For Ofice Use Only

DSM Fee $ Co-payment $ Insur/EAP
Name Email
Street Address Home Phone
City State Zip
Cell phone Education
Employer/Occupation Bus Phone
Sex Birth Date Age
Marital Status Date of this Marriage
Partner's Name Birth Date
Partner's Emp/Occ Education
Name I1’>Jex I'_")A‘Ate ogé]lrtﬁ PerF?e(ﬁgtSlor% ?o 8Hr Househol d

Pl ease use back of this page If you need nore roomto I1st other persons.
Health Problems including allergies

Physician Phone

Address

Current Medications

On average how many hours of sleep do you get each night?
Frequency and Level of Alcohol Use

Hours.

Do you smoke? If yes how much?

What illegal drugs have you used?

Amount of consumer debt, credit cards and unsecured loans? $

What is your most painful childhood memory?

Previous counseling? If "yes," please give reason, date and length
of treatment

Do you want to discuss the spiritual aspects of your problem? Yesor No []
Do you have a church home?  Yesor Nolf [ “no, ” would you like
information on a Bible study group or Christian fellowship?  Yesor No L]

Why did you come to counseling now?

What specific change do you want to make as

a result of counseling

On a scale of 1 to 100 where 1 indicates the most extreme difficulty or emotional
Paln and where 100 indicates complete satisfaction with your life, how do you
el about life right now? Put an X at the appropriate spot on the line below.

1 10 20 30 40 60 70 80 90 100
l\/y Satisfaction with Life at This Tine

Pl ease go to next page.



How did you learn about our services?

In case of emergency notify: Phone

' ~ Statenent of Understanding and 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.

All recclluested information shall be relevant to the care and well-being of the individuals served. All information
should be considered Protected Health Information gPHI), in accordance with the Federal Health Insurance
Portability and Accountability Act (HIPAA) of 1996.

I Signature of this Privacy Notice shall serve as acknowledgment that James

Robert Ross (DBA Anchor Counseling) may use and share information for treatment, payment and overall
healthcare operations that may include counseling, billing and quality assurance. The use or sharing of any
information not directly related to services and supports, shall have prior written authorization with the
following exceptions: ] )

1. The counselor believes that you might hurt yourself or another person. )

2. The counselor hears something that leads him/her to suspect the possibility of child abuse, elder abuse

or domestic violence. (The law requires the counselor to report suspicion of abuse.)

3li A judge orders the counselor to provide information to the court regarding the patient's assessment or

therapy.

4. Int%}ll*mation from a minor child deemed important for the parents to know. ]

5.. If you use your insurance or HMO benefits, we will provide information to the insurance company

required for you to access your mental health benefits..

o # I' Your therapist may consult with another medical professional in order to obtain
an opinion regarding your treatment.

- $ N _ # | The individual, in writing, may request restrictions on the use or sharing of ]
information, receive confidential communication, inspect and receive copies of any shared information, receive
an accounting of shared information and amend or revoke authorization.

# "0 & " 2 ) ~ #  $*1 (1) Maintain privacy and provide notice of legal
duties and privacy practices. (2) Abide by this effective notice and any restriction agreements. (3) Provide
notice of revised privacy practices.

& I If the client believes that his privacy has been violated he has the right to complain to the
US Department of Health and Human Services. A complain form is available on-line at:
www.cms.hhs.gov/hippaa2/support/correspondence/complaint/securitychoice.asp

& $ ! # ! Regular office hours are 8:00 a.m. to 5:00 p.m. After hours you may
leave a message on our answering machine, or in an emergency you may reach an on-call therapist by calling
the emergency 221-1723.

& I If you cancel an appointment, you agree to notify our office 24 hours in advance, or to pay a
$35 charge for the missed appointment.

+ ! Your fee of $95 per 45-50 minute session is due and ]faayable by cash or check at the time of service
unless ﬁou have made prior arrangements with our office. If you have financial concerns, please discuss your
fee with your counselor. There is a $30.00 service charge for a returned check.

I have read and understand the above stipulations regarding my treatment, and I accept responsibility for
payment of the fee.

Signature (Client) Date Signature (Witness) Date

Paynment of Past Due Account : Inthe event that my insurance company denies my claim services
rendered, or for any reason I am unable to pay my fees by cash or check, I authorize Anchor Counseling and
James Robert Ross to charge the following credif care for any outstanding balance due 60 days or longer.

Master Card 9 Visa 9 Card No. Exp Date

Signature
Consent To Communi cate with Your Physician: Please sign and check YES or NO
$ & &&# , & ( - 9 . 9NO)
-H#H % #




