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Intake Form
Client’s Name: ________________________________________ 
      Date: ____ / ____ / ____
Address: ______________________________________________________________________ 

City: ____________________ 
          State: _____ 

           Zip Code: __________
Telephone No. (Main): (____) ____ - ________ 

       (Other): (____) ____ - ________
Sex: Male   /   Female   

Date of Birth: ____ / ____ / ____   

       Age: ____
Educational/Degrees: ____________________________________________________________
Occupation: ___________________________________________________________________
Employer/Student Status (School & Grade): __________________________________________
Address: ______________________________________________________________________ 

City: ____________________ 
          State: _____ 

           Zip Code: __________
Primary Care Physician: ___________________________________________________________
Address: ______________________________________________________________________ 

City: ____________________ 
          State: _____ 

           Zip Code: __________
Referred By: ___________________________________________________________________
Parent/Spouse’s Name: ______________________________    Relation to Client: ____________
Address: ______________________________
        Telephone No.: (____) ____ - ________

Employer: _____________________________
Address: ______________________________
        Telephone No.: (____) ____ - ________
Marital Status: ___      D.O.B.: ____ / ____ / ____      Social Security No.: _____ - _____ - ______
Additional Parent Name: ______________________________   Relation to Client: ____________
Address: ______________________________
        Telephone No.: (____) ____ - ________

Employer: _____________________________
Address: ______________________________
        Telephone No.: (____) ____ - ________
Marital Status: ___      D.O.B.: ____ / ____ / ____      Social Security No.: _____ - _____ - ______
Intake Questionnaire
Client’s Name: ________________________________________           Date: _______________
Reason(s) for Seeking Services: _____________________________________________________ ______________________________________________________________________________
How long have you been experiencing these problems? __________________________________
Past Diagnoses: _________________________________________________________________
______________________________________________________________________________
Current Medications (include dosage and frequency): ____________________________________
______________________________________________________________________________
Previous Outpatient Therapy: ______________________________________________________
______________________________________________________________________________
Previous Inpatient Treatment: ______________________________________________________
______________________________________________________________________________
Stressors affecting you or your family:
	○ Death
	○ Employment Change
	○ Sexual Abuse

	○ Birth
	○ School
	○ Chronic Illness

	○ Marriage
	○ Stepchildren
	○ Medical

	○ Divorce/Separation
	○ Substance Abuse
	

	○ Recent Move
	○ Physical Abuse
	


What are the five most important things in life to you?

1. ____________________________________________________________________________
2. ____________________________________________________________________________
3. ____________________________________________________________________________
4. ____________________________________________________________________________
5. ____________________________________________________________________________
What are your goals for participating in psychotherapy? : __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Insurance Information
Client Name: __________________________ 
Authorization No.:_____________________
Primary/Secondary Insurance Company Name: ________________________________________
                     (Circle)

Address of Insurance Company: 
______________________________





______________________________

Contact Name & Phone Number: ___________________________________________________
Name of Insured & Relationship to Client: ____________________________________________

Birth Date of Insured: ____ / ____ / ____ 

  
  Gender of Insured: Male   /   Female
Effective Date of Policy: ____ / ____ / ____
Policy No.: ____________________________ 
          Group No.: _____________________

Employer of Insured: ____________________________________________________________ 

Plan/Program: _________________________________________________________________
Please check one and sign below:

_____ I would like for Alase Center for Enrichment to assist in filing my insurance claim using “In Network or Out of Network” options. I authorize Alase Center for Enrichment to communicate with my insurance carrier regarding treatment. I understand that Alase Center for Enrichment will follow HIPAA guidelines regarding confidentiality and that only necessary information will be provided when requested by my insurance company. I also understand that I will not be notified of such communication unless specifically requested by me in writing.

_____ I will either file independently or will not be using insurance benefits at this time.

______________________________


      
                ____ / ____ / ____
Client, Parent or Guardian Signature







    Date
This is strictly a confidential client medical record. Redisclosure or transfer is expressly prohibited by law.
The signature of a parent or legal guardian is required if the client is under 18 years of age or legal incompetent.

Billing Information:

I authorize the release of information to my insurance company relevant to the processing of insurance claims for myself of my dependent.

______________________________   




    ____ / ____ / ____
Client, Patient or Guardian Signature 







    Date

I authorize payment of medical benefits be made to the physician or supplier for services received.

______________________________




    ____ / ____ / ____
Client, Patient or Guardian Signature







    Date

The signature of a parent or legal guardian is required if the client is under 18 years of age or legally incompetent.

POLICIES & PROCEDURES
This contract contains information about our services and the Health Insurance Portability and Accountability Act (HIPAA).  HIPAA is a new federal law that provides privacy protections and patient rights with regard to the use and disclosure of your Protected Health Information (PHI) used for the purpose of treatment, payment, and health care operations. A Notice of Privacy Practices (NPP) is attached to this contract and explains HIPAA in greater detail. The law requires that we obtain your signature acknowledging that we provided you with this information. Signing this agreement also represents an agreement between us. You may revoke this contract in writing at any time which will be binding on us unless we have taken action in reliance on it; if there are obligations imposed on us by your health insurer in order to process claims; or if you have not satisfied any financial obligations you have incurred. 

