                                                                       
             Integrative Psychotherapy Policies & Intake information
In order to avoid any misunderstanding that could detract from the therapeutic process, please read the following policies and procedures carefully:
1. Individual sessions are 50 minutes in length. Groups are 90 minutes in length.  
                 Your fee for counseling will be ____________ per session.               Carrier Name________________________
                      For insurance, your co-pay will be ______________per session.  ID or Auth #________________________
    2. 	All information we discuss is held strictly in confidence      
                 A) You authorize the release of information by signed consent
                B)  The therapist is ordered by a court order to release the information
                C) You indicate that you are a physical danger to yourself or others
                D) Dependent Adult abuse is known or suspected
                E) Child Abuse is known or suspected
                F)  For insured: electronic billing and audits by health insurance
3.            Twenty four hours notice is required to reschedule or cancel an appointment. The full fee      
           is usually charged for sessions cancelled or re-scheduled without 24 hour notice.
4.	I understand that all communication that utilizes the internet or phone—such as text may be at
[bookmark: _GoBack]	risk of confidentiality breech which is beyond the control of the practitioner—I accept the risk.  
5.            Unless other arrangements are made, clients pay for each session at the time of their 
                sessions. At this time, we accept MHN, Blue Sheild, Cigna  and Magellan Health insurances.
6.           When you feel you are ready to stop therapy it is important for your to discuss this 
                before actually terminating care. This gives you the opportunity to close and 
                summarize your work, and for referrals to be made as needed for further or future care. 
                Please allow a minimum of one session notice before termination for your well being.
7.            Separate charges will be made for written reports, court appearances, or meetings 
               attended on a client’s behalf. Arrangements would need to be made before hand. 
8.            When working with partners or in families, the Therapist will maintain a “No Secrets” policy. 
Please discuss with me directly any of the policies and procedures that make you feel uncomfortable or that you don’t understand. 
I have read and agree with these policies: ______________________________


I agree to treatment: 
Client Name _____________________ Signature_______________________________ Date__________
Partner Name_____________________Signature_______________________________Date__________
Address___________________________________________________________________________________
Home Phone____________________ Work Phone_________________ Cell Phone______________________   
  email address__________________________________                                           
Please answer all the following questions. This and all other information given to me will be regarded as strictly confidential, and will not be release to anyone without your written consent. 
Name______________________________________________	Date________________________________
Address___________________________________________	Date of Birth______________________
____________________________________________________	Age_________
Primary Phone____________________________________	Marital Status_____________________
Alternative #_____________________________________	How long?________________________
Is it okay for me to identify myself should I call you?  Yes   or   NO     please circle one
List Children and their ages: ______________________________________________________________________________________________________________________________________________________________________________________________________________
What are the reasons you are seeking counseling at this time?
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Names and dates of prior counseling or treatment you have received:
______________________________________________________________________________________________________________________________________________________________________________________________________________Are you currently taking any medications?   If so please list:
_______________________________________________________________________________________________________
Person to notify in case of an emergency:
Name__________________________________________phone______________________relationship_____________
