Primary Client (Payor, in whose name you want the account)

Counseling Associates, P.C. Client Information and Consent

NAME: 
Social Security#: 





ADDRESS:
HOME PHONE: 






WORKPHONE:






Zip
CELL PHONE:




_______

EMAIL:












_______

Providing the above information authorizes us to communicate with you including leaving messages at these destinations.

DATE OF BIRTH: 






AGE:






EMPLOYER:





OCCUPATION:




_______
EDUCATION:



SCHOOL or COLLEGE: 




______________
Married?

Date 

or, other committed partner?






Partner's name: 






Age:




_______

Previous marriage(s)?













Quality of present relationship?









_______
CHILDREN'S NAMES:





AGES:




_______










                                                
_______










                                                 
_______










                                                 
_______

REFERRED BY:











_______

PRIVATE PHYSICIAN:










_______

CURRENT MEDICATIONS: Name? What for? 







_______

PHYSICAL HEALTH PROBLEMS:(Past or Present)

Hospitalizations? 











_______

Chronic Illnesses? 













Traumatic Injuries? 













PREVIOUS COUNSELING OR PSYCHOTHERAPY:(Name,place,and dates)
Psychological illness in other family members? 







_______














___


Number of any Siblings in your family of origin? 







_______

Your Birth order in the family? 

Quality of life in your family of origin?___________


_______

Any History of abuse or neglect? 









_______

Use of alcohol/drugs in your family, including yourself? 






_______

Any substance abuse problems or treatment? 







_______

Religious/Spiritual Affiliation or practices? __________________________________________________________________

_____________________________________________________________________________________________________

PLEASE TURN OVER AND COMPLETE THE OTHER SIDE!                                                     11-18-2015
Counseling Associates, P.C.

108 West Clifford Street

Winchester, VA 22601
Financial Agreement

Using medical mental health out-patient benefits: If you desire to submit claims for any third party health care benefits you must meet the criteria for a mental health diagnosis that will become part of your permanent medical record. You are responsible for confirming your benefits and obtaining any required pre-authorization.

Payment due at the time of service.  Every client needs to pay the full fee for the initial session at the time of service unless your counselor participates with your insurance plan. You have a right to forbid us to disclosure any personal health information including to insurance companies for any treatment you have paid for out of pocket. Even if you have health care coverage there may be a deductible that is your responsibility. If you are using third party reimbursement of any kind, your co-pay or portion of the charge will be due at the time of the service. Please provide complete and legible insurance information on the separate form, attached.  Please remember that missed appointments are charged at the full fee and cannot be billed to insurance providers. Likewise, late cancellation fees cannot be billed to any third party.  We accept all major credit cards, checks and cash. Checks are made out to Counseling Associates, P. C. Unpaid balances are charged a monthly interest rate of 1.5 %.

You will be mailed a monthly statement with the necessary provider and license numbers, diagnostic and procedure codes if applicable for your records, taxes, or to submit to any third party from whom you may seek reimbursement. 

Collections: I understand that my fee is $________  for the initial consultation and $_________ for all 55  minute sessions in the future, unless a different agreement is made with my provider. I agree to pay either the full fee, deductible, or co-pay at the time of service according to my coverage. In order to avoid collection costs to us both we ask that you maintain a credit card on file with our office. In the event of non-payment of your portion of fees we will, with notice to you, charge overdue balances to this card. We are willing to wait for insurance payment on your account however we cannot otherwise extend credit. Thank you for your understanding!
In accordance with these terms, I authorize Counseling Associates, P. C. to charge the credit card below.

Name on the card __________________________________________ Expiration Date __________________________

Number___________________________________________________________________________________________                   

Type of card (Visa, MC, etc.)   __________________________________  Code on back of card  _________________

Zip Code of address the card is billed to: ______________________________________________________________

My signature indicates that I understand and accept these terms and conditions.

___________________________________________________________________          ________________________

Signature of Client





                Date
________________________________________________________________

________________________

Signature of Credit Card Guarantor, if different.

Date                              v 12-2015
