ALYSSA M MITCHELL LPCC-S, LLC
Client Data Sheet



Patient Name:________________________________	Date:__________        Male:____  Female:___

Address:____________________________________	DOB: _________        Age:______
	
	_____________________________________	SS:_________________

Phone:____________________  Email:__________________________	Marital Status:______________

Parent/Guardian:______________________________	Phone:_______________________
(If applicable)
Emergency Contact:___________________________	Phone:___________	Relation:____________




Name of person who is financially responsible for this account:__________________________________

Insurance Company:___________________________	Phone:_________________________________

Name of Policy Holder:________________________	Policy Holder DOB:______________________

Member ID:_________________________________	Group Number:__________________________

Employer:____________________________________________________________________________
	   (Name and address)

____________________________________________________________________________________



How were you referred to this office?______________________________________________________

Primary Care Physician:_________________________________________________________________
			(Name and Phone Number)

Please list current medications:____________________________________________________________

Allergies: Yes___  No___ If yes, please list:_________________________________
ALYSSA M MITCHELL LPCC-S, LLC
Patient Rights and Responsibilities



Statement of Patient’s Rights:
· You have the right to be treated with dignity and respect.
· You have the right to fair treatment regardless of your religion, race, gender, ethnicity, age, disability, sexual orientation or source of payment. 
· You have a right to have your treatment and other information kept private.
· Only in an emergency, or required by law, can records be released without your permission.
· You have the right to information about your diagnosis and treatment in terms that you can understand.  
· You have the right to participate in the development and implementation of your plan of care.
· You have the right to make or have a representative of your choice make informed decisions about your care.
· You have the right to have your family or a representative of your choice and your own physician notified of your participation in my care.
· You have right to refuse treatment to the extent permitted by law and to be informed of the possible consequences of the refusal.
· You can request a change in provider or second opinion if you choose.
· You have the right to know the name and professional title of your mental health provider.
· You have the right to personal privacy and to receive care in a safe environment.
· You have the right to a prompt and reasonable response to any request for services within the capacity of the office.  
· The confidentiality of your clinical and personal records will be maintained.
· You have the right to see your clinical record within the limