Wines to know: ___________________________________


______________________________________________________________________________________________________________________________________________________________________
31. Please initial that you have read and understood this document. ________________________________
NAME _____________________________     DOB________
        date ___________
REQUEST FOR SERVICES
Please initial each paragraph after reading as an indication of your acceptance of the terms & conditions of Debby Wines, M.Ed., LPC and The Counseling & Consulting Center.

I, ________________________________ am voluntarily requesting mental health counseling services from Debby Wines M.Ed., LPC as of this date for myself.  

_____I understand, accept and agree to the responsibility to obtain any/all pre-certifications, authorizations for treatment, and co-pay amounts for treatment, prior to attending my first session.  I will also provide proof of insurance and my driver license.  If I fail to do so, I accept responsibility for payment in full until approval is received.
_____I understand, accept and agree to provide this office with all information concerning any changes of employment, coverage or status, (i.e. cobra); change of address, phone number and contact information.

_____I understand, accept and agree to The Counseling & Consulting Center’s policy that Debby Wines, M.Ed., LPC will remain uninvolved in any and all legal/litigation situations.  Should I decide that it will be necessary for a therapist to assist in a legal situation, I will request a referral to such therapist from either Debby Wines or my insurance company. Should Debby Wines be subpoenaed, I understand that insurance companies do not cover such services; therefore, I will be responsible for all charges at $120.00 per hour. Prior to her court appearance, a minimum amount of $480.00 is payable.  The balance if any will be payable immediately thereafter, and prior to my next session.
_____ I understand, accept and agree that The Counseling & Consulting Center is committed to the confidentiality and privileged communications of all clients as provided by Federal and State laws.  All personnel connected to The Counseling & Consulting Center who may have access to your files (i.e. billing and clerical staff, etc.) are aware of the strict confidential nature of client information and have been provided access to records related only to their job function.  Exceptions to confidentiality may occur as follows:  Debby Wines, M.Ed., LPC/The Counseling & Consulting Center will comply with all current ethical standards and all Texas State and Federal laws.  Be aware that courts may subpoena case files when you are involved in litigation, either past or current records or those in the future. 
NAME _____________________________     DOB________
          date ___________
_____ If you threaten to harm yourself or another person, Debby Wines, M.Ed., LPC and the Counseling & Consulting Center staff will take your threat seriously.  We are legally obligated to notify authorities and take whatever actions necessary to protect you and other people from harm.  This applies to threats made in person, by telephone, or any other form of communication. 
_____I understand, accept and agree that I will be asked to sign a release of information if I request information be shared with other individuals outside of this office.  I may revoke my permission for release of information at any time by submitting written notice. 
____ I understand, accept and agree that if Debby Wines, M.Ed., LPC receives information alleging the abuse or neglect of a child, vulnerable adult or elderly person; she is obligated by law to report this to the appropriate State agency.  
____ I understand, accept and agree that the insurance companies and Employee Assistance Programs (EAP) have determined that counseling sessions are to be 45 minutes in length.  
____ I understand, accept and agree that if I am unable to keep my scheduled appointment, I will notify Debby Wines, M.Ed., LPC at least 24 hours in advance allowing for my appointment time to be filled. Failure to do so will result in a $60.00 “Late Cancellation” or “No Show” fee.  A “Late Cancellation” or “No Show” fee is not covered by any insurance or EAP plan and therefore is an out of pocket expense.  
_____I understand, accept and agree to pay my co-pay at the time services are rendered.
____ I understand, accept and agree that Debby Wines, M.Ed., LPC requests that if I am ill or becoming ill that I will notify her within 24 hours of my appointment whenever possible, and reschedule my appointment.

____ The email address for the Counseling & Consulting Center is essential@charter.net.  Debby Wines’ name will appear as the sender; however, staff may have access to this email account.  

I have read, understand and accept the above policies, terms and conditions, and agree to abide by same.
Signature_______________________________________ 


Date ______________

Debby Wines, M.Ed., LPC __________________________ 


Date ______________
PLEASE CONTINUE TO THE HIPAA INFORMATION ON THE FOLLOWING PAGES
NAME _____________________________     DOB________          date ___________
HIPAA NOTICE OF PRIVACY PRACTICES
I.  THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

II.  IT IS A LEGAL DUTY TO SAFEGUARD YOUR PROTECTED HEALTH INFORMATION (PHI).

The law requires that your PHI is kept private.  The PHI constitutes information created or noted by this office that can be used to identify you. It contains data about your past, present, or future health or condition, the provision of health care services to you, or the payment for such health care. This notice about privacy procedures is required.  This Notice must explain when, why, and how your PHI would be used and/or disclosed.  Use of PHI means when information is shared, applied, utilized, examined, or analyzed within this office; PHI is disclosed when information is released, transferred, given, or otherwise revealed to a third party outside my practice.  With some exceptions, your PHI will not be used or disclosed more than is necessary to accomplish the purpose for which the use or disclosure is made; however, following the privacy practices described in this notice is always legally required.

Please note that the right to change the terms of this Notice and these privacy policies at any time is reserved.  Any changes will apply to PHI already on file in this office.  Before any important changes to policies are made, this notice will be modified and a new copy of it posted in the office.  You may also request a copy of this Notice from the office.  For purposes of this Notice, the use of the word “office” should be taken to mean Debby Wines and her entire office staff.  In all cases when the words “you” or ‘patient” are used, it should be taken to mean “the patient or their parent / legal guardian.”

III.   HOW YOUR PHI WILL BE USED AND DISCLOSED.

Your PHI will be used and disclosed for many different reasons.  Some of the uses or disclosures will require your prior written authorization; others, however, will not.   Below you will find the different categories of uses and disclosures, with some examples.

A. Uses and Disclosures Related to Treatment, Payment, or Health Care Operations Do Not Require Your Prior Written Consent.  Your PHI may be used and disclosed without your consent for the following reasons:

1. For treatment. Your health information may be used to give you medical treatment or services. Your health information may be disclosed to pharmacists and their assistants, and other professionals involved in your care to put in place a treatment plan and to carry out that plan.  For example, if you or your child has ADHD, the doctor, or office staff may need to clarify medication instructions with the pharmacy; obtain prior authorization for certain medications from insurance entities; tell the school nurse when to dispense medication.  In some situations, your health information may be disclosed to other health care facilities or providers who will be treating you. For example, we may disclose health information about you to people outside of this office who provide follow-up care to you, such as physicians and in-patient treatment facilities.

2. For health care operations.  Your PHI may be disclosed to facilitate the efficient and correct operation of this practice. Examples: Quality control - Your PHI might be used in the evaluation of the quality of health care services that you have received or to evaluate the performance of the health care professionals who provided you with these services.  Your PHI may also be provided to attorneys, accountants, consultants, and others to make sure of compliance with applicable laws.

3. To obtain payment for treatment.  Your PHI may be used and disclosed to bill and collect payment for the treatment and services provided to you.  Example: Your PHI might be communicated to your insurance company or health plan in order to get payment for the health care services that have been provided to you.  Your PHI may also be provided to business associates, such as billing companies, claims processing companies, and others that process health care claims for this office.

4. Other disclosures.   Examples: Your consent isn’t required if you need emergency treatment provided that this office attempts to get your consent after treatment is rendered.  In the event that this office tries to get your consent but you are unable to communicate (for example, if you are unconscious or in severe pain) but is reasonable to assume that you would consent to such treatment if you could, your PHI may be disclosed.  In any other situation not described in Sections IIIA, IIIB, and IIIC above, your written authorization will be requested 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.

IV. WHAT RIGHTS YOU HAVE REGARDING YOUR PHI.

These are your rights with respect to your PHI:
_________ /__________________________________________  
   Initials                             Signature
NAME _____________________________     DOB________           date ___________
A. The Right to See and Get Copies of Your PHI.  In general, you have the right to see your PHI that is in my possession, or to get copies of it; however, you must request it in writing.  You will receive a response from me within 15 days of my receiving your written request.  Under certain circumstances, your request may be denied.   If so you will receive the reason for denial in writing. You also have the right to have the denial reviewed.  There will be a charge for copying your PHI.

B. The Right to Request Limits on Uses and Disclosures of Your PHI.  You have the right to ask that use and disclosure of your PHI be limited and how.  While your request will be considered, this office is not legally bound to agree.  If your request is agreed to, those limits will be put in writing and abided to except in emergency situations.  You do not have the right to limit the uses and disclosures that I am legally required or permitted to make.

C. The Right to Choose How Your PHI is Sent to You.  It is your right to ask that your PHI be Sent to you at an alternate address (for example, sending information to your work address rather than your home address) or by an alternate method (for example, via email instead of by regular mail).  This office is obliged to agree to your request providing that the PHI can be rendered, in the format you requested, without undue inconvenience.

D. The Right to Get a List of the Disclosures Made.  You are entitled to a list of disclosures of your PHI made by this office. The list will not include uses or disclosures to which you have already consented, i.e., those for treatment, payment, or health care operations, sent directly to you, or to your family; neither will the list include disclosures made for national security purposes, to corrections or law enforcement personnel, or disclosures made before the date 4/15/03.   After the date 4/15/03, disclosure records will be held for six years.

Your request for an accounting of disclosures will be responded to within 60 days of receiving your request in writing.  The list will include disclosures made in the previous six years (the first six year period being 2003-2009) unless you indicate a shorter period.  The list will include the date of the disclosure, to whom the PHI was disclosed (including their address, if known), a description of the information disclosed, and the reason for the disclosure.  The list is offered to you at no cost, unless you make more than one request in the same year, in which case a reasonable sum will be charged based on a set fee for each additional request.

E. The Right to Amend Your PHI.  If you believe that there is some error in your PHI or that important information has been omitted, it is your right to request correction of the existing information or addition of the missing information.  Your request and the reason for the request must be made in writing.  You will receive a response within 60 days of receipt of your request.  Your request may be denied, in writing, if: the PHI is (a) correct and complete, (b) forbidden to be disclosed, (c) not part of the records, or (d) written by someone other than this office.  Denial must be in writing and must state the reasons for the denial.  It must also explain your right to file a written statement objecting to the denial.  If you do not file a written objection, you still have the right to ask that your request and the denial be attached to any future disclosures of your PHI.  If your request is approved, the change(s) will be made to your PHI.  Additionally, you will be told that the changes have been made, and all others who need to know about the change(s) to your PHI will be advised.

V. HOW TO COMPLAIN ABOUT PRIVACY PRACTICES

If, in your opinion, your privacy rights have been violated, or if you object to a decision made about access to your PHI, you are entitled to file a complaint with the person listed in Section VI below.  You may also send a written complaint to the Secretary of the Department of Health and Human Services at 200 Independence Avenue S.W. Washington, D.C. 20201.  If you file a complaint about privacy practices, no retaliatory action will be taken against you.

VI. PERSON TO CONTACT FOR INFORMATION ABOUT THIS NOTICE OR TO COMPLAIN ABOUT PRIVACY PRACTICES

If you have any questions about this notice or any complaints about my privacy practices, or would like to know how to file a complaint with the Secretary of the Department of Health and Human Services, please contact: Debby Wines, 310 Williams, Rockwall, TX 75087. --- Ph # 817-461-5460. 
VII. EFFECTIVE DATE OF THIS NOTICE                            This notice went into effect on April 14, 2003. 

______________________________________
_____________                      Department of State Health Services

Client or parent of minor child signature

Date                                         Licensed Professional Counselors











         1100 West 49th street











         Austin, Texas  78756                                                                                                                                                                     ______________________________________

_____________        512.834.6658 
Debby Wines, M.Ed., LPC


              Date
9

