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Please complete all pages (pages 2 through 6)
INTAKE FORM

Name of Client ___________________________________________________   

Date of Birth         /       /        Age ____ Sex ____ 

Street Address _____________________________________________________ 

City _________________________  State ______________ Zip _______________ 

Home Phone __________________    Cell Phone _________   _________

Work Phone ___________________   Email   _________________________________

Occupation ___________________________________________________ 

Education (Yrs Completed) __________

Marital Status (Circle): Single / Married / Separated / Divorced / Widowed / Cohabitating

Name of Spouse/Partner ___________________________________________ 

No. of years in relationship or married _________




Parent Information (for minor clients, under 18 )

Parent Name ____________________________________________   

Date of Birth         /       /        Age ____ Sex ____ 

Street Address ______________________________________________________

City __________________________ State ______________ Zip _______________ 

Home Phone __________________ ____  Cell Phone _________   ____________________
Work Phone _______________________   Email   _________________________________

Occupation ________________________  Education (Yrs Completed) _________________
Children (or siblings)

	Full Name 
	Sex
	Age
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Names of those currently living in your home?

How did you find us (friend, name of physician, internet search)? 

Why are you currently seeking counseling? 

____________________________________________________________________________
____________________________________________________________________________
Insurance information

Name of insurance carrier: ________________________________________________________

Provider telephone number: _______________________________________________________ 

Group Number________________________ Member Number: _______________________ 

Last 4 digits of SS No.: ________________

 NOTICE OF PRIVACY PRACTICES

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.

How We Collect Information About You: Adaptive Therapy collects data through a variety of means including but not necessarily limited to letters, phone calls, emails, voice mails.

What We Do Not Do With Your Information: Information about your financial situation and medical conditions and care that you provide to us in writing, via email, on the phone (including information left on voice mails), contained in or attached to applications, or directly or indirectly given to us, is held in strictest confidence.

We do not give out, exchange, barter, rent, sell, lend, or disseminate any information about applicants or clients who apply for or actually receive our services that is considered patient confidential, is restricted by law, or has been specifically restricted by a patient/client in a signed HIPAA consent form.

I understand that:

· I have the right to not give this consent, however, I also understand that my Health Care Provider does not have to treat me if I do not sign this consent.

· I have the right to request restrictions on this consent and to request limits on when and how my Health Care Provider uses and discloses my Protected Health Information, however, I understand my Health Care Provider is not obligated to agree to the restrictions or limitations I request.

· If my Health Care Provider agrees to a restriction, my Health Care Provider shall be bound by the restriction until I release my Health Care Provider from that restriction.

· I have the right to revoke my consent, however, it shall not be considered revoked to the extent my Health Care Provider has relied on it.

I hereby consent to all the uses and disclosures in my Health Care Provider’s Notice of Privacy Practices.

Phone calls

Adaptive Therapy may call me, as well as leave messages for me at 

Home 

Work  
Cell  

Email

Can Adaptive Therapy contact you via email with information about upcoming events or the forming of new therapy groups (emails will never exceed once per month)?

Yes  
  
No  

____________________________________        ________________________________

Client – Printed Name                              Guardian/Parent – Printed Name

____________________________________      ________________________________

Client Signature                                     Guardian/Parent Signature

_____________________________________

Date

Fee Agreement

Payments & Insurance Reimbursement: 

The fee for your sessions are payable via cash, check, debit or credit card. You are expected to pay your session fee at the end of each session unless other arrangements have been made. 

Clients who carry insurance should remember that professional services are rendered and charged to the client and not to the insurance company. Unless agreed upon differently, I will provide you with a copy of your receipt on a monthly basis, which you can then submit to your insurance company for reimbursement if you so choose. Please be aware that submitting a mental health invoice for reimbursement carries a certain amount of risk. Not all issues/conditions/problems dealt with in psychotherapy are reimbursed by insurance companies. It is your responsibility to verify the specifics of your coverage.

Cancellation Policy: 

Since the scheduling of an appointment involves the reservation of time specifically for you, a minimum of 24 hours (1 day) notice is required to re-schedule or cancel an appointment. If an appointment is missed without notice or canceled with less than 24 hours notice, a “no show” fee of $40 will be charged to your account (unless we are able to find a mutually agreeable time to reschedule the appointment within the same week).

Court fees:


Any and all court appearances are billable at $200 per hour, with a four hour minimum. Travel costs to and from court are billable at $75 per hour.

I have read the above Fee Agreement document carefully, and I understand it and agree to comply with all its terms and conditions:

____________________________________________________         Date: ______________

Client Signature

_____________________________________________________       Date:_______________

Clinician signature
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Family and Marital Counseling



Hypnotherapy & Hypnosis

109 LaGrange Avenue, Suite 102   La Plata, MD 20646
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