NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW THIS NOTICE CAREFULLY.
Your health record contains personal information about you and your health. This is information about
you that may identify you and is relates to your past, present or future physical or mental health or
condition. This 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, including the Health
Insurance Portability and Accountability Act (HIPAA). It also describes your rights regarding how you may
gain access to and 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 also
required to abide by the terms of this Notice of Privacy Practices. We reserve the right to change the
terms of our Notice of Privacy Practices at any time. Any new Notice of Privacy Practices 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
Practices by posting a copy on our website, sending a copy to you in the mail upon request or providing
one to you at your next appointment.

Use and Disclosures Requiring Authorization
The following is a list of the categories of uses and disclosures permitted by HIPAA of a client’s PHI only
with the expressed and written consent of the client:
For Treatment. Your PHI may be used and disclosed by those who are involved in your care for
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 only with your authorization.
For Payment. We may use and disclose PHI so that we can receive payment for the treatment services
provided to you. This will only be done with your authorization. Examples of payment-related activities
are: determining 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 to use collection processes due to lack of payment for services,
we will only disclose the minimum amount of PHI necessary for purposes of collection.
For Health Care Operations. We may use or disclose, as needed, your PHI to support our business
activities including, but not limited to, quality assessment activities, employee review activities,
licensing, and conducting 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.
Required by Law. Under the law, we must disclose 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
investigating or determining our compliance with the requirements of the Privacy Rule.

Use and Disclosures Requiring Neither Consent Nor Authorization
The following is a list of the categories of uses and disclosures permitted by HIPAA without an
authorization. Applicable law and ethical standards permit us to disclose information about you without
your authorization only in a limited number of situations. As a counselor licensed in Ohio, it is our
practice to adhere to more stringent privacy requirements for disclosures without an authorization.
Child Abuse or Neglect. We may disclose your PHI to a state or local agency that is authorized by law to
receive reports of child abuse or neglect.
Judicial and Administrative Proceedings. We may disclose your PHI pursuant to a subpoena (with your
written consent), court order, administrative order or similar process.
Deceased Patients. We may disclose PHI regarding deceased patients as mandated by state law, or to a
family member or friend that was involved in your care or payment for care prior to death, based on
your prior consent. A release of information regarding deceased patients may be limited to an executor
or administrator of a deceased person’s estate or the person identified as next-of-kin. PHI of persons
that have been deceased for more than fifty (50) years is not protected under HIPAA.
Medical Emergencies. We may use or disclose your PHI in a medical emergency to medical personnel
only to prevent serious harm. Our staff will try to provide you a copy of this notice as soon as reasonably
practicable after the resolution of the emergency.
Family Involvement in Care. We may disclose information to close family members or friends directly
involved in your treatment based on your consent or as necessary to prevent serious harm.
Health Oversight. If required, we may disclose PHI to a health oversight agency for activities authorized
by law, such as audits, investigations, and inspections. Oversight agencies seeking this information
include government agencies and organizations that provide financial assistance to the program (such as
third-party payors based on your prior consent) and peer review organizations performing utilization
and quality control.
Law Enforcement. We may disclose PHI to a law enforcement official as required by law, in compliance
with a subpoena (with your written consent), court order, administrative order or similar document, for
the purpose of identifying a suspect, material witness or missing person, in connection with the victim of
a crime, in connection with a deceased person, in connection with the reporting of a crime in an
emergency, or in connection with a crime on the premises.
Specialized Government Functions. We may review requests from U.S. military command authorities if
you have served as a member of the armed forces, authorized officials for national security and
intelligence reasons and to the Department of State for medical suitability determinations, and disclose
your PHI based on your written consent, mandatory disclosure laws and the need to prevent serious
harm.

Public Health. If required, we may use or disclose your PHI for mandatory public health activities to a
public health authority authorized by law to collect or receive such information for preventing or
controlling disease, injury, or disability, or if directed by a public health authority, to a government
agency that is collaborating with that public health authority.
Public Safety. We may disclose your PHI if necessary, to prevent or lessen a serious and imminent threat
to the health or safety of a person or the public. If information is disclosed to prevent or lessen a serious
threat it will be disclosed to a person or persons reasonably able to prevent or lessen the threat,
including the target of the threat.
Verbal Permission. We may also use or disclose your information to family members that are directly
involved in your treatment with your verbal permission.
Other Circumstances. Uses and disclosures not specifically permitted by applicable law will be made
only with your written authorization, which may be revoked at any time, except to the extent that we
have already made a use or disclosure based upon your authorization. The following uses and
disclosures will be made only with your written authorization: (i) most uses and disclosures of
psychotherapy notes which are separated from the rest of your medical record; (ii) most uses and
disclosures of PHI for marketing purposes, including subsidized treatment communications; (iii)
disclosures that constitute a sale of PHI; and (iv) other uses and disclosures not described in this Notice
of Privacy Practices.

