Green House Counseling
Child Intake/Insurance Information

Client Information:                                                                      Therapist _______________  Date:______________________

Name _______________________________________________Date of Birth: ________________Age: ____Sex:     M / F
                    ( First )                             ( Middle )                                  ( Last )
Address :___________________________________________________________________________________________
                            ( Street Address )                                                                                                               ( City )                                                                    ( State )                  ( Zip )
Phone # :_______________________________________________     Social Security :____________________________
                        ( Home )                                            ( Mobile )                                                  ( Work ) 


Responsible Party :

Name of person filling out form :____________________________________Relationship to client:__________________

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

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

Phone # : _______________________________________________  Social Security # :____________________________
                        ( Home )                                            ( Mobile )                                                  ( Work ) 


Insurance Information :                                                                                                   Office Use: Dx _____________________

Insurance Company Name : ___________________________________________ ID # ____________________________
Insurance Phone #(s) _________________________________________________________________________________
                                                        ( Providers call/ Customer service )                                                                                                 ( Mental Health/ Substance Abuse )
Insured’s Name : _______________________________________________   Social Security # :_____________________
Employer : ____________________________________________________    Group # : ___________________________

Was the insurance called by GH prior to your appointment today?      Y / N                              ( If Y – attach benefits sheet )
                                                                                                                                                                   ( If N – Copy insurance cards )
Is there a secondary insurance company?        Y / N                   ( If Y – attach copy of insurance card and/or benefits sheet)
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 to Green House Counseling, PLLC to assess and treat the above named  patient. I authorize GHC to disclose all or part of the client records 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.


Signed : _____________________________________________________________  Date : ________________________
                     ( Client )

Signed : _____________________________________________________________  Date : ________________________
                     ( Parent or Guardian of Client ) 

(date revised August 2017)
SOCIAL DEVELOPMENTAL HISTORY

1. IDENTIFYING INFORMATION

Full Name of Child________________________________________Birthdate____________________Age_____Sex_____
Address________________________________________________Phone______________________________________School_________________________________________________Grade_______________________________________

This form completed by___________________________________Relationship to child___________________________
Today’s date________________________

Information on Father                                                                      Information on Mother 

Full Name_______________________________________     Full Name________________________________________
Natural____Step____Adopted____Foster____                         Natural____Step____Adopted____Foster____
Birthdate________________________________________    Birthdate_________________________________________
Occupation______________________________________    Occupation________________________________________
Highest level of education completed_________________    Highest level of education completed__________________
Residing in the home?______________________________  Residing in the home?_______________________________
If not, where?____________________________________    If not, where?_____________________________________
Marital status____________________________________     Marital status_____________________________________
Place of employment work & phone__________________     Place of employment work & phone___________________
________________________________________________    ________________________________________________
________________________________________________    ________________________________________________


Please list all children Living and Deceased:
                          Name                                              DOB                         SCHOOL/GRADE                     LOCATION ( If Not In Home )
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Please give name and relationship of anyone else living in the home:
	
	

	
	

	
	



Please list all medications, dosages, and frequency:
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




1. 
1. SCHOOL HISTORY

1. At what age did your child first attend school ( Include nursery school )?_______________________________
___________________________________________________________________________________________
2. What was his/her reaction to starting school?____________________________________________________
___________________________________________________________________________________________
3. What do you feel your child’s reaction to school is now?____________________________________________
___________________________________________________________________________________________4.Child’s relationship with peers in school ( past & present )?__________________________________________
___________________________________________________________________________________________
5. Child’s relationship with teachers?_____________________________________________________________
___________________________________________________________________________________________
6. Schools attended ( including nursery school ) Dates/Child’s age at time:________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. List your child’s reactions to changing schools:____________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
8. List specific success your child has had in school, ( grades, attendance, learning, behavior):________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
9. List any special problems you feel you child may be having, or has had, in school ( grades, attendance, learning, behavior, retentions, etc. )______________________________________________________________                                  ___________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
10. What do you feel is the cause?________________________________________________________________
___________________________________________________________________________________________
11. How long has this been evident? ______________________________________________________________
___________________________________________________________________________________________

