SUMMIT COUNSELING

REGISTRATION FORM

	***PAYMENT IS DUE AT TIME OF SERVICE***

	Today’s date:
	*Please Print All Information*

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is this your legal name?
	If not, what is your legal name?
	Social Security Number:
	Birth date:
	Age:
	Sex:

	( Yes
	( No
	
	
	       /          /
	
	( M
	( F

	Street address:
	Home phone number:
	Cell phone number:

	
	(          )
	(          )

	P.O. box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Employer:
	Employer phone no.:

	
	
	(          )

	Referred By:  (please check one box):
	( Dr.
	
	( Insurance Plan
	( Hospital

	( Family
	( Friend
	( Close to home/work
	( Yellow Pages
	( Other
	

	Other family members seen here:
	

	

	INSURANCE INFORMATION

	(Please give your insurance card to the receptionist.)

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	
	       /         /
	
	(          )

	Is this person a patient here?
	( Yes
	( No
	
	

	Occupation:
	Employer:
	Employer address:
	Employer phone no.:

	
	
	
	(          )

	Is this patient covered by insurance?
	( Yes
	( No
	

	Please indicate primary insurance
	( Blue Cross
	( Blue Shield
	( United Healthcare
	( Cigna
	( Tricare

	( Primary Health
	( Aetna
	( First Health
	( EAP (see attached form)
	( Other
	

	Subscriber’s name:
	Subscriber’s S.S. no.:
	Birth date:
	Group no.:
	Policy no.:
	Co-payment:

	
	
	       /       /
	
	
	$

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	( Other
	

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	
	
	
	

	Patient’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	( Other
	

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	
	
	(          )
	(          )

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the clinician. I understand that I am financially responsible for any balance still pending over 30 days, and co payment is due at time of service. I also authorize Summit Counseling or my insurance company to release any information required to process my claims.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	


Summit Counseling

Patient Health Data
Name:__________________________________________   Birth Date:__________________   Age: ____     Sex:   M / F   

Parent/Guardian:___________________  Family Physician: ________________________ Date of last physical:________

Current Medical Concerns/Treatments: ___________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________

Please list all current medications.  Include over the counter medications:

Medication

Strengths

Directions

Purpose

Prescribed by:________
__________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History: Has anyone in your family had a history of:

Nervousness or mental illness
Y
N
If yes, who ______________________________________________

Alcohol or drug use

Y
N
If yes, who ______________________________________________

Diabetes


Y
N
If yes, who _____________________________________________

Prior psychiatric/psychological treatment: 

Psychiatric hospitalizations: (dates and reason) ____________________________________________________________

Prior psychiatrists: (dates) _____________________________________________________________________________

Prior therapist: (dates) _______________________________________________________________________________

Health History: (circle all that apply)  

Smoke
     Y     N     (how many packs per day?) _______
Seizures


Y
N

Drug Use:   






Loss of consciousness 

Y
N

Marijuana   Y     N     (how much/how often?) _________
Recurring headaches

Y
N

Cocaine      Y     N     (how much/how often?) _________
Vertigo/dizziness

Y
N

LSD
     Y     N     (how much/how often?) _________
Bed wetting


Y
N

PCP
     Y     N     (how much/how often?) _________
Cancer



Y
N

Stimulants  Y     N     (how much/how often?) _________
Blood disease


Y
N

Alcohol
     Y     N     (how much/how often?) _________
Skin ulcers/lesions

Y
N

Caffeine     Y     N     (how much/how often?) _________
Current nausea/vomiting
Y
N

History of physical abuse
Y
N


Recent loss/death in family
Y
N

History of sexual abuse

Y
N


Change in appetite

Y
N

Psychological abuse

Y
N


Stomach ulcers


 Y
N

Thyroid Problem

Y
N


Stroke



Y
N

Fainting



Y
N


High blood pressure

Y
N

Shortness of breath

Y
N


Chest pain


Y
N

Possible verifiable pregnancy
Y
N


Divorce



Y
N
Liver disease


Y
N


Motor Difficulties

Y
N

Sleep difficulties


Y
N


Head Injury


Y
N

List known allergies: _________________________________________________________________________________

List serious medication side effects: _____________________________________________________________________

This medical history is complete and correct based on my knowledge.  I authorize the release of any Protected Health Information (PHI) necessary and authorize payment of medical/mental benefits to the provider from my insurance carrier.  Summit counseling has advised me that certain services provided to me by this office may not be reimbursed by my insurance.  I have elected to proceed and have those services provided to me with full knowledge and understanding that any charges incurred, to include telephone contracts, time spent on written requests/reports, and client no shows/no calls, are my responsibility regardless of insurance status.  At my request a copy of this disclosure will be provided and explained to me.  

I request payment of authorized private insurance benefits for any and all services furnished to me be made to Summit Counseling, on my behalf.  I consent to an authorize Summit Counseling to provide pertinent information to bill my insurance benefits and any other PHI concerning me to release information needed to determine those benefits payable for related services.  

Date: _________________

Client Signature: _________________________________________________

Parent or Guardian: _______________________________________________
Summit Counseling

Informed Consent

This handout is being made available to you to help summarize some of the important aspects of the therapy services being offered through Summit Counseling.  Our therapists offer solution-focused services for a broad range of issues.

Our sessions are considered confidential. There are a number of Idaho Statues, however, that do not allow total confidentiality.  There are certain circumstances when mental health professionals may be required to break confidentiality.  These circumstances may include: 

· If the client presents a clear and present danger to himself and refuses to accept recommended and appropriate treatment, the clinician may release relevant information to protect the client.
· If the client communicates to the clinician an actual threat of physical violence or has a history of violence which is known to the clinician, and the clinician has a reasonable basis to believe that there is a clear and present danger of physical violence against a clearly identified or reasonably identifiable victim(s), relevant information may be released to protect the potential victim(s). 
· If there is a threat of imminently dangerous activity by the client against himself, herself or another person(s), the clinician may disclose client communication for the purpose of placing or retaining the client in a psychiatric hospital.  

· If the client introduces his/her mental condition as an element of claim or defense in a legal proceeding, the judges may order clinician to disclose confidential client communications.

· In any case of child custody or adoption, a judges may order the clinician to disclose confidential client communications if the judges determines that the clinician has evidence bearing significantly on the client’s ability to provide suitable care or custody and it is more important to the welfare of the child that the communication be disclosed than that of the relationship between client and the clinician be protected.

· If, after death of the client, any party acting on the behalf of the decendant introduces evidence of the client’s mental condition as an element of claim or defense, the judges may order the clinician to disclose confidential communications.

· The clinician may provide diagnostic or treatment information to an insurance company or review board, non-profit hospital or medical service corporation, or health maintenance organization for the purpose of administration or provision of benefits and expenses.

· If the clinician, in his/her professional capacity, has reasonable cause to believe that a child, under the age of eighteen years is suffering serious physical or emotional injury resulting from abuse inflicted upon the child (including sexual abuse), or from negligence (including malnutrition), the clinician is required to report the information to the authorities. 

· If the clinician has reasonable cause to believe that an elderly person (over the age of 60) or handicapped disabled person over the age of 17 has died or is suffering abuse, the clinician may be obligated to report this information to the proper state agency. 

If you have any concerns about these limitations on confidentiality, or other questions in this regard, your therapist will be willing to discuss these issues in more depth.

Finally, it is important that you recognize that therapy has risks as well as potential benefits.  In general, we believe the potential benefits outweigh the risks, but there are people undergoing therapy that actually can have more symptoms and more dysfunction before they can get better.  There are types of therapy that have more potential risks than others.  Please take an active part in participating with your therapist in discussing his or her understanding of the identified problem and the potential pluses and minuses of the recommended therapy plan. If you are uncomfortable with that, do feel free to request that your therapist talk with one of his/her colleagues or supervisors with regard to the help being provided to you.

You have taken an important step towards helping yourself by this appointment.  Please be open with your therapist about anything that needs further clarification.

Date: ___________________

Client Signature: ______________________________________________






Parent or Guardian: ____________________________________________
Summit Counseling 
Policies and Practices

Thank you for choosing Summit Counseling as your mental health provider.  We are committed to giving you excellent service and treatment.  The following are our polices and practices which we require you to read and sign prior to any treatment.  

All clients must complete our “Registration Packet” before seeing a clinician. 

Full payment or co-payment is due at the time of service.  We accept cash, checks, Visa/MasterCard, Debit cards and post dated checks up to ten days. 

Regarding Insurance:
Your Insurance policy is a contract between you and your insurance company.  We are not a party to that contract.  We do, however, bill insurance companies as service to our clients.   

If your insurance has not paid your account in full within thirty days of billing, we will require the balance to be paid in full.  We will, however, make every effort to help you resolve any problems your insurance may have with paying your claim.

Emergency Situations:
For emergencies after hours or on weekends, please call (208) 794-6549.
Reasons for Termination of Clinician-Client Relationship: 
· If you feel that you are not compatible with your clinician, arrangements can be made for you to be seen by another clinician.

· If you are not complying with your clinician’s recommendations and orders, he/she may request to discontinue treatment.

· If you are not meeting financial obligations, your clinician may discontinue treatment.

· If you are disruptive or inappropriate toward staff, care may be terminated.

· Dishonesty and/or deceitfulness may require termination of the treatment relationship.

Please let us know if you have any questions or concerns.

I have read the SUMMIT COUNSELING Policies and Practices.  I understand and agree to comply with the above.  

Date: _______________

Client Signature: ___________________________________

Witness: _____________

Parent or Guardian: _________________________________
Summit Counseling 

HIPPA Consent Form
Consent for the Purposes of Treatment, Payment and Healthcare Operations. 

I consent to the use or disclosure of my Protected Health Information by Summit Counseling for the purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of Summit Counseling

I understand I have the right to request as to how my Protected Health Information (PHI) is used or disclosed to carry out, treatment, payment or healthcare operations of the practice. Summit Counseling is not required to agree to the restrictions that I may request.  However, if Summit Counseling agrees to a restriction that I request, the restriction is binding on Summit Counseling.

I have the right to revoke this consent, in writing, at any time.  I may not revoke an authorization to the extent that 

1) Summit Counseling has relied on that authorization/taken action in reliance on this consent, or

2) If the authorization was obtained as a condition of obtaining insurance coverage.

My “Protected Health Information” means health information, including my demographic information, collected fro me and created or received by my clinician, another health care provider, a health plan, my employer or health care clearinghouse.  This PHI relates to my past, present or future physical or mental health or condition and identifies me, or there is a reasonable basis to believe that information may identify not limited to: reporting child abuse, serious threat to health or safety; judicial and administrative proceedings; health oversight activities). 

I understand that I have a right to review Summit Counseling’s Notice of Privacy Practices prior to signing this document.  The Summit Counseling’s Notice of Privacy Practices has been provided to me.  The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information that will occur in my treatment, payment of my bills or in the performance of health care operations at Summit Counseling.  The Notice of Privacy for Summit Counseling is also provided at Summit Counseling’s office.  This Notice of Privacy also describes my rights and Summit Counseling’s duties with respect to my PHI.

Summit Counseling reserves the right to change the privacy practices that are described in the Notice of Privacy Practices.  I may obtain a revised notice of privacy practices by calling the office and requesting a revised copy be sent in the mail or asking for one at the time of my next appointment.

Date: ________________             Client Signature: ___________________________________________

   Parent or Guardian: _________________________________________

	SUMMIT COUNSELING

	REGISTRATION FORM

	

	EMPLOYEE ASSISTANCE BENEFITS (EAP) INFORMATION

	Are you eligible for EAP Benefits:             YES           NO

	EMPLOYER:

	

	Most EAP Benefit Plans require preauthorization, the member must make the first phone call

	

	Name of EAP Company: 

	Have you called for authorization?           YES          NO

	If YES, how many sessions were approved?

	What is the Authorization Number:

	Authorization Date:

	EAP Expiration Date:

	Any special billing instructions:

	.

	ALL EAP INFORMATION MUST BE FURNISHED PRIOR TO, OR ON DAY OF FIRST APPOINTMENT.

	WITHOUT THE AUTHORIZATION NUMBER, YOU WILL BE RESPONSIBLE FOR PAYMENT IN FULL

	

	Reason for Seeking Mental Health Services:

	

	Please list Name & DOB of other family members/significant others that you want to be involved in the treatment:

	.

	.

	

	We make every effort to provide reminder calls for scheduled appointments. Please indicate here if you would prefer to NOT receive these calls:

	

	

	CANCELLATION AND NO SHOW POLICY:

	We require a minimum of 24 hour notice if you need to cancel or change your appointment.  If the cancellation does not occur at least 24 hours prior to your scheduled appointment time, you WILL be charged.  Insurance will not pay for this fee, and the fee must be paid in full prior to your next scheduled appointment.  If you need to cancel your appointment less than 24 hours in advance and we are able to fill that opening, you will not be charged.  If we cannot fill the opening, your fee will be $35.00.   If you "NO SHOW" your appointment (don't call to cancel or show up for your appointment), you will be charged $60.00.  

	

	Please sign and date (above) acknowledging receipt of the "cancellation and no show policy."