YOUR RIGHTS REGARDING YOUR PHI
You have the following rights regarding PHI we maintain about you. To exercise any of these rights,
please submit your request in writing to our Privacy Officer: Todd L. Warren, LPCC, CCM, 3971 Hoover
Rd, #264 Columbus, OH 43123.
• 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 is maintained in a “designated record set”. A designated
record set contains mental health/medical and billing records and any other records that are 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 or if the
information is contained in separately maintained psychotherapy notes. We may charge a reasonable,
cost-based fee for copies. If your records are maintained electronically, you may also request an
electronic copy of your PHI. You may also request that a copy of your PHI be provided to another
person.
• Right to Amend. 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 not required to agree to the amendment. If we deny your
request for amendment, you have the right to file a statement of disagreement with us. We may
prepare a rebuttal to your statement and will provide you with a copy. Please contact the Privacy Officer
if you have any questions.
• Right to an Accounting of Disclosures. You have the right to request an accounting of disclosures that
we make of your PHI. We may charge you a reasonable fee if you request more than one accounting in
any 12-month period.

• Right to Request Restrictions. You have the right to request a restriction or limitation on the use or
disclosure of your PHI for treatment, payment, or health care operations. We are not required to agree
to your request unless the request is to restrict disclosure of PHI to a health plan for purposes of
carrying out payment or health care operations, and the PHI pertains to a health care item or service
that you paid for out of pocket. In that case, we are required to honor your request for a restriction.
• Right to Request Confidential Communication. You have the right to request that we communicate
with you about health matters in a certain way or at a certain location. We will accommodate
reasonable requests. We may require information regarding how payment will be handled or
specification of an alternative address or other method of contact as a condition for accommodating
your request. We will not ask you for an explanation of why you are making the request.
• Breach Notification. If there is a breach of unsecured PHI concerning you, we may be required to
notify you of this breach, including what happened and what you can do to protect yourself.
• Right to a Copy of this Notice. 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 our Privacy Officer: Todd L. Warren, LPCC, CCM, 3971 Hoover Rd, #264 Columbus, OH
43123. or with the Secretary of Health and Human Services at 200 Independence Avenue, S.W.
Washington, D.C. 20201 or by calling (202) 619-0257. We will not retaliate against you for filing a
complaint.

YOUR RIGHTS AS A CLIENT
It is important for you to know you have many rights and responsibilities when you enter into counseling. The
following list outlines them.

You Have a Right…












To considerate and respectful care which includes freedom from any physical, sexual, fiduciary
(financial), or psychological abuse including humiliating, threatening, and exploiting actions;
To understand what your problem is, what treatment is recommended and why, who will give the
treatment, and what outcome to expect;
To be involved in a process of informed choice, informed refusal, and/or expression of choice
related to preference of your treatment services, choice of service provider and participation in
research projects;
To expect that all communications and records pertaining to your care will be treated as confidential;
To have continuity of care when you are referred for services outside this agency;
To examine and receive an explanation of your bill.
To participate in all aspects of your treatment, including development of your treatment plan.
To have access to self-help and advocacy support services.
To voice complaints or lodge an appeal without recrimination.
To all legal protection and due process for status as an outpatient and inpatient, both voluntary and
involuntary, as defined under Ohio law.

Your Responsibilities Are…





To be honest in your presentation of your problems and to tell those working with you how you feel
about what is happening to you.
To be actively involved in the development of your treatment plan that will outline your problems,
needs, goals, and expected outcome;
To be considerate of others and their privacy;
To present to your counselor any questions, complaints or concerns about your counseling plans or
goals so that you may reach an agreement on any problem hindering your progress.

If you feel that any of your rights have been denied, you are requested to see your counselor about your
complaint. SSCC will provide assistance to any client who has a disagreement about its services. Individuals are
encouraged to resolve issues in an informal manner with the therapist involved. If this is not successful, you
may file a complaint with the Ohio Counselor, Social Work and Marriage and Family Therapist Board that
regulates all licensed counselors. You can contact them at 614-466-0921 or at 77 S. High St., 24 th Floor,
Columbus, OH 43215.

This is to acknowledge my receipt of SSCC’s Notice of Privacy Practices (effective January
1st, 2021) received by me on the date stated below:

Signature of Client’s Name:
Date:

Todd L. Warren, M.Div., M.A., LPCC, CCM

DISCLOSURE AND CONSENT
Welcome
Welcome to Serenity Springs Clinical Counseling (SSCC)! I am pleased that you have selected me to be
your counselor. This document is designed to inform you about my background and to ensure that you
understand our professional relationship. Please take note of our polices and fees by reading this
document thoroughly and clarify any questions you may have at your first session.
Professional Information
I am approved by the State of Ohio Counselor and Social Worker Board as a Licensed Professional Clinical
Counselor, license number: E.1700230. I am also a Certified Case Manager with the Commission for Case
Manager Certification. My practice includes counseling adults in individual, family, and couples’ settings,
including the diagnosis and treatment of mental and emotional disorders. I hold a BA in Religion from
Bluffton College, an M.Div. from Eastern Mennonite Seminary, and a MA in Professional Counseling from
Methodist Theological School in Ohio.
Hours of Operation:
Monday – Friday: 9am-5pm
Saturday: 9am-3pm
Sunday: Closed
If I am available, I will attempt to return all calls and emails by the next business day. Calls and emails
are responded in the order they are received. If you are experiencing an emergency please refer to the
following section.
Emergencies
Please be aware we do not provide emergency services. We are not staffed to respond to emergency
situations. If you are experiencing a crisis, please call 911. Other numbers that may be helpful are:
OSU/Harding Hospital: 614-293-9600
Riverside Hospital: 614-566-5056
Netcare Access: 614-276-2273
Suicide Prevention Hotline: 614-221-5445

E-Therapy Terms of Use and Consent
At this time Serenity Springs is a web-based counseling practice and all sessions are entirely online. We
do not offer in-person sessions. Sessions are conducted through a HIPAA compliant web-based platform,
and all of your data is encrypted and none of your information is stored on their website. Please know
that e-therapy has both benefits and risks and these will be discussed below and in more detail at your
first appointment. Your signature below acknowledges that you agree to receive mental health
assessment, care, treatment or services via electronic means. You also authorize me to provide such
care, treatment or services as are considered necessary and advisable by mean, your therapist.
Electronic Service Delivery is defined as mental health therapy in any form offered or rendered primarily
by electronic or technology assisted approaches when the mental health therapist and the client are not
located in the same place during delivery of services. While working with me you will always have the
opportunity to ask any questions that you have about the therapy, electronic communications in
general, and other issues involving my therapy with you. I will also assess your ability to handle
computers and the internet, so that we may work in this way.
As a client receiving mental health services through electronic service delivery methods, you should
understand:
1) This service is provided by technology (including but not limited to video, phone, text, and email) and
may or may not involve direct, face to face, communication. There are benefits and limitations to this
service. You will need access to, and familiarity with, the appropriate technology to participate in the
service provided. Exchange of information may not be direct, and any paperwork exchanged will likely
be exchanged through electronic means or through postal delivery. I will assess whether or not therapy
through means of electronic service delivery is appropriate for addressing your issues and whether or
not you have the knowledge and skills to use the technology involved.
2) As a therapist licensed in Ohio, I may only deliver services to residents or people located in Ohio. If
you plan on leaving Ohio for any length of time in the future, please let me know as soon as possible so
that we can make proper arrangements for future work or referrals, as appropriate. If you are going to
be out of state during therapy, then I will have to comply with the licensing laws of the state where you
will be located.
3) If a need for direct, face to face services arises, it is your responsibility to contact providers in your
area, or to contact this office for a face-to-face appointment. You understand that an opening may not
be immediately available.
4) You may decline any electronic service delivery service at any time without jeopardizing your access
to future care, services, and benefits.
5) These services rely on technology, which allows for greater convenience in service delivery. There are

risks in transmitting information over the internet or through other electronic services that include, but
are not limited to, breaches of confidentiality, theft of personal information, and disruption of service
due to technical difficulties. You and I will regularly reassess the appropriateness of continuing to deliver
services through the use of technology. When using these services, you agree to accept the risks
involved with the unencrypted exchange of information, if it is provided in that way.
6) I will need to verify your identity in a face-to-face meeting, which may be via video/audio
electronically and then verify your identity in subsequent sessions. At the initial session we will address
imposter concerns. You should be aware that misunderstandings are possible with telephone, textbased modalities (e.g., email), and real-time internet chat, since non-verbal cues are relatively lacking.
Even with video chat software, since bandwidth may be limited and images may lack detail,
misunderstandings may occur. I am an observer of human behavior. I will gather information from your
body language, vocal inflection, eye contact, and other non-verbal cues. Cultural differences and how
they affect non-verbal cues may also be involved and I will assess whether or not this type of therapy is
appropriate for your cultural experiences, your specific therapeutic issues and your environment. If work
is being done with families or groups with different levels of technology competence, power dynamics
will be acknowledged. Please let me know if you have any type of audio/visual or cognitive impairment
prior to beginning therapy. If you have never engaged in online counseling, you need to have patience
with the process and request clarification if you believe that you are not being understood by me or you
do not understand something that I say. I will regularly review whether or not electronic service delivery
is meeting the goals of therapy. I will also discuss with you how to handle disruptions in services and will
discuss with you all methods of delivering services that are compliant with commonly accepted
standards of technology safety and security at the time at which services are rendered.
7) In emergencies, in the event of disruption of service, or for routine or administrative reasons, it may
be necessary to communicate by other means:
a) In emergency situations: If it is an imminent situation that requires face-to-face contact call 911 or go
to the nearest emergency room. If it can be managed over the phone, you can call me but if I do not
respond immediately or within a short period of time, you should contact local emergency services (for
example, call 911 or go to your local hospital’s emergency room, or call the National Suicide Prevention
Hotline number -1-800-273-8255.) Also, other local hotline crisis phone numbers may be available to
call, and you can check on the internet to find those.
b) Should service be disrupted: Try to regain contact using the same medium. If that does not work,
attempt to make contact using e-mail. I will also make every effort to regain contact. If service is
disrupted during a therapy session before the pre-agreed time frame has ended, you will have the
opportunity to use the remaining time as soon as contact is made. If contact is not re-established within
one hour, you will have the choice to end the session and be charged a pro-rated amount or allowed to
schedule an additional session to use the remaining time.
c) For other communication: You and I may agree to communicate via a phone call, videoconferencing,
e-mail, text, fax, or mailed letters.

(8) The potential benefits of online counseling include flexibility in scheduling and allowing you to
engage in counseling outside of the office, which eliminates issues like transportation and other psychosocial barriers that might make it difficult for you to handle in a traditional office setting. The provision
of online counseling may include risks related to the technology used, the distance between you and I,
and issues related to timeliness. For example, the potential risk of confidentiality may pertain to your
accessing the internet from public locations. You should consider the visibility of your screen and being
overheard when in public settings. It is recommended that you be in a private setting when engaging in
online counseling. You should also always use strong passwords to protect any information shared with
me. Never use a work computer for therapy as your employer may have access to the information
shared in electronic communications. Be cautious when using a shared network with others.
(9) Although the internet provides the appearance of anonymity and privacy in counseling, privacy is
more of an issue online than it is in person. You are responsible for confidentiality in your own
environment, including securing your hardware, internet access points, chat software, email, and
passwords. Please develop passwords that are appropriate and strong and not use auto-fill for user
names or passwords. Although I will take steps to protect your information, I will have policies in effect
to notify you of a breach of any of your confidential information which is required to be reported to you.
(10) I may utilize alternative means of communication in the following circumstances: if you do not
respond to text, I may attempt to call you. If you do not respond to a call, I may follow up with text or email. If you do not respond to a call, text, or e-mail, I may follow up with a mailed letter. In case of
emergency (or concerns over your welfare), I may contact your emergency contact if you have provided
one.
(11) I will attempt to respond to communications and routine messages within 48 hours if I am available.
(12) It appears that most Ohio insurance companies are reimbursing for telehealth sessions. However,
you should check with your insurance company to determine if they will reimburse you for electronic
service delivery sessions. If insurance does not cover reimbursement, then you agree to pay the fee for
the service.
(13) You need to take the following precautions to ensure that your communications are directed only
to me or other individuals: Ensure that you use the correct e-mail address, telephone number, skype or
online name, fax number, and physical address to contact the appropriate individuals. Only leave voice
messages after ensuring that the correct phone number was dialed and the voicemail introduction
identifies the correct individual.
(14) Your communications exchanged with me, if capable of being put into written form, will be stored
in the following manner: e-mails, texts, and other electronic communication relevant to treatment will
be printed and kept in your file. Mailed letters and documents will also be kept in your file. Notes
outlining electronic service delivery treatment sessions will be written and kept in your file. Your file will
be kept in a locked file cabinet or stored electronically and will be accessible only by those who require

