DeeDee Wednesday,MA
Licensed Professional Counselor- Board Approved Clinical Supervisor
Email: deedee@deedeewednesday.com
Office (318)321-5700 Fax (855) 760-2975
Client Intake Form

Please provide the following information and answer the questions below. Please note:

information you provide here is protected as confidential information.

Date: _________

Name: ______________________________________________________________

Address: __________________________City _______________State_____ Zip Code________

Home Phone: (
) ______________________Cell (
) _______________________

Social Security # (for insurance) ________-____-_______ Birth Date____/____/____

Preferred Language________________________
Gender: □ Male □ Female

Name of parent/guardian (if under 18 years):

____________________________________________________________________

Emergency Contact: Name _________________________ Phone _______________

Marital Status: □ Single □ Domestic Partnership □ Married □ Separated □ Divorced □ Widowed

*Please note: Email correspondence is not considered to be a confidential medium of communication.

Referred by (if any): _______________________________________________________

May we leave a message? □Yes □No
Email you? □Yes □No
Text you?  □Yes □No

E-mail: _________________________________________

!!!!!!!!PLEASE READ CANCELLATION POLICY!!!!!!!!

Have you previously received any type of mental health services (psychotherapy, psychiatric services, etc.)?

· No

· Yes, previous therapist/practitioner: ________________________________________

Are you currently taking any prescription medication? □ Yes □ No

Please list: _______________________________________________________________

________________________________________________________________________

Have you ever been prescribed psychiatric medication? □ Yes □ No

Please list and provide dates: _________________________________________________

________________________________________________________________________

GENERAL HEALTH AND MENTAL HEALTH INFORMATION

1. How would you rate your current physical health? (please circle)

Poor
Unsatisfactory
Satisfactory
Good
Very Good

Please list any specific health problems you are currently experiencing:

________________________________________________________________________

2. How would you rate your current sleeping habits? (Please circle)

Poor
Unsatisfactory
Satisfactory
Good
Very good

Please list any specific sleep problems you are currently experiencing:

________________________________________________________________________

3. How many times per week do you generally exercise? __________

What types of exercise to you participate in? _________________________________

4. Please list any difficulties you experience with your appetite or eating patterns.

________________________________________________________________________

5. Are you currently experiencing overwhelming sadness, grief or depression? □ No □ Yes If yes, for approximately how long? ________________________

6. Are you currently experiencing anxiety, panic attacks or have any phobias? □ No □ Yes If yes, when did you begin experiencing this? ___________________________

7. Are you currently experiencing any chronic pain? □ No □ Yes

If yes, please describe? ___________________________

8. Do you drink alcohol more than once a week? □ No □ Yes

9. How often do you engage recreational drug use? □ Daily □ Weekly □ Infrequently

10. Are you currently in a romantic relationship? □ No □ Yes If yes, for how long? ______

On a scale of 1-10, how would you rate your relationship? __________

11. What significant life changes or stressful events have you experienced recently:

FAMILY MENTAL HEALTH HISTORY:

In the section below identify if there is a family history of any of the following. If yes, please indicate the family member’s relationship to you in the space provided (father, grandmother, uncle, etc.).

	Symptom
	
	Yes
	No
	List Family Member

	Substance Abuse
	
	
	
	

	Anxiety
	
	
	
	

	Depression
	
	
	
	

	Domestic Violence
	
	
	
	

	OCD
	
	
	
	

	Bipolar
	
	
	
	

	Schizophrenia
	
	
	
	

	Suicide
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ADDITIONAL INFORMATION:

1. Are you currently employed? □ No □ Yes

If yes, what is your current employment situation: _____________________________

Do you enjoy your work? Is there anything stressful about your current work?

______________________________________________________________________

______________________________________________________________________

2. Do you consider yourself to be spiritual or religious? □ No □ Yes If yes, describe your faith or belief:

_______________________________________________________________________

3. What do you consider to be some of your strengths?

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

4. What do you consider to be some of your weakness?

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

5. What would you like to accomplish out of your time in therapy?

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

CANCELLATION POLICY

If you fail to cancel a scheduled appointment, I cannot use this time for another client, and you will be billed for the entire cost of your missed appointment.

A full fee ($125) is charged for the missed appointment or no-show cancellations with less than a 24 hours’ notice. Your insurance company will not cover the cost of a missed appointment; therefore, I will require a credit/debit card to be on file for this charge.

Thank you for your consideration regarding this important matter.

Client/guardian signature_____________________________________ Date______________

Authorization for Credit Card/Debit Card

PRINT AND COMPLETE THIS AUTHORIZATION AND RETURN.