COMMENTS:





1. DEVELOPMENTAL HISTORY

1. Were there any complications during pregnancy or delivery?________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
2. Describe your child’s early personality and parent (s) relationship with the child during this period. 
( Birth to 6 years old )__________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Any early childhood difficulties. ( Wetting, soiling, temper tantrums, eating, or sleeping problems, etc. ) 
Please have ages._____________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________How did the parent(s) deal with it?_______________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
4.Was there anything unusual about the child’s development?_________________________________________
___________________________________________________________________________________________
5. Any history of: Firesetting ______ Cruelty to animals______ Lying______ Stealing______Self-Harm______
___________________________________________________________________________________________

6. Has your child experienced any significant trauma? ( separations of any kind, serious injuries, death, family crisis, divorce, abuse, neglect, etc. ) Please specify any dates:__________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7. Are there now, or have there ever been any custody disputes regarding this child or other involved with the child? If yes, ( Include ages )_____________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
8.Has your child experienced any behavioral or personality changes that concern you or others involved with the child?_______________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
9. Has your child ever had an “ imaginary friend”?        Yes______ No_______
If yes, explain ( include ages )____________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________

COMMENTS:




1. SOCIAL FUNCTIONING

1. How does your child relate to peers at home and in the neighborhood?________________________________
___________________________________________________________________________________________
2. Does he/she prefer children his/her own age______, own sex______, older peers____, younger peers______,
Prefers to be alone______, functions well in group situations______.

3. List specific interests, hobbies, or activities of your child. ( Include church groups, scouting, sports, art, music, etc. ) _______________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. What activities does your family do together?____________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
5. List your child’s skills and strengths:____________________________________________________________
___________________________________________________________________________________________
6. Does your child have daydreams or fantasies which interfere with normal activities?_____________________
___________________________________________________________________________________________
7. How would you describe your child’s self image?__________________________________________________
___________________________________________________________________________________________
8. Has your child expressed concerns about peer relationships? If so, explain._____________________________
___________________________________________________________________________________________


1. FAMILY RELATIONSHIPS

1. How would you describe your child at the present time?____________________________________________
___________________________________________________________________________________________
2. How does your child get along with family members?
	Parents:______________________________________________________________________________
	Siblings:______________________________________________________________________________
3. Name persons outside of home who are of special importance to your child and family. Where do they reside?
______________________________________________________________________________________________________________________________________________________________________________________
4. How do you discipline your child?______________________________________________________________
	Who disciplines?_______________________________________________________________________
	Are there any conflicts over the discipline? Please specify._____________________________________
___________________________________________________________________________________________
5. How does your child react to discipline?_________________________________________________________
___________________________________________________________________________________________

COMMENTS:



1. COMMUNITY RESOURCES

1. Which community resources have been used by the family?

Social Services_____________________________________________________Date_______________________
Professional counseling or evaluations_________________________________  Date______________________
Hospitalizations ( Medical/Psychological )_______________________________ Date______________________
Military services___________________________________________________  Date______________________
Recreational services_______________________________________________  Date______________________
Religious resources_________________________________________________ Date______________________
Other____________________________________________________________ Date______________________

2. Significant events within the child’s life requiring other community resources? Please include dates.________
______________________________________________________________________________________________________________________________________________________________________________________
3.What has been your child’s reaction to coming to therapy?__________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



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: 

1. 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)

1. Required by Court Order

1. 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, 5555 Erindale Drive #202, Colorado Springs, Colorado, 80918.


1. 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.
1. 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.
1. 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.
1. 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.
1. 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
1. Right to a Copy of this Note. You have the right to a copy of this notice.



COMPLAINTS
If you believe we have violated you privacy rights, you have the right to file a complaint in writing to Ashtin Green, 5555 Erindale Drive #202, Colorado Springs, CO 80918.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
                                    
 

Green House Counseling

[image: ]

Date: __________________







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









________________________________________________________________		_________________
Signature						                                                            Date





				
________________________________________________________________		_________________
Witness (Staff Signature)		                                                                                    Date	


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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