or are allowed access and will be available to you or someone named by you for the length of time
required under Ohio law. I will not record sessions without first discussing it with you and obtaining
your permission to do that. Please see my regular Informed Consent form for information on access to
your records, including who will have access to them.
(15) The laws, ethics, and professional standards that apply to in-person therapeutic services also apply
to services delivered by electronic means. This document does not replace other agreements, contracts,
or documentation of informed consent covering other issues. If you want licensing information on me or
other information regarding professionals with my license, you can find it at www.psychology.ohio.gov,
the Psychology Boards website.
Confidentiality
What you disclose to your therapist is held in the strictest of confidence in accordance with federal and
state laws that protect confidentiality. If there is a need for your therapist to discuss identifying
information about you or your treatment to anyone else, you will be asked to complete and sign the
Authorization for the Release of Information form or I will otherwise obtain your consent, depending on
the circumstances involved. In certain situations, confidential information may be shared with an
appropriate person or agency without your prior consent. These exceptions are mandated or allowed by
state laws and apply to the client or anyone in the session with the identified client in the following
circumstances:
1. The person threatens to harm someone (including murder, assault or other serious physical
harm)
2. The person reports potential child abuse (including, but not limited to physical
beating, physical neglect and/or sexual abuse)
3. The person reports abuse or neglect of an elderly or developmentally disabled person
In addition, insurance companies may require varying levels of confidential client information to
“authorize” sessions or process claims.
Appointments
Initial appointments are scheduled through our receptionist, either by phone or by email. Our phone
number is 1-844-813-5222 and our email address is: info@ serenitysprings.cc. Follow up
appointments are made with me at the end of our session, or they can be made with our reception
staff at the email and/or phone number above.
Cancellation Policy and Missed Appointments
Occasionally, you many need to change a scheduled appointment time. We understand that illness or
scheduling conflicts happen. However, due to the nature of our practice, we reserve our clinical time
exclusively for you and urge you to do your best to maintain consistent attendance. Clients must give at
least 24 hours’ notice to cancel or change an appointment time. An $80 fee for no show/late
cancellations applies to all appointments. Missed appointment fees are not billable to insurance – so

please know that the fee is an out-of-pocket expense. The client will be provided a one-time waiver for
a late cancellation or no show at the discretion of the therapist.
Services and Fees
Customary session length is typically between 45 and 60 minutes per clinical hour. This provides for
appropriate clinical interventions and allows time between sessions for you and your therapist to review
clinical notes, complete paperwork, consult with other professionals, and manage scheduling. We will
attempt to start and finish sessions in a timely manner. Occasionally, your therapist may have to
address a critical clinical need and may run quite late or need to cancel with timely notice. We
appreciate your understanding on these rare occasions.

Our Fee Schedule is as follows:
Diagnostic Interview Evaluation (1st session, 60 min.)

$150.00

Individual 60-minute Session

$130.00

Individual 45-minute Session

$110.00

You are responsible for payment in full at the time of service if we are not in network with your insurance
carrier. We will provide you with a billing statement for submission to your insurance carrier for
reimbursement.
Therapeutic Boundaries
Although our sessions may be very intimate psychologically, it is important for you to realize that we
have a professional relationship rather than a personal one. Thank you for not inviting me to social
gatherings, offering gifts, or asking me to relate to you in any way other than in the professional context
of our counseling sessions. You will be best served if our relationship stays strictly professional and if our
sessions concentrate exclusively on your concerns. You will learn a great deal about me as we work
together during your counseling, however, you must realize that you are only experiencing me in my
professional role. Please do not attempt to “friend” or otherwise connect with me on social media, as
you might be compromising your confidentiality.
Limitation on the Use of Email
You may email us at info@serenitysprings.cc for the sole purpose of scheduling and/or cancelling
appointments. The above email is managed by both your therapist and SSCC’s receptionist, therefore it
is not advised that clients use this email for any other purposes other than scheduling. Further, your
therapist will not give advice or conduct dialogue related to your treatment via email. Please reserve
these conversations for your scheduled session. Please also see later information on the use of
unencrypted email.