All information will remain confidential

Name on Card:
___________________________________________

Billing Address:
___________________________________________

Credit Card Type:
_____ Visa
_____ Mastercard
____ Other______

Credit Card Number: ___________________________________________

Expiration Date:
____________________

Card Identification Number:  ______
(last 3 digits located on the back of the credit card)

I authorize ___________________________ to charge the amount listed above to the

credit card provided herein. I agree to pay for this purchase in accordance with the issuing bank cardholder agreement.

Cardholder – Please Sign and Date

Signature: ___________________________________________Date: ____________

Print Name: ___________________________________________

Advanced Directives
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Advance directives are legal documents that allow you to state your personal healthcare decisions about end-of-life care in advance. This may not be a topic many of us think about or
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talk about, but it is important for people of all ages to know about. While you cannot [image: image3.png]


predict the future, you do have the power to make your healthcare choices heard and help your loved ones understand your values and preferences regarding your medical care.
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An advance directive allows you to clearly communicate your personal healthcare wishes for times when you are unable to speak for yourself. As a legal document, it should be placed on file
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with your healthcare provider. Your advance directive provides information that will help your [image: image6.png]
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healthcare provider and loved ones know how to make decisions for you that match what matters [image: image8.png]
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most to you. This information can include: [image: image10.png]
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Do you have an Advanced Directive?  Yes_____ No_____

If so, would you like to share this with your therapist?  Yes_____ No_____

If not, would you like information on how to start an Advanced Directive? Yes_____ No_____

Signature: _________________________________________ Date________________

Counselor: _________________________________________ Date________________

Patient Consultation/Collaboration Request

Date: ____________

To: Dr.____________________________________________

Address__________________________________________________________________

Phone Number: ______________________________ Fax: _________________________

The state of Louisiana requires that I request your permission to consult with your primary care physician to ensure continuity of care. Please check the below box to indicate whether you consent to my contacting your doctor if needed and sign below. Thank you!

_____ Yes, I consent to DeeDee Wednesday, LPC-S contacting my PCP.

_____ No, I DO NOT consent to DeeDee Wednesday, LPC-S contacting my PCP.

Client: __________________________________________________Date: _______________

Counselor: ______________________________________________ Date: ________________

COURT APPEARANCES AND FEES

The purpose of this document is to explain the fees associated with letters in court appearances. For those clients involved in the legal system (I.E., court order counseling or custody situations) it is your responsibility to inform me of this fact. Clients are required to review and sign this form prior to their first session.

I am not a court appointed evaluator for child custody and cannot determine the living arrangements of your child(ren). Parent should be mindful that the effectiveness of counseling is based on trust, honesty, and willingness to be open in a safe place. Involving the legal system and counseling interferes with his treatment process and compose significant psychological risk. Therefore, counselors are strongly discouraged from releasing confidential information about the counseling session or testify on their behalf.

If the client requires me to be involved in legal matters, he or she will be responsible for the additional fees outlined in this document. Please keep in mind that my testimony may not be solely in your favor or best interest. I can only testify to the facts and provide professional opinions.

· Preparation time (including submission of records): $300/hour
· Letters to third parties: $100
· Depositions: $300/hour
· Phone calls: $150/15 mins
· Time required in giving testimony: $250 per hour
· Mileage: $.80 per mile
· Time away from office due to depositions and testimony: $250/hour
· All attorney fees and cause and cure by the therapist as a result of legal action.
· Filing a document with the court: $200
· The minimum charge for court appearance: $1500
A retainer of $1500 is due in advance. If a subpoena or notice to meet attorney(s) is received without a minimum of 48 hours’ notice, there will be an additional $250 “express” charge. Also, if the case is reset with less than 72 business hours’ notice, then the client will be charged $500 in addition to the retainer of $1500.

Signature:_______________________________________________________Date: ________

Counselor:______________________________________________________ Date: ________

INFORMED CONSENT TO COUNSELING

This agreement contains important information about my professional services and business policies. It also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and new client rights with regard to the use and disclosure of your Protected Health Information (PHI) used for the purpose of treatment, payment, and health care operations. HIPAA requires that I provide you with a Notice of Privacy Practices for use and disclosure of PHI for treatment, payment, and health care operations. This privacy notice explains HIPAA and its application to your personal health information in greater detail. The law requires that I obtain your signature acknowledging that I have provided you with this information. Although these documents are long and sometimes complex, it is very important that you read them carefully. I can discuss any questions you have about the procedures at that time. You may revoke this Agreement in writing at any time. That revocation will be binding on myself unless I have taken action in reliance on it; if there are obligations imposed on myself by your health insurer in order to process or substantiate claims made under your policy; or if you have not satisfied any financial obligations you have incurred.

