Beverly Jewell, M.A., LPCC, #326
Licensed Professional Clinical Counselor
AASECT Certified Sex Therapist
655 N. Palm Canyon, Ste 201



760-699-7027 phone

Palm Springs, CA  92262




bev@essentialfocus.com
____________________________________________________________
Client Information:
Name _______________________________
Date _______________
Address ______________________________        Email _______________











 ____________________________________
Cell # ______________
City/State_____________________________  
DOB:  ______________
Employer Information: 

Employer _____________________________
Occupation __________ 

City/State _____________________________
How long? ___________
References: 

Referred to me by_______________________________________________
Name/Phone # of contact person for emergencies only
_____________________________________________________________
Previous Counseling:

Name of previous therapist? _____________________ How long?  ________
Reason for leaving? _____________________________________________
Purpose for seeking counseling now / on-going issues __________________
_____________________________________________________________
Biggest challenges/stressors  ______________________________________
Goals / Outcomes you would like to achieve __________________________
_____________________________________________________________
Medical Information:
List any serious illness/surgeries ___________________________________

List any changes in your ability to sleep _____________________________
List any changes in your appetite/weight ____________________________

List any changes in sexual desire/ability _____________________________

On any hormone replacement? ____________________________________

How often do you drink alcohol? _______________ Any DUI's? __________

How many cups of coffee/tea/soda do you drink a day? _________________

List prescription medications and for what condition ____________________

_____________________________________________________________

_____________________________________________________________

Have you ever suffered from Depression? ______  When? _______________

Anxiety/ Panic Attacks? ______  How often? __________________________
Any thoughts of suicide or previous attempts? ________________________
Emotional triggers you're aware of: _________________________________
Ever been victim of a crime? _______   How long ago? _________________
Family History: 

Are your parents living?__________________________________________ 

Any mental illness in your family? __________________________________
_____________________________________________________________ 

Your Education 
Education completed / degree earned in what field? ___________________
Marital / Relationship History:

Currently in a relationship? ________ If so, how long? _________________
List previous significant partners and how long together ________________

_____________________________________________________________

_____________________________________________________________

Names / Ages of your children if any:   

_____________________________________________________________

_____________________________________________________________
Office Policies:

For counseling to work, it must be stable.  Below are things you need to know and what is expected so you get the most out of your sessions.

Appointments: Sessions start and end on time so feel free to arrive a few minutes early to relax in the waiting room and review homework assignments and any scheduling changes so those items can be taken care of at the beginning of the session.  Sessions are 50 minutes, so be sure to bring up the most important issues at the beginning for the best use of your time.  Bring a journal each week for notes/thoughts/insights and assignments.  If sessions are in person, I have a fragrance allergy so please don’t wear any on the days you come.  Also, be sure to make arrangements ahead of time for pets and children, unless the child is coming for a session of their own.
Cancellations: I charge the full fee for sessions not cancelled within 24 hrs. If something happens on my end and I need to reschedule our appointment, I will also give you the same notice, unless it’s a client related emergency that can’t be avoided.
Fees:  My fee is $130 by cash, check or Venmo/Zelle. My Venmo/Zelle profile is found under my phone number: 760-699-7027 and I ask that those transactions be done before the session starts so neither of us forgets.  If using your credit card, the fee is $135. A credit card number is held on file for late cancelations/no-shows regardless of a different payment method.
Phone calls:  You may leave a message for me at any time and I will get back to you as soon as I'm able during office hours M-Th, 9am-7pm, and Friday 9am-4pm.  I’m typically not available to return calls after hours or weekends.  If you are in crisis and can't reach me, please call 911.  