Child/Adolescent Counseling
SSCC does not provide counseling to children under that age of 15. All clients must be 15 years of age or
older to be seen with our practice. Any referred child 14 years of age or younger will be given a list of
area providers that specialize with this population. Referrals will also be instructed to contact their
insurance carrier for a list of preferred providers that accept their insurance plan.
Legal and Judicial System
If you are involved with the judicial system, i.e., but not limited to: court ordered evaluation, personal
injury lawsuit, divorce, child custody, etc., it is my policy that I do not go to court as your advocate
and/or release any client records, unless I am required by law to do so. If you are looking for a clinician
and/or group setting for forensic reasons, I can refer you to someone else.
Medical Records Requests
If you are requesting medical records please complete the Release of Information and send to
info@serenitysprings.cc, or fax to our office at 1-844-813-5300. If you are requesting that your records
be forwarded to a physician’s office or to another clinician, we will be happy to send them via fax at no
charge. If you are requesting a paper copy of medical records for personal use, we reserve the right to
charge a reasonable fee for time and supplies. These fees are limited by federal or state law and change
periodically. I can discuss with you the cost when you make a request. Please allow 7 business days for
medical records requests to be processed.
Disability Forms
SSCC does not provide disability assessments nor will your provider fill out paperwork for disability claims,
including for FMLA (Family and Medical Leave Act) or Social Security other types of disability claims. If you
are currently on disability or seeking disability please be advised of this policy.
Signature
I assure you that my services will be rendered in a professional manner consistent with accepted ethical
standards. Please note that it is impossible to guarantee any specific results regarding your counseling
goals. However, together we will work to achieve the best possible results for you. If you have any
questions, please feel free to ask. Please sign and date this form, which will acknowledge that you have
read and agreed to the terms set forth above and have had any of your questions answered.

Client’s Signature:
Date:

Counselor’s Signature:
Date:

_

NO SHOW/LATE CANCELLATION POLICY
***Please Read Carefully***
We thank you for trusting Serenity Springs Clinical Counseling with your care. Our goal is to provide quality care in a
timely matter. Due to personal nature of mental health treatment, missed appointments have a significant impact on your
progress, your therapist and on other clients. The following is our no show and cancellation policy and is with regard to
clients who fail to keep their scheduled telehealth appointment.
Please be courteous and call SSCC promptly if you are unable to attend an appointment. This time will be
reallocated to someone who is in urgent need of treatment. Available appointments are in high demand and your
early cancellation will give another person the possibility to have access to timely care.
 Effective August 15th, 2021, any established client who fails to show for their scheduled appointment or
did not notify the office within 24 hours of their scheduled appointment time, will be charged a “No
Show/Late Cancellation” fee of $80.00 for the first three (3) occurrences.
 If a third No Show/Late Cancellation should occur, the patient may be dismissed from the Serenity Springs
Clinical Counseling practice.
 Any new client who fails to show for their initial assessment will not be rescheduled.
 If a client is more than 15 minutes past their scheduled appointment time, the appointment must be
rescheduled and the client will be charge the No Show/Late Cancellation fee.
 Clients are given a one (1) time waiver for the first No Show/Late Cancellation at the discretion of your
therapist. A written waiver request should be sent to the Office Manager within 24 hours of the No Show/
Late Cancellation. If a request is not made within 24 hours the client will be charged upon the conditions
outlined above.
 The fee is charged to the client, not the insurance company, and is therefore the sole responsibility of the
client.
 Ultimately, it is the responsibility of the client to remember their appointment. As a courtesy, we send
reminder emails for the upcoming weekly appointments on Saturday afternoons at 2:00 PM. If you do not
receive an email message, please contact the office.
How To Cancel Your Appointment
To cancel or reschedule appointments call Serenity Springs Clinical Counseling at (844) 813-5222 or by logging onto the
client portal. If you choose to call us, please leave a message with your name, appointment date and cancellation reason or
request for rescheduling.
I have read and understand the No Show/Late Cancellation Policy and agree to its terms.
Client Signature: ________________________________________________

Date:______________________

Therapist Signature: _____________________________________________

Date:______________________

Client Demographic Form
(Please fill out this form in its entirety)
DATE:

CLIENT INFORMATION:
First Name: _________________________________

Middle Initial: __________

Last Name: _________________________________

Date of First Appointment: ____________

Address: ___________________________________

State: ________ Zip Code: ______________

City: ______________________________________

Birth Date: ____________________

Home Phone: ______________________________

Sex:

Cell Phone: ________________________________

Leave Message At:

Work Phone: ______________________________

Marital Status:

Email: ___________________________________

Email Reminders of Appointments?