MENTAL HEALTH SERVICES

Psychotherapy is not easily described in general statements. It varies depending on the personalities of the clinician and client, and the issues you are experiencing. I use many different methods to help you deal with the problems that you hope to address. Psychotherapy is not like a medical doctor visit. Instead, it calls for a very active effort on you part. For the therapy to be most successful, you will have to work on things talked about both during sessions and at home.

Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant aspects of your life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, and helplessness. On the other hand, psychotherapy has also been shown to have many benefits. Therapy often leads to better relationships, solutions to specific problems, and significant reductions in feelings of distress. But there are no guarantees of what you will experience.

The first few sessions will involve an evaluation of your needs. By the end of the evaluation, I will be able to offer you some first impressions of what therapy will include and a treatment plan to follow if you decide to continue with therapy. You should evaluate this information along with your own opinions of whether you feel comfortable working with me. Therapy involves a large commitment of time, money, and energy, so you should be very careful about deciding to begin. If you have questions about any procedures, feel free to discuss them with me at any time.

CONTACTING YOUR THERAPIST

My office is open 9:00 A.M. to 7:00 P.M. Monday through Friday. I also have weekend times available by appointment only. You can reach me by phone at 318-321-5700 or by email at deedee@deedeewednesday.com
Sessions

I will normally conduct an evaluation during our first session. During this time, you and I will discuss your concerns, mental health history, family, and an array of other topic, so that I may have a clear understanding of what your goals. Once psychotherapy has begun, our sessions will last for 50-minute session between 1-2 times per week at an agreed upon time, although some sessions may be longer or more frequent. Once an appointment hour is scheduled, you will be expected to pay for the session unless you provide 24 hours advance notice of cancellation [unless we both agree that you were unable to attend due to circumstances beyond your control]. It is important to note that insurance companies do not provide reimbursement for cancelled session.

PROFESSIONAL FEES

My services are $125per 50-minute session; initial intake session costs are $200; all intake paperwork must be completed during the session to ensure all information provided is accurate. All copays are due at the times services are rendered. In addition to weekly appointments, I charge for other professional services you may need, though a breakdown of the hourly cost will be made for work periods of less than one hour. Other services include report writing, telephone conversations lasting longer than 30 minutes, consulting with other professionals with your permission, preparation of records or treatment summaries, and the time spent performing any other service you may request. If you become involved in legal proceedings that require my participation, you will be expected to pay for all professional time, including preparation and transportation costs, even if I am called to testify by another party. Because of the difficulty of legal involvement, I charge a minimum of $255.00 per hour for preparation and attendance at any legal proceeding with additional fees as well.

LIMITS ON CONFIDENTIALITY

The law protects the privacy of all communications between a client and a mental health professional. In most situations, professional can only release information about your treatment to others if you sign a written authorization form that meets certain legal requirements imposed by HIPAA. There are other situations that require only that you provide written, advance consent. Your signature on this Agreement provides consent for those activities, as follows:

· I sometimes find it helpful to consult other health and mental health professionals about a case. During a consultation, I will make every effort to avoid revealing the identity of the client. The other professionals are also legally bound to keep the information confidential. If you do not object, you will not be told about these consultations unless it is important to the counseling process. All consultations will be noted in your Clinical Record.
· You should be aware that I also have administrative staff. In most cases, I will need to share your protected information with one another for both clinical and administrative purposes, such as scheduling, billing, and quality assurance. All staff are bound by the same rules of confidentiality and have been given training about protecting your privacy and have agreed not to release any information outside of the practice without the permission of a professional staff member.
· Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this Agreement.
· If a client seriously threatens to harm himself/herself, I may be obligated to seek hospitalizations for him/her, or to contact family members or others who can help provide protection.
There are some situations where a mental health professional is permitted or required to disclose information without either your consent or Authorization:

· If you are involved in a court proceeding and a request is made for information concerning the professional services provided to you, such information is protected by the privacy law. I cannot provide any information without your written authorization, or a court order. If you are involved in or contemplating litigation, you should consult with your attorney to determine whether a court would be likely to order me to disclose information.
· If a government agency is requesting the information for health oversight activities, I may be required to provide it for them.
· If a client files a complaint or lawsuit against me, I may disclose relevant information regarding that client in defense of myself, DeeDee Wednesday, LPC-S, and DeeDee Wednesday, LLC.
· If I am treating a client who files a worker’s compensation claim, I may, upon appropriate request, be required to provide otherwise confidential information to your employer.
There are some situations in which I am legally obligated to take actions, which are necessary to attempt to protect others from harm and may involve revealing some information about a client’s treatment. These situations are unusual in the practice.