APPOINTMENTS

Your appointment represents time reserved for you.  As schedule permits, we will work out the most convenient time for you for these appointments.  We reserve the right to charge $50.00 for all cancellations made less than 24 hours in advance. Please help us serve you better by keeping scheduled appointments.  We provide an answering machine during non-business hours, for your convenience in leaving a message.  Simply call (919) 957-7357 and leave a confidential voice message.  We also reserve the right to reschedule your appointment if you arrive more than fifteen minutes late, dependent upon the schedule that day.
PAYMENT OF FEES
Payment is to be made in full at time of service with the exception of co-payments when applicable.  We accept cash, check or credit/debit card. Payment of any unpaid balance on your account must be received in full before the close of the month.  Unpaid balances older than 60 days will be subject to an interest charge of 1.5% per month (15% annually).  Payments are non- refundable.  You will be liable for all cost if your account default and require the use of a collection agency.  In addition, you will be liable for all other cost incurred in their service including, but not limited to, corporation fees, attorney’s fees and all court related expense.  Services maybe interrupted until payment is made.

INSURANCE/THIRD PARTY/MANAGED CARE

We highly recommend that you verify your insurance benefits and we will be happy to assist you in this.  As a courtesy to you, will file insurance claims on your behalf.  You receive a monthly statement showing your balance and indicating whether insurance has been filed out.  Please understand that you are responsible for any balances not covered by your insurance.  You are also responsible for all deductibles, co-payments, and estimated amounts not covered by your insurance company are due at the time services are rendered.  Your insurance policy is a contract between you and your insurance carrier; we are not the party to that contract.  It is your responsibility to obtain authorization to for the initial visit.   

CONTACTING YOUR THERAPIST

Due to the work schedule, therapists are often not immediately available by telephone. While usually in the office between 9 AM and 5 PM, they will not answer the phone when with a client. When unavailable, telephones are answered by voice mail or by the front office staff.  We will make every effort to return your call within 24 hours, with the exception of weekends and holidays. If you are difficult to reach, please leave times when you will be available.
PROFESSIONAL RECORDS

The laws and standards of the helping profession require that we keep PHI about you in your Medical Record. Except in circumstances that involve danger to yourself and/or others, or the record makes reference to another person and we believe that access is likely to cause harm to such other person, you may examine and/or receive a copy of your Medical Record if you request it in writing. Because these are professional records, they can be misinterpreted and/or upsetting to untrained readers. We recommend that you review them in our presence or have them forwarded to another professional so you can discuss the contents. We charge a copying fee per page. If we refuse your request for access to records you have a right of review, which we will discuss with you upon request.

PATIENT RIGHTS

HIPAA provides you with several rights with regard to your Medical Records and disclosures of PHI. These rights include requesting that we amend your record; requesting restrictions on what information from your Medical Records is disclosed to others; requesting an accounting of most disclosures of protected health information that you have neither consented to nor authorized; determining the location to which protected information disclosures are sent; having any complaints you make about our policies and procedures recorded in your records; and the right to a paper copy of this contract, the attached NPP form, and our privacy policies and procedures. We are happy to discuss any of these rights with you.

READ CAREFULLY AND COMPLETE

I have read, understand and agree to comply fully with the above policies.  I recognize and accept full financial responsibility for all professional services rendered.

I agree to pay each visit in full and have Alase Center for Enrichment (ACE) file my insurance.

______________________________


______________________________
Signature of Client or Responsible Party

             Office Staff or Doctor’s Signature

Date____/____/____



                         Date____/____/____

Please feel free to direct any questions to the front office staff or your therapist. Your understanding of this contract is important to us and we are happy to discuss any or all of these conditions with you at any time. We look forward to serving you and your family.
The signature of a parent or legal guardian is required if the client is under 18 years of age or legal incompetent.
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Signature on File

(Please initial each applicable line and sign at bottom of the page)

_____ I authorize use of this form on all my insurance submissions.

_____ I authorize release of information to all my insurance companies.                                                                                           

_____ I understand that I am responsible for my bill.

_____ I authorized Dr. Anthony J. Smith Ph.D., (Alase Center for Enrichment)
to act as my agent in helping me to obtain payment from my insurance companies.

____ I authorize direct payment to Dr. Anthony J. Smith Ph.D., (Alase Center for Enrichment).

____ I permit a copy of this authorization to be used in place of the original. 

______________________________




    ____ / ____ / ____
Client, Parent or Guardian Signature       






    Date 

The signature of a parent or legal guardian is required if the client is under 18 years of age or legal incompetent.
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