Employer: __________________________ Emergency Contact: _______________________________
Relationship: ________________________________

Phone Number: ________________________

PRIMARY INSURANCE INFORMATION:
INSURED PERSONAL INFORMATION (Subscriber):
This section is necessary for Serenity Springs Clinical Counseling to receive payment from your
Insurance/EAP for the counseling provided. You must complete this section and present a copy of your
insurance to be billed.)
Relationship to Client: _______________________

Employer: ___________________

I.D.#: _____________________________________

Group #: ____________________

Last Name: _________________________________

Middle Initial: _______________

First Name: _________________________________

Birth Date: _________________

Address: ___________________________________

State: ____ Zip Code: _____________

___________________________________
City: ______________________________________

Sex:

Phone Number: _____________________________
Insurance Company: _________________________
EAP (Optional):
EAP Program/Company: ____________________

EAP Authorization #: _________________________

Self-Pay (Optional):
I am electing to self-pay/Insurance is not applicable or I do not want information reported to my
insurance company, in which case I will pay for each session up front:
Initial: ____________ Date: ____________________

SIGNATURE:
I authorize the release of any information necessary to process claims with my insurance company and I
authorize my insurance company to make payments for my treatment directly to SSCC. I understand
that I am responsible for paying my deductible or co-pay at time of service and for any amounts not paid
by the insurance company (where applicable):

Signature: __________________________________

Date: ______________________

PLEASE NOTE: We do not bill secondary insurance. If you choose to submit claims to a secondary
insurance on your own, you must use the Explanation of Benefits statement sent by the primary
insurance company to your address.

Insurance Card and Photo ID
Please scan or take a picture of BOTH the FRONT and BACK of your insurance card and the FRONT
of your Photo ID. Save to your device (e.g., laptop, PC, or Cell Phone) as three separate files.
If you prefer, you can email these photos to our confidential email instead of uploading them here.
Otherwise, follow the instructions below:
1. Click on the Image Icon below
2. Click on Browse and find the image of the front of your insurance card and click Open.
3. Click Ok in the Select Image window.
Your image should appear in the image box. There is no need to adjust the image once you have
uploaded it.
Repeat the same steps for the other two image boxes for the back of your insurance card and the front
of your photo ID. Thank you!

Insurance Card - Front

Insurance Card - Back

Driver's License/Photo ID - Front

AUTHORIZATION FOR CREDIT/DEBIT CARD PAYMENTS FOR SERVICES
I, ________________________________ authorize Serenity Springs Clinical Counseling (SSCC) to charge my
credit/debit card for services rendered to myself and/or the clients listed below. In providing my credit card/debit
card information, I am giving SSCC permission to automatically charge my card for the following fees and
balance(s) for me and/or other clients listed on this form at the time of service.
Co-pay/Co-insurance/Deductible: The amount defined by the client’s insurance company for behavioral health
services that are due at the time services are rendered.
Self-pay Fees: The therapist’s fee for services when insurance and/or employee assistance programs do not apply.
No Show and Late Cancellation Fees: The fees listed in the therapist’s Disclosure Statement and in the practice’s
No-Show Late Cancellation Policy for non-emergency appointment no-shows or cancellations without 24 hours’
notice.
Outstanding Balance: If the client’s insurance provider has paid their portion of the bill and there is still an
outstanding balance owed, Serenity Springs Christian Counseling will send a balance statement to the
client/guarantor/responsible party’s address on file by either regular mail, email and/or present the client with a
copy in session. If we do not receive a response or payment in full within 30 days of the statement date, any
balance owed will be charged to the credit/debit card authorized, below. A copy of the charge will be sent to you.
This in no way compromises your ability to dispute a charge or question the insurance company’s determination of
payment.

I authorize SSCC to charge the above fees and outstanding balance(s) to my credit/debit card and agree
to update SSCC on any changes to the information I am providing below:
Card Type: Please Select:
Credit Card Number:
Security Code:

Exp. Date:
Card Holder's Name:

Signature:_________________________________________________

Date:________________

Client History Form
DEMOGRAPHICS

DATE:______________

Client’s Name: __________________________________________________

PRESENTING PROBLEMS

Date of Birth: ___________

Duration (Months)

1.

_____________________________________________________

_______________________

2.

_____________________________________________________

_______________________

3.

_____________________________________________________

_______________________

GOALS FOR COUNSELING
1.

_______________________________________________________________________________________

2.

_______________________________________________________________________________________

3.

_______________________________________________________________________________________

MEDICAL HISTORY
Primary Care Physician (PCP):
Name

Psychiatrist (If applicable):
Name

Phone Number

Address

Phone Number

Address

Please describe your current physical health:

☐ Excellent

☐ Good

☐ Fair

☐ Poor

Please list any medical conditions you have:
___________________________________________________________________________________________
___________________________________________________________________________________________
Have you had any surgeries?
___________________________________________________________________________________________
___________________________________________________________________________________________
Please list your current medications:
Name:

Dosage:

How often per
day?

How long have you been taking it?

Medication Allergies and Reactions: ____________________________________________________________
(Do not leave blank, write “none” if no allergies)

MENTAL HEALTH HISTORY
Mental Health Treatment History: Please list past psychiatric treatment providers, both outpatient and
inpatient, as well as any substance abuse counseling or treatments.
Date:

Where:

Description:

What are your current emotional or mental health concerns? Please check mark all that apply.
ANXIETY
Panic attacks
Situation worry (stress)
Preoccupations or obsessions
Compulsions or ritual behaviors
Intrusive thoughts
Avoiding people or places
Flashbacks or traumatic events
Feeling "jumpy" or easily startled

AGITATION
Restlessness
Irritability
Anger control problems
Racing thoughts
Rapid mood swings
High energy
Elevated mood
Talking too much

DEPRESSION
Persistent sadness
Crying spells
Despondency or hopelessness
Loss of interest
Guilt
Low energy
Low motivation
Suicidal thoughts

ALTERNATIVE THOUGHTS
Hearing commands/commentary
Seeing spirits, auras, other energy
Heightened suspicion
Paranoia
Feelings of being recorded
Broadcasting thoughts to others
Sensing the thoughts of others

CONCENTRATION PROBLEMS
Forgetfulness
Easily distracted
Easily frustrated
Job conflicts
Schoolwork problems

SLEEP PROBLEMS
I use a sleep aid
Difficulty falling asleep
Frequent awakening
Early morning awakening
Nightmares
Sleep/wake cycle (timing) offset

ADDICTIONS
Overuse of alcohol
Use of illegal drugs
Abuse of prescription drugs
Impulsive sexual behavior
Gambling compulsively
SAFETY CONCERNS
Suicidal ideas
Thoughts of harming others
_________________________
APPETITE CHANGES
Increased appetite
Weight gain
Decreased appetite
Weight loss
Anorexia
Purging
Body image problems
PHYSICAL SYMPTOMS
Pain
Sexual problems or issues
Muscle tension (jaw, neck, etc.)

In the past 6 months, have you experienced any physical ailments or a major stress event that has affected
you mood, or caused it to change?
___________________________________________________________________________________________
___________________________________________________________________________________________
Has anything been helping you feel better, or maintain your mood?
___________________________________________________________________________________________
___________________________________________________________________________________________

SUBSTANCE ABUSE HISTORY
Please tell us about your substance history, both past and present:
History of use
Y/N
Frequency
Amount
Past Alcohol

Details

Current Alcohol
Past Drug
Current drug
Past Tobacco
Current Tobacco
Please tell us about any substance abuse treatment, either impatient or outpatient:
Alcohol Treatment
Y/N
When

Where

Impatient
Outpatient
Drug Treatment
Impatient
Outpatient

Y/N

When

Where

FAMILY HISTORY
Immediate Family: Please list immediate family members, regardless if they are living in your household.
Name

Age

Sex

Relationship to Client

What is your relationship/marital status?
___________________________________________________________________________________________
How satisfied are you with your current relationship/ marriage (i.e. very satisfied, satisfied, dissatisfied, very
dissatisfied)?
___________________________________________________________________________________________
If married, is this your first marriage?
___________________________________________________________________________________________
Is your current household a blended family?
___________________________________________________________________________________________
Has any family member, immediate or extended, ever been diagnosed or treated for a mental health
disorder?
___________________________________________________________________________________________
Has any family member, immediate or extended, ever been diagnosed or treated for a substance use
disorder?
___________________________________________________________________________________________

SOCIAL SCREENING QUESTIONS
Please answer the following to the best of your ability:
Please describe you support
system or social network:
Please tell us about your cultural
identity:
Please tell us about your
religious or spiritual identity:
Are there any cultural, religious
or spiritual issues that negatively
impact your mental health?
How important is your culture,
religion or spirituality to your
counseling experience?
What is your educational
background?
Please describe your work
history:
Do you have any history, either
past or present, of trauma or
abuse?
Please describe any legal history:

Is there anything else that you
would like us to know?

