SUSAN M. PELOSI, LCSW, RYT

7472 Broadway, Suite 5A
Red Hook, NY  12571

(646) 236-3077

Welcome.

I have found it helpful for clients to complete some paperwork before our first session in order to help organize our work together and for you to become familiar with my policies.  Please complete this form and bring it with you when we meet.   

-- Susan
CONFIDENTIALITY & INSURANCE:

Please initial the following agreements to indicate that you have read and understand them.

Confidentiality 
Without written consent, all discussions between psychotherapist and client, including minors, are strictly confidential.  Although it is my goal to protect the confidentiality of your records, there may be times when disclosure of your records or testimony will be compelled by law.
Possible exceptions to confidentiality include, but are not limited to, the following situations:  suspected child abuse (including neglect and emotional abuse); suspected abuse of the elderly or disabled; suspected sexual exploitation/abuse; when the client communicates threat of serious harm to another or is suicidal; when a third-party communicates to the therapist that a client is threatening harm to another; when information is required by law or ordered by the court.  If you have any questions regarding confidentiality, please bring them to my attention so that we can discuss them further.  
 _____________ (initial)

Disclosing Information   
Release of information to any other entity will require a signed authorization from you (or your guardian if under 18). This request must be dated, show whom the information is to be released to or requested from, the specific information to be released or acquired. These authorizations will have an end date. 

Additional requests beyond the end date will require a new authorization. I will keep a record of all disclosures in your file. This information will be available for you to review. 
  _____________ (initial)
Correspondence 
I consent for Susan Pelosi, LCSW to communicate with me by email, text and or telephone at the address and phone number provided.  I will advise her in the event of 
any changes to my contact information.  

 _____________ (initial)

Disclosing Information for Insurance Reimbursement

If applicable, I authorize Susan Pelosi, LCSW to bill my insurance/managed care company for psychotherapy. I understand she may need to disclose clinical information necessary to process claims.  
 _____________ (initial)

I authorize my insurance company, ______________________________________, to make payment directly to Susan Pelosi, LCSW for the benefit specified and otherwise 
payable to me, but not to exceed the usual and customary charges for the services. 
_____________ (initial)

Treatment Planning

If applicable, I authorize Susan Pelosi, LCSW to contact my current and previous mental health providers (if applicable) for the purpose of history gathering and treatment planning.
 _____________ (initial)

Payment & Fees

1. Susan Pelosi’s usual and customary rate for providing direct face-to-face psychotherapy services is $150.00 per 45 minute and $175.00 per 60 minute session.  If you are using your insurance company for services you are responsible only for your co-pay or co-insurance.  A reduced fee is available for people without insurance coverage or who may be unable to pay the customary fee or co-pay.  This will be agreed upon with Susan at the start of treatment. 
2.  Payment is due at the time of treatment.

3. You will be billed one half of your fee for not giving a minimum of 24 hours notification of cancellation. This outstanding balance must be paid prior to additional psychotherapy services being delivered.   No shows will be billed at the full rate.
4. You may be billed for non-covered and non-routine services such as extended telephone consultation, crisis intervention, report writing, extended care coordination with other providers at a rate of $3.00 per minute. You will be informed of events involving additional billing prior to the event. 
______________________________________   _______________________ 

                             Signature                                                    Date
CLIENT  INFORMATION 

CONTACT INFORMATION:
Name:       

Cell phone:

E-mail:

Bard Address (if applicable):

Home Address:

Date of Birth:
Pronouns:

Parent or legal guardian if under 18:

INSURANCE INFORMATION:
Name and Date of Birth of Insured (if different than client);
Your insurance ID number(s):
Insurance company:

WHO WOULD YOU LIKE NOTIFIED IN CASE OF EMERGENCY? 
Name: 

Relationship to you: 
Cell phone:

Home phone:

Work phone:

GOALS FOR TREATMENT:

Some of my strengths:

Things that are going well in my life right now:

Things that are challenging me in my life right now:

History of these challenges:

I decided to seek treatment now because:

My goals for therapy:

HEALTH & MENTAL HEALTH HISTORY

How is your overall physical health?

Do you have any medical conditions that you think I should know about?

Please list any current medications or herbal supplements and the dosage that you are taking:

Have you ever been in therapy before?   If so, please list providers and dates:

Have you ever seen a psychiatrist?  Is so, please provide name, contact info and any medications prescribed in the past:

Have you ever injured yourself on purpose (i.e., cutting, burning, hitting)?

Have you ever felt suicidal?  If yes, please explain:

Have you ever made a suicide attempt?  If yes, please explain how/when: 
Have you ever been hospitalized?  

Medical 
Please provide date(s) and reason(s) for medical hospitalizations: 

Mental Health 
Please provide date(s) and reason(s) for mental health hospitalizations:

Do you have a family history of mental health issues?  If yes, please explain: 
Do you have a family history of alcohol or drug problems?  If yes, please explain: 

Please describe your own relationship to drugs and alcohol:

Please describe your relationship to food, nutrition and eating:
Do you have any problems falling or staying asleep?

Anything else I should know?

Concerns Checklist
Please check items causing you distress and/or items that you would like to discuss with me.  Please circle any items that are particularly important or urgent.

Interpersonal Concerns 





Anxiety & Stress-related Concerns
___ Loneliness






 ___ Anxiety or excessive worrying

___ Shyness/ assertiveness problem



 ___ Stress

___ Homesickness





 ___Fears/phobias

___ Relationship problem 




               ___ Panic attacks


___ Relationship break-up/loss 

___ Conflict with roommate or friend



Food & Body Image Concerns
___ Conflict with parents or family member 

___ Other family problem 




              ___Weight /body image

___ Concern about a friend




___Appetite problem









___Over or under eating









___Purging (vomiting, laxatives)

Academic/Career Concerns


                       
___Excessive exercise
___Academic work or grades









___Questions about major or career



Identity Concerns
___Attention/concentration problems





___Procrastination/motivation problems



___Self esteem/self confidence

___Performance/test anxiety




___Sexual identity/orientation

___ Anxiety about life after college 




___Gender Identity concerns




                            


___Racial/ethnic or cultural identity 



Self-Injury






Relationship to Technology
__Cutting






___Too much time on devices


Mood Symptoms                                                                                     Physical Concerns
___ Depressed mood 





___Sleep problems

___ Hopelessness 





___Fatigue/lack of energy

___ Crying 






___Stomach problems

___ Mood fluctuations or sudden shifts 



___Headaches

___ Inability to feel joy or sorrow


 

___Other medical concerns

___ Manic or hypomanic episodes
Trauma 







Reality Testing Concerns
___ Incidence of physical or sexual abuse 



___Hearing things others do not
___ Victim of other violence




___Dissociated experiences 


___ Traumatic event(s)





___Feelings of being “unreal”









___Intrusive or strange thoughts
Alcohol & Drug Concerns      
                                                 




Suicide
___ Concerned about my alcohol use 


___ Concerned about my drug use 




__No desire to be alive
___ Concerned about someone else’s use



__Thoughts about suicide
___ Family alcohol or drug problem




__Previous suicide attempt
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