JORDAN VALLEY COUNSELING

CLIENT INTAKE INFORMATION

	PATIENT NAME                                                                   BIRTH DATE                          HOME PHONE               CELL PHONE                      MESSAGES OK?   □   YES           □   NO        






                           

                                                                                                                                                             EMAIL:

	ADDRESS


	CITY                                                                                 STATE                    ZIP



	HOW DID YOU LEARN OF OUR OFFICE?
	

	MARITAL STATUS:                             □     NEVER MARRIED                         □      MARRIED  
	    □  DIVORCED                         □     SEPARATED                             □      WIDOWED

	PRESENT MARRIAGE:  DATE                                 CITY
	                       SPOUSE

	PREVIOUS MARRIAGE(S:)



	

	                                                                                                                                     CHILDREN  (NAMES AND AGES)

	1
	5

	2
	6

	3
	7

	4 
	8

	EMPLOYER 
	PHONE
                                              MESSAGE OK?       □    YES                  □   NO

	EMPLOYER  (SPOUSE OR PARTNER)
	PHONE

                         MESSAGE OK?       □    YES                  □    NO

	RESPONSIBLE PARTY                                                                                                                
                                     RELATIONSHIP TO PATIENT                                                        

\

	ADDRESS


	CITY                                                                       STATE                                       ZIP

	NAME AND ADDRESS OF FRIEND OR RELATIVE NOT LIVING WITH YOU                                                                                                                                          RELATIONSHIP





SERVICES PROVIDED TO PATIENTS/CLIENTS OF JORDAN VALLEY COUNSELING WILL BE FOR THE PURPOSE OF ASSESSING, DIAGNOSING, AND TREATING MENTAL HEALTH ISSUES AMENABLE TO TREATMENT IN THE OUTPATIENT SETTING OF JORDAN VALLEY COUNSELING, AND WILL BE PROVIDED BY PRACTITIONERS LICENSED OR LEGALLY UNDER SUPERVISION TO PROVIDE SUCH SERVICES.

I UNDERSTAND THAT I (AND/OR MY THIRD-PARTY PAYER) WILL BE CHARGED FOR THESE SERVICES BASED ON THE CURRENT HOURLY RATES.

I UNDERSTAND THAT I MAY BE CHARGED A LATE CANCEL OR NO-SHOW FEE FOR ANY APPOINTMENT CANCELLED LESS THAN 24 HOURS AND THAT SUCH A CHARGE WILL NOT BE BILLED TO MY INSURANCE COMPANY.

AUTHORIZATION TO RELEASE INFORMATION: I UNDERSTAND THAT, AS REQUESTED BY ME, THE MINIMUM NECESSARY HEALTH INFORMATION WILL BE RELEASED TO ANY THIRD-PARTY PAYERS AS NEEDED FOR BILLING PURPOSES AND I ASSIGN DIRECT PAYMENT OF BENEFITS FROM INSURANCE CLAIMS OR OTHER THIRD-PARTY PAYMENTS DIRECTLY TO JORDAN VALLEY COUNSELING.

AS A PARENT OR GUARDIAN, I ASSUME FINANCIAL RESPONSIBILITY FOR SERVICES RENDERED IN BEHALF OF A MINOR UNTIL THE AGE OF 18 OR UNTIL MINOR CHILDREN ARE NO LONGER ELIGIBLE AS INSURED UNDER MY HEALTH INSURANCE.

JORDAN VALLEY COUNSELING DOES NOT HAVE A CRISIS SERVICE.  HOWEVER, THERE IS 24 HOUR VOICE MAIL AND THERE IS NOTIFICATION WHEN A MESSAGE IS LEFT.  CALLS WILL BE RETURNED TO CLIENTS AS PROMPTLY AS POSSIBLE.  TRUE CLIENT EMERGENCIES CAN BE MANAGED BY CLIENTS CALLING 911 OR GOING TO A HOSPITAL EMERGENCY ROOM.

_________________________________________________________________ 

Signed                                                                          Date


RECEIPT OF NOTICE OF PRIVACY PRACTICES. I UNDERSTAND THAT THE INFORMATION OBTAINED CONCERNING ME OR MY MINOR CHILD WILL BE KEPT PRIVATE IN THE MANNER OUTLINED AND DESCRIBED IN THE NOTICE OF PRIVACY PRACTICES.  THE NOTICE ALSO DESCRIBES MY RIGHTS ASSOCIATED WITH MY HEALTH INFORMATION.  JORDAN VALLEY COUNSELING IS REQUIRED BY THE FEDERAL HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA) TO PROVIDE EACH CLIENT OR GUARDIAN WITH A COPY OF THE NOTICE OF PRIVACY PRACTICES.  WE ARE ALSO REQUIRED TO OBTAIN EACH CLIENT’S ACKNOWLEDGMENT THAT THEY HAVE RECEIVED THE NOTICE.

I ACKNOWLEDGE RECEIPT OF THE NOTICE

______________________________________________________________________

Signed                                                                            Date



EXCEPTIONS TO PRIVACY OF INFORMATION OBTAINED CONCERNING ME OR MY MINOR CHILD:
IF I SIGN A RELEASE SPECIFYING TO WHOM THE INFORMATION IS TO GO, WHAT INFORMATION I WANT RELEASED AND FOR WHAT PURPOSE AND FOR WHAT TIME PERIOD INFORMATION MAY BE RELEASED
UPON A PROPER COURT ORDER MY RECORDS AND/OR THE TESTIMONY OF MY THERAPIST MAY BE RELEASEDWHEN IT APPEARS I MAY BE A DANGER TO MYSELF OR OTHERS
WHEN IT IS NECESSARY TO COMPLY WITH STATE STATUTES, E.G. WHEN CHILD ABUSE IS SUSPECTED OR A PHYSICAL WOUND IS PRESENT
MY FINANCIAL OBLIGATION, NAME AND ADDRESS MAY BE REFERRED TO OUTSIDE COLLECTION AGENCIES, INCLUDING SMALL CLAIMS COURT, IF MY ACCOUNT IS DELINQUENT OVER 60 DAYS
CONTACT WITH  MY HEALTH  MANAGEMENT ORGANIZATION FOR COORDINATION OF CARE

	OFFICE USE ONLY: Therapist:                                                                                              DX:


