Adult, Child, and Family Counseling Center, PA
	Patient name:                                                                                                Male or Female                                              

Date of Birth:

	Insurance Holder’s name:                                                                               Male or Female

Date of Birth:

Responsible Party: (if patient is a minor, the responsible party is the individual signing the paperwork)

Date of Birth:

	Local Address:                                                                                           

	City/State/Zip:                                                                                          

	Home #                                                    

Cell #                                            

Work #

Email address: ( if you would like an e-mail confirmation of your appointment)



	Patient SS#                                                                                                      

	Insurance Holders SS#                                                            


INSURANCE INFORMATION: Front office only
	Insurance Company:                                             

Group #:                                

 ID#:

	Insurance Phone #  

Insurance Address (if needed):                            

	Authorization #                                    Number of Visits:                        Term Dates: 

                                        :                                                   

	Copay:                       Deductible:                  Deductible met:                   Coverage: IT / FT/ Group                                        

	Referral Needed:    Yes/ No      Primary Doctor:                              Primary Clinic

	Therapist Assigned:                                                         In Network: Yes/ No

	Date of First Appointment: 


Please Read & Sign/Date ALL of the follow this will ensure you know our policies whether they apply to you or not, Thanks!

Release of Medical Information:






                  

	I authorize the release of any personal information concerning my (or my child's) mental health care, advice, and treatment necessary to process this insurance claim.   I permit a copy of this authorization to be used in the place of the original.

________________________________________________________            ___________________

Signature                                                                                                             Date


Assignment of Benefits:

	I authorize the release of medical benefits to Adult, Child, and Family Counseling Center, P.A. described on insurance claim forms.  I also understand that this assignment of benefits is irrevocable and a photo copy shall be considered as legal and binding as the original.

________________________________________________________            __________________

Signature                                                                                                             Date


Payment Policy:

	All professional services rendered are due at the time of service unless insurance is applicable.  We will file insurance, but all co-pays, co-insurance and deductibles are due at the time of service.  Non-covered services and balances after insurance payment will be billed to the patient.  I understand that I am responsible for the total charges of services rendered.

_____________________________________________________                 ____________________

Signature                                                                                                            Date


Fee Policy: IMPORTANT    PLEASE READ 

	1. There will be a $40.00 charge for all no shows (A no show is any appointment that is not cancelled with at least  24 hour notification).  Fees must be paid at next appointment. After two no shows you can be dropped as a client from our facility. 

2. A reasonable fee will be charged for the writing of letters, fees are set by individual therapist. 

3. A $25.00 fee will be charged for the copy of your medical records.

4. A court fee of $200.00 per hour will be charged to the client. This fee is accessed if you need the therapist to go to court.

5. Should any balance become 30 days or more past due the account will be sent to a collections agency. An additional charge of 40% will be added to the balance for collection fees. 

6. A 40.00 fee will be charged for NSF checks. 

_____________________________________________________                 ____________________

Signature                                                                                                            Date


Personal History Questionnaire

To provide the best possible service, we have found it very helpful to obtain information contained in this questionnaire.  Answer all questions that pertain to you and your situation.  If any questions arise about an item in the questionnaire, please address them with your appointed therapist.  Please print clearly.  All information you provide will be kept confidential within the limits of confidentiality (included in this packet for your signature).

What is the reason for your visit? _____________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

***********************************************************************************************************************

Marital Status

Marital status:    Never married       Married         Divorced        Widowed       Separated

Name, age & DOB of spouse _________________________________________________________

How long married? _______________  Number of previous marriages _________________________

If spouse does not reside with you, where does spouse reside? _______________________________

Spouse’s occupation & place of work  ____________________________Work Phone ______________

*************************************************************************************************************************

Family History
List names, ages and gender of children in the home. 

Name                                                                 age                                                  M / F

__________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________

Please list names of other family members living out of the home or other persons living in the home.

Name                                                              age                                       M / F           lives with         

__________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Educational / Work History
What is the last grade you completed, including GED? ________________________________________

Occupation ___________________________________________________________________________

Where do you work?_____________________________ How long have you worked there?___________

*************************************************************************************************************************

Legal History
List any trouble you may have had with civilian police / authorities, including as a juvenile.  (Exclude minor traffic violations, etc.)  ____________________________________________________________________________________

____________________________________________________________________________________

Are you in any current legal trouble? If so, please explain.       

____________________________________________________________________________________

____________________________________________________________________________________

*************************************************************************************************************************

Medical History
Are you presently being treated by a physician for any medical conditions?       Yes         No

If so, please describe __________________________________________________________________

____________________________________________________________________________________

List any medications you are currently taking. ______________________________________________

____________________________________________________________________________________

Have you ever seen a counselor before?       Yes            No

If yes, please indicate who, when and for what reason  _______________________________________

____________________________________________________________________________________

How many glasses of wine, beer, or liquor do you have weeknights? _________  Weekends? _________

*************************************************************************************************************************

Please circle any of the following which apply to you. If another family member accompanied you today.  Please indicate their symptoms as well.

can’t relax
eating too much
smoking too much 
crying too easily

argue a lot 
money problems 
can’t get to sleep
no appetite

worry a lot
stomach trouble 
drinking too much
rapid heartbeat

feel helpless
anxious and afraid
tired all the time
think of suicide

uptight
weight gain
feeling sad
want to hurt others


lying a lot
losing temper
destroying things
can’t concentrate

headaches
marriage problems
taking too many drugs
stealing

feel hopeless
sleeping too much
can’t enjoy sex
nightmares


feel lonely
feel guilty
want to run away
avoiding people


feel confused 
putting things off
can’t stay asleep
weight loss

have attempted suicide

drinking too much
blackouts

