         Green House Counseling		
Intake/Insurance Information
Client Information:										  Date:  ____________  	

Name:_______________________________________________  Age___ Date of Birth: _________Sex:  M / F / Other
	  (First)		           (Middle)   		     (Last)
Primary Child Name:____________________________________  Age____ Date of Birth: _________Sex:  M / F / Other

Address: ____________________________________________________________________________________
		(Street address)					(City)			(State)		(Zip)
Phone #:_________________________________________________  Social Security #: ___________________
	    (home)	                                 (mobile) 		           (work)	

Email Address____________________________________

Preferred Method of Contact: Home   Mobile    Work    Text Message:  Yes   No   Email: Yes    No    

Is your transportation reliable? Yes    No  
What is your mode of transportation: Car   Friend   Bus   Bike   Other    ________________

Referred by:  ________________________________________    

Responsible Party:   
Name of person filling out form: ________________________________ Relationship to client:  _____________

Name of financial responsible party:_____________________________________________________ Sex: M / F 
	  				(First)		     (Middle)		(Last)

Mailing Address:______________________________________________________________________
		       (Street address)					(City)			(State)		(Zip)

Phone #:____________________________________________________  Social Security #: ___________________
	    (home)		          (mobile) 		           (work)	
  
Insurance Information:						Office use:  Dx _______________
Primary Insurance Company Name: ____________________________________   ID #:___++_____________________

Insurance Phone #(s):  ________________________________________________________________________
			    (Providers call/Customer Service)			          (Mental Health/Substance Abuse)

Insured’s Name:  ________________________________________  Social Security #: _____________________

Employer:  ______________________________________________  Group #: ___________________________

Secondary Insurance Company Name: ____________________________________   ID #:________________________

Insurance Phone #(s):  ________________________________________________________________________
			    (Providers call/Customer Service)			 (Mental Health/Substance Abuse)

Insured’s Name:  ________________________________________  Social Security #: _____________________

Employer:  ______________________________________________  Group #: ___________________________





Was your insurance provider called by our office prior to your appointment today?   Y / N (If Y –attach benefits sheet)  (If N –copy insurance cards)  
Is Victims Compensation going to be billed?  Y / N   Is it victims compensation of Colorado Springs?  Y / N   
If not Colorado Springs, which county/state is the victims compensation through?  ___________     		Consent is hereby given for Green House Counseling to access and treat the above named patient.  I authorize GHC to disclose all or part of the client record to any person or entity, which is or may be liable for all or part of the charges for services rendered by GHC.  I understand that following the release of these records, GHC will no longer be responsible for the confidentiality of any documents released in accordance with this consent.  I further authorize payment of benefits to be made directly to the provider.  I understand I am responsible for payment of balances remaining after the insurance or other payors pays its portion or for payment of charges not considered benefits under my policy.  After insurance, client responsibility charges/balances older than 60 days will accrue finance charges at the rate of 18% APR.

Signed:____________________________________________________________  Date:  ___________________
		(Client)

Signed:____________________________________________________________  Date:  ___________________	
		(Parent or Guardian of client)

Personal Information :

Ethnic Background: Caucasian    African-American    Native American    Asian/Pacific Islander  

If you identify as Hispanic please check what you identify as:
Hispanic/Cuban    Hispanic/Mexico     Hispanic/Puerto Rican    Hispanic/Other    Other :____________________ 

Are there any cultural or spiritual beliefs that you would like to see incorporated into treatment? If so, please explain. ____________________________________________________________________________________________________________________________________________________________________________________________________


Relationship Status: Married  Single  Divorced  Separated  Widowed    Other ______________

Sexual Preference:  _____________________________  Prefer not to answer: 

Number of Dependents:     _____          Pregnant:  Yes   No  

Living with :  Myself only Spouse/Partner Spouse/Partner & Children Child(ren) only Roommate  
Parent(s)   Other    _____________________________________________________________________________
Where are you currently living? Home      Apartment    Car    Shelter    Other   _______________

Emergency Contact :( Required ) 

	
Name:________________________________________________ Relationship :_________________________________

Address: ______________________________________________ City/State/Zip: ______________________________

Telephone:_______________________________________                   __________________________________
                                        ( Daytime )                                                                                       ( Evening )




Personal Information continued:

Please provide the following information regarding who is currently living at your home:

           Name	                Age		         Relationship to patient			Employer/School
_______________	_______	_____________________________	_____________________________

_______________	_______	_____________________________	_____________________________

_______________	_______	_____________________________	_____________________________

_______________	_______	_____________________________	_____________________________

_______________	_______	_____________________________	_____________________________

_______________	_______	_____________________________	_____________________________

Income:

Major Source of Income ( Check all that apply ):
Employment Spouse’s Income Public Assistance(Type)  _______________________________________
SSI   SSDI Family/Friends Other  ___________________________________________________________
Monthly Gross Household Income : __________________________________________________________________

Family facts: 

Current Spouse/Partner (if applicable):________________________________________________________ Age:______

Occupation: ________________________________________ Employer: ____________________________________

Length of marriage/committed relationship: _________________ Number of children from current relationship: _____

Describe your present relationship: __________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

Number of previous marriages: ____       Length of marriages: _____________________________________________
Number of children from past marriages: ____

Have you ever been involved in a relationship where there were instances of physical, verbal, sexual, or emotional abuse? If yes, please explain ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Your biological mother: _________________________________________________________ Age if living: _______
Describe her:_______________________________________________________________________________________
__________________________________________________________________________________________________
If deceased, age and cause of death: _____ , ______________________________________________________________




Family Facts Continued:

Your biological father: ___________________________________________________________ Age if living: _______
Describe him: ______________________________________________________________________________________
__________________________________________________________________________________________________

If father deceased, age and cause of death: ______,_________________________________________________________

Step-Mother(s): Yes  No            
Describe them: _____________________________________________________________________________________
__________________________________________________________________________________________________

Step-Father(s):  Yes  No       
Describe them: _____________________________________________________________________________________
__________________________________________________________________________________________________

Raised by adoptive parent(s) Yes  No    Your age at adoption: ______
Describe them: _____________________________________________________________________________________
__________________________________________________________________________________________________

Raised by other caregiver(s)?  Yes  No       Your age when you started living with them:______
Describe them:______________________________________________________________________________________
__________________________________________________________________________________________________

Where you ever in foster care?  Yes No   If so how long and at what age?   

Brothers/ Sisters:
Name: ____________________________________________________ Age: ______ Health: ______________________
Name: ____________________________________________________ Age: ______ Health: _____________________
Name: ____________________________________________________ Age: ______ Health: ______________________
Name: ____________________________________________________ Age: ______ Health: ______________________
Name: ____________________________________________________ Age: ______ Health: ______________________

Do you have a family history of mental illness?  Yes   No  (If yes, please describe)
____________________________________________________________________________________________________________________________________________________________________________________________________

How were you disciplined as a child / teenager? ___________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Were there any incidents of violence/physical threats –past or present: _________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Was there sexual abuse in your home growing up? Yes No    (If your response was “yes” , who was the victim and who was the abuser?) _______________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Are there any other traumatic events that you endured during childhood?(Ex: death of a loved one, bullying, divorce, etc) __________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________
Family Facts Continued:

If applicable, list your child(ren)’s names, date of birth, and where they reside:
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



List children’s school and school contact(s):
	
	

	
	

	
	

	
	



Parenting Information

Do you have legal custody of all your children?   Y   N    ( If no, Why not) ____________________________________________________________________________________________________________________________________________________________________________________________________

What concerns do you have for our child(ren)(s) health or well being?_________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

What strengths do you see in yourself as a parent? ________________________________________________________
__________________________________________________________________________________________________
What struggles do you have as a parent? ________________________________________________________________
__________________________________________________________________________________________________Are there chronic medical concerns with any of your child(ren)?   Y   N    ( If yes, Please elaborate ) __________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________

Do you have satisfactory child care arrangements?  Y     N    

Physical Health: 

List any physical disabilities or serious medical problems you have: ___________________________________________
__________________________________________________________________________________________________

List any major medical diagnosis you have: ______________________________________________________________
__________________________________________________________________________________________________


Physical Health continued:

Name current prescribed medications and dosage: _________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Are there current medications that you have been prescribed, but you cannot afford or choose not to take? If yes please explain and name the medication that you are not taking.____________________________________________________
__________________________________________________________________________________________________

Name medications you have taken in the past?____________________________________________________________
__________________________________________________________________________________________________

Have you been tested for tuberculosis? Yes   No   

Do you have a current dental provider? Yes   No   

Mental Health:

Have you had any prior counseling or mental health treatment? Yes   No    If yes, when and why?: _______________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Have you ever been on medications for depression/anxiety or anger? Yes   No   (If yes, which)? Name/Dosage:
____________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently on any medications for mental health? Prescribed or over the counter if yes, please describe. ____________________________________________________________________________________________________________________________________________________________________________________________________

Do you feel like your current medications are helping you? Please explain. _____________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Have you ever had counseling to help you with your anger? Yes   No  If yes, when and where?__________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Family history of mental health issues/treatment? Yes  No   If yes, Describe :________________________________
__________________________________________________________________________________________________

Have you ever had lingering thoughts about suicide?     Yes  No   

Ever attempted suicide? Yes  No   If yes, describe the circumstances and method(s) tried:______________________
____________________________________________________________________________________________________________________________________________________________________________________________________
  
Have you or do you purposely hurt yourself, yet not feel suicidal? Yes  No   If yes, Describe: ___________________
____________________________________________________________________________________________________________________________________________________________________________________________________ 

Have you ever been hospitalized for psychiatric or mental health needs? Yes  No    If yes when and where:________
____________________________________________________________________________________________________________________________________________________________________________________________________
Development:

Were there any concerns or any problems with your development as a fetus or at birth?  Yes   No   If yes please describe.___________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Were there any concerns or any problems with your physical, emotional, or intellectual development?  Yes   No   If yes please describe.__________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Growing up when it came to making friends did you: 
Make friends easily   Struggle to make friends     Did not have friends growing up   
 
Substance Abuse:

Have you used tobacco in the past? Yes   No   Currently Yes   No   Duration_______________

 At what age did you first try alcohol? ___________

How old were you when you first got intoxicated?____________

Have you ever had a “ Blackout “?   Yes   No   

After a period of drinking, do you experience withdrawal symptoms such as mild shaking, increased blood pressure, or irritability?   Yes   No   

What do you currently drink or use? ____________________________________________________________________
__________________________________________________________________________________________________

How much and how often? ____________________________________________________________________________

At what age did you first try other drugs, if any?____________

At what age did you first get high?_____________
Substance Abuse Continued:

Do you notice any patterns with your use of alcohol and drugs, in terms of times, situations, feeling?_________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever felt a need to cut down or control your use of alcohol or drugs? __________________________________
__________________________________________________________________________________________________

If you tried to cut down your use, were you successful?   Yes   No   

Have you ever passed out from alcohol/drug use?   Yes   No   

Is your use of drugs and/or alcohol different now than it used to be? Please describe: ______________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever used drugs intravenously in the last 15 years? If yes name the drug. Yes   No  ___________________  

Substance Abuse Continued

Have you ever continued to use prescribed medication after prescribed time of use? Yes   No    

Have you ever been tested for the HIV Virus?   Yes   No   

If yes, how long ago?    Less than 6 months  About a year    More than a year Yes   No   

Is there any family history of substance abuse? Yes   No   If yes, explain:___________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any drug/alcohol evaluations or treatment programs you have attended:

       Name of program                 Location         Date of attendance   Completed Y/N               If no, why               
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Education Experiences:

Highest grade completed: ______________________ Currently enrolled anywhere? _____________________________

Circle all that apply:
GED      High School Diploma     Technical Training    College 

 If you attended college what was your area of study: _________________________________ Graduated:  Y    N   
Degrees/ Certificates/ Dates: __________________________________________________________________________

How would you rate the difficulty of school work for you? (Please Circle)    Very Hard   Somewhat difficult   Easy
Please explain why you chose your rating: ____________________________________________________________________________________________________________________________________________________________________________________________________

Was reading difficult in school? Y   N    and if Yes, Why?_______________________________________________  __________________________________________________________________________________________________

Was writing difficult?  Y/N   and if Yes, Why_____________________________________________________________
_______________________________________________________________________________________________
Education Continued:

Is reading and/or writing still difficult? If yes please explain._________________________________________________ __________________________________________________________________________________________________

Did you use drugs or alcohol as a teen?   Yes     No    

Were you ever suspended/expelled? If yes, please explain___________________________________________________
_________________________________________________________________________________________________
	
Did you have any gang affiliation? Yes   No     Do you have any current gang affiliations? Yes   No   

Do you have any current education goals/plans? ___________________________________________________________ __________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Employment History:

Employment Status: ___________________________________ Length of time at job if applicable: ______________

Position/job: ________________________________________________ Wages: ________________________________

Are you satisfied with your current job? _________________________________________________________________

Are you a stay at home parent? ________________________________________________________________________

Previous employer: _______________________________ Length of time and dates if known: _____________________

Position/job:_________________________________________________ Wages:________________________________

Military History:

Did you ever serve in the military? If yes please answer the following questions.  Yes    No 

Dates enlisted/drafted: _________________to___________________ Branch: __________________________________

Date Discharged if applicable: ___________________ Type of Discharge: _____________________________________

Combat experience?  Yes   No    If yes, Where? _______________________________________________________

Have you had any combat related injuries? Yes    No If so what?_________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Have you had any disciplinary actions?  Yes   No   ( If yes, Explain ) _____________________________________
__________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Legal Information/History:

Do you currently have a case open regarding “dependency and neglect” or child abuse allegations? Y  N 

If yes, what county? ____________________________________ Caseworker’s name: ___________________________

Guardian ad Litem’s name:______________________________  CASA worker’s name: __________________________

For what reason(s) are you involved with Social Services? ___________________________________________________
__________________________________________________________________________________________________

Describe your version of the offense or how DHS involvement came about:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there current criminal charges filed against you?  Yes  No  If yes, Explain: ______________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there current criminal charges filed against your spouse, partner or child[rens]? Yes  No   If yes, Explain ______
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Pending court appearances?  Yes  No   If yes, what counties? _______________ When? ______________________

Time spent incarcerated (Lifetime ): ____________________________________Where?_________________________

Are you currently on probation or parole? Probation  Parole  If on probation supervised or unsupervised? ________

What offenses? ____________________________________________________________________________________
_________________________________________________________________________________________________

Probation time given?_________________________  Time left on probation________________

Probation/parole officer:_______________________ Phone # : ___________________________________ 

County: ____________________________________________     Phone # : ___________________________________

Did you use weapons or objects in the commission of the crime? If yes, please explain ____________________________
__________________________________________________________________________________________________

Have you ever been the subject of a restraining order issued by the court and requested by another party? Yes  No   

If yes was it issued by the court and requested by another party? Courts  Another Party   

Is there a restraining order against you currently?  Yes    No   



PLEASE LIST ANY CONTACT YOU HAD WITH THE LAW AS A JUVENILE:

Approx. Offense Date         City/County                     State                  Charges                   Sentence or outcome of case.
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




PLEASE LIST ANY CONTACT YOU HAD WITH THE LAW AS AN ADULT:

Approx. Offense Date             City/County                State                  Charges                       Sentence or outcome of case.
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


























Green House Counseling





Date: __________________





I ______________________________________ have received the Notice of Privacy Rights from Green House Counseling.






________________________________________			_________________
Signature								Date




________________________________________			_________________
Witness (Staff Signature)						Date




Green House Counseling, PLLC Notice of Privacy Practice

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW THIS NOTICE CAREFULLY.

Your health record contains personal information about you and your health. This information about you that may identify you, and that relates to your past, present and future physical or mental health, or condition and related health care services is referred to as Protected Health Information (“PHI”). This notice of privacy practices describes how we may use and disclose your PHI in accordance with applicable law. It also describes your rights regarding how you may gain access to control your PHI.	

	We are required by law to maintain the privacy of PHI, and to provide you with notice of our legal duties and privacy practices with respect to PHI. We are required to abide by the terms of this Notice of Privacy Practice. We reserve the right to change the terms of our Notice of Privacy at any time. Any new Notice of Privacy Practice will be effective for all PHI that we maintain at that time. We will provide you with a copy of the revised Notice of Privacy Practice by sending a copy to you in the mail upon request or providing one to you at your next appointment.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMANTION ABOUT YOU

FOR TREATMENT: Your PHI may be used and disclosed by those who are involved  in your care for the purpose of providing, coordinating, or managing your health care treatment and related services. This includes consultation with clinical supervisors or other treatment team members. We may disclose PHI to any other consultant on with your authorization.

FOR PAYMENT: We may use a disclose PHI so that we can receive payment treatment services provided to you. This will only be done with your authorization. Examples of payment – related activities are: making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services provided to you to determine medical necessity, or undertaking utilization review activities. If it becomes necessary for purpose of collection processes due to lack of payment for services, we will disclose the minimum amount of PHI necessary for purposes of collection.