Texting:  Only to be used to confirm appointments and not include personal, confidential information that is more appropriately shared in a session. 
COVID protocol:  If coming in person, please email or text a copy of your vaccination card ahead of time.  If you ever feel under the weather, even if you think it’s just allergies, or have been at a high-risk group event/travel situations, where possible exposure is higher, please let me know ASAP and we can make it a video session or reschedule. 
Confidentiality:  All information discussed in session is confidential, with a few exceptions: 
· If you sign a release for me to share limited information with another medical professional to coordinate treatment 
· If I give you a Super Bill to seek reimbursement from your insurance company, which includes a diagnosis and other personal information 

· If you are in danger of hurting yourself or someone else and I need to contact authorities to prevent that from happening

· If there is suspected child abuse/neglect or elder abuse/neglect
· If I become aware that pornographic images of minors are electronically downloaded and/or disseminated

*I have read and understand the above office policies. I also acknowledge I received a Good Faith Estimate of charges (included below) based on 1-10 sessions. If I need clarification I will ask before we meet.  If coming as a couple, I also acknowledge I have read and received the BBS letter outlining requirements of counselors to treat couples.  

Name: ___________________________________ Date: ____________
Signature of partner if applicable _________________________________ 

Beverly Jewell, LPCC

ACKNOWLEDMENT OF RECEIPT                                                                                                                                OF NOTICE OF PRIVACY PRACTICES

YOU HAVE THE RIGHT TO REFUSE TO SIGN THIS DOCUMENT

I, _____________________________, have received a copy of this Offices Notice of Privacy Practices.

Client’s Printed Name:___________________________________________

Signature:______________________________________________________

      Date: __________________________________________________________

FOR OFFICE USE ONLY

This office attempted to obtain written acknowledgement of receipt of the NOTICE of Privacy Practices, however, we were unable to obtain it because:



____________The Client refused to sign



____________Communication barriers prohibited obtaining the                




acknowledgement. 


Other:
________________________________________________________________________

________________________________________________________________________
Credit Card Authorization Form

I, ______________________________ authorize Beverly Jewell, of 

Essential Focus Consulting, to charge my credit card for payment of counseling sessions (by phone, in person or TeleHealth), or to cover any unpaid balances.  This includes late cancelations with less than a 24 hr. notice or "no-show" of scheduled appointments. This charge will equal the agreed upon hourly rate.  If my credit card information changes, it is my responsibility to let my therapist know this.
____________________________________

_____________

Name as it appears on card



         Type of Card

____________________________________

_____________

Card Number






Security Code

____________________________________

_____________

Street address statement goes to


          Expiration Date

____________________________________

_____________

City, State, Zip






Phone

__________________________________

_____________

Print Name







Date

__________________________________

Signature
Good Faith Estimate 2022

From the office of Beverly Jewell, LPCC

655 N. Palm Canyon Dr., Suite 201, Palm Springs, CA  92262

760-699-7027

Client Name(s): _______________________________________     DOB:_____________ 

Disclaimers: 

1. This “Good Faith Estimate” is what the charges for psychotherapy could be for this year. It is only an estimate; actual charges may differ. While it is not possible to know in advance, how many psychotherapy sessions may be necessary or appropriate for a given person, this form provides an estimate of the cost of services provided. Your total cost of services will depend upon the number of psychotherapy sessions you attend, your individual circumstances, the amount of services that are provided to you and what you agree to in consultation with me. 

2. Additional items or services that are recommended must be scheduled or requested separately.

3. The patient has the right to initiate the patient-provider dispute resolution process if the actual billed charges substantially exceed the expected charges in the good faith estimate.

4. The good faith estimate is not a contract and does not obligate the patient to obtain the items or services from the provider identified in the good faith estimate nor is the provider obligated to provide the services.
Description of Services:



CPT Code
   Estimated Cost
(One) 50-minute psychotherapy session                       90837
    $135

This is the rate per visit, so multiply the number of sessions you anticipate would like while working together in 2022.  ($135 x ______ = ______)        

If not sure, you and I can discuss the frequency of sessions based on goals and progress made, which will affect the total number of sessions and the amount of your costs.
Provisional Diagnosis Code:  DSM 5: F41.1, Generalized Anxiety Disorder

Other: ___________________________________________

I have received and approve of the Good Faith Estimate provided by Beverly Jewell, LPCC 

Client Signature: _______________________________________     Date:  ___________