· If there is reason to believe that a child who is being evaluated or treated is an abused child, the law requires that I file a report with the appropriate government agency, usually the Department of Children and family Services. Once such a report is filed, I may be required to provide additional information.
· If there is reason to believe that an elderly person or other adult is in need of protective services (regarding abuse, neglect, exploitation or abandonment), the law allows me to report this to appropriate authorities, usually the Department of Aging, in the case of an elderly person. Once such a report is filed, I may be required to provide additional information.
· If one of my clients presents a specific and immediate threat of serious bodily injury regarding a specifically identified or a reasonably identifiable victim and he/she is likely to carry out the threat or intent, I may be required to take protective actions such as warning the potential victim, contacting the police, or initiating proceedings for hospitalization.
If such a situation arises, I will make every effort to fully discuss it with you before taking any action and limit the disclosure to what is necessary.

While this written summary of exceptions to confidentiality should prove helpful in informing you about potential problems, it is important to discuss any questions or concerns that you may have now or in the future. The laws governing confidentiality can be quite complex. In situations where specific advice is required, formal legal advice may be needed.

PROFESSIONAL RECORDS

You should be aware that, pursuant to HIPAA, I keep Protected Health Information about you in in my records. This includes information about your reasons for seeking therapy, a description of the ways in which your problem impacts on your life, your diagnosis, the goals set for treatment, your progress towards those goals, your medical and social history, your treatment history, any past treatment records received from other providers, reports of any professional consultations, your billing records, and any reports that have been sent to anyone, including reports to your insurance carrier. Except in unusual circumstances that involve danger to yourself and others or where information has been supplied by others confidentially, or the record makes reference to another person (unless such other person is a health care provider) and I believe that access is reasonably likely to cause substantial harm to such other person, you may examine and/or receive a copy of your Clinical Record if you request it in writing. Because these are professional records, they can be misinterpreted and/or upsetting to untrained readers. For this reason, I recommend that you initially review them with me, or have them forwarded to another mental health professional so you can discuss the contents. In most circumstances, there is a copying fee of $1.00 per page.

CLIENT RIGHTS

HIPAA provides you with several new or expanded rights regarding your Clinical Record and disclosures of protected health information. These rights include requesting that I amend your record; requesting restrictions on what information from your Clinical Record is disclosed to others; requesting an account of most disclosures of protected health information that you have neither consented to nor authorized; determining the location to which protected information disclosures are sent; having any complaints you make about my policies and procedures recorded in your records; and the right to a paper copy of this Agreement, the attached privacy policies and procedures.

BILLING AND PAYMENTS

You will be expected to pay for each session at the time it is held, unless agreed otherwise or unless you have insurance coverage that requires another arrangement. Payment schedules for other professional services will be agreed to when they are requested.

TELEHEALTH

I will occasionally utilize telehealth to meet with you/your child for a session. telehealth is the use of electronic information and communication technologies by a health care provider to deliver services to an individual when he/she is located at a different site than the provider. You will be notified prior to our session if it will be conducted via telehealth and reserve the right to decline telehealth services at any time.

Client Signature________________________________ Date ____________________

Counselor Signature_____________________________ Date_____________________

Informed Consent for Telehealth Services

Please initial and sign

_______I understand that telehealth is the use of electronic information and communication

technologies by a health care provider to deliver services to an individual when he/she is located at a different site than the provider; and hereby consent to DeeDee Wednesday, LPC-S providing health care services to me via telehealth.

_______I understand that the laws that protect privacy and the confidentiality of medical

information also applies to telehealth. As always, your insurance carrier will have access to your medical records for quality review/audit.

_______I understand that I will be responsible for any copayments or coinsurances that apply to

my telehealth visits.

_______I understand that I have the right to withhold or withdraw my consent to the use of

telehealth in the course of my care at any time, without affecting my right to future care or

treatment. I may revoke my consent orally or in writing at any time by contacting DeeDee Wednesday, LPC-S at 318-321-5700. If this consent is in force (has not been revoked) DeeDee Wednesday, LPC-S may provider health care services to me via telehealth without the need for me to sign another consent form.

Signature of client or guardian: ______________________________________

If authorized signer, relationship to patient: ___________________________

Counselor___________________________________________________________

I have been offered a copy of this consent form (patient’s initials) ____________

DeeDee Wednesday, LPC-S 350 Desiard Plaza Dr. Suite 235 Monroe, LA 71203 Office (318) 321-5700 Fax (855)450-3530