FOR HEALTH CARE OPERATIONS: We may use or disclose, as needed, you PHI in order to support our business activities including, but not limited to, quality assessment activities, employee review activities, licensing, and conduction or arranging for other business activities. For example:  we may share your PHI with third parties that perform various business activities (e.g. billing or typing services) provided we have a written contract with the business that requires it to safeguard the privacy of your PHI. For training or teaching purposes PHI will be disclosed only with your authorization. Your PHI may also be used for the purpose of appointment reminders, rescheduling, or appointment cancellations. 


REQUIRED BY LAW: Under the law, we must make disclosures of your PHI to you upon your request. In addition, we must make disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigation or determining our compliance with the requirements of the Privacy Rule.  

WITHOUT AUTHORIZATION:  Applicable law and ethical standards permit us to disclose information about you without your authorization only in a limited number of other situations. The type of uses and disclosures that may be made without your authorization are those that are: 

· Required by law, such as mandatory reporting of child abuse or neglect or mandatory government agency audits or investigations (such as the social work licensing board of health department)

· Required by Court Order

· Necessary to prevent or lessen a series and imminent threat to the health or safety of a person or the public. If information is disclosed to prevent a lesson a serious threat it will be disclosed to a person or persons reasonably able to prevent or lessen the treat, including the target of the treat.


VERBAL PERMISSION: We may use or disclose your information to family members that are directly involved in your treatment with your verbal permission.

WITH AUTHORIZATION:  Uses and discloses not specifically permitted by applicable law will be made only with your written authorization, which may be revoked. 

YOUR RIGHTS REGARDING YOUR PHI: 

You have the following rights regarding PHI we maintain about you. To exercise any of these rights, please submit a request in writing to Ashtin Green, LPC 5555 Erindale Drive #202, Colorado Springs, Colorado, 80918.

· Right of Access to Inspect and Copy. You have the right, which may be restricted only in exceptional circumstances, to inspect and copy PHI that may be used to make decisions about your care. Your right to inspect and copy PHI will be restricted only in those situations where there is compelling evidence that access would cause serious harm to you. You may charge a reasonable, cost based fee for copies.
· Right to Attend. If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the information although we are required to agree to the amendment.
· Right to an Accounting of Disclosures. You have the right to request an accounting of certain of the disclosers that we make with your PHI. We may charge you a reasonable fee if you request more than one accounting in any 12-month period.r
· Right to Request Restrictions. You have the right to request a restriction or limitation on the use or disclosure of you PHI treatment, payment, or health care operations. We are not required to agree to your request.
· Right to Request Confidential Communication. You have the right to request that we communicate with you about medical matters in a certain was or at a certain locating
· Right to a Copy of this Note. You have the right to a copy of this notice.

COMPLAINTS

If you believe we have violated your privacy rights, you have the right to file a complaint in writing with the Secretary of Health and Human Services at 200 Independent Avenue, S.W. Washington, D.C. 20201 or by calling (202) 619-0257. We will not retaliate against you for filing a complaint.





Credit Card Authorization 

It is requested that all clients keep a credit card on file to cover session fees, co-pays and deductibles.  Session fees and no-show/late cancellation fees will typically be charged to the card within a week of when the service was provided or as soon as claim is processed by your insurance company.   

**If you choose not to keep a card on file, all copays and missed appointment fees must be paid before your next appointment.  Fees can be paid in person or by requesting an electronic invoice.**
 
	Credit Card Information 
Cardholder Name: ________________________________________________________________________ 

Card Type:    Mastercard   Visa      Other: _______________________________________ 

Card #: _________________________________________ Exp. Date: ____/____    

Billing Zip Code: _________________ 	CVV code (on back of card): ___________ 

Email address for receipt: _______________________________________________________________________ 




I authorize Ashtin Green, MA, LPC to retain my card information for the purpose of payment for ongoing therapeutic services, no show/late cancellation fees, and any fees that are not reimbursed by my insurance carrier.  I understand that my payment method can be discontinued or changed at any time by notifying your therapist by email or in writing. I know that if my credit card is declined, I am obligated to arrange an alternate method of payment for services rendered.   


Cardholder Signature: ___________________________________________________Date: _______________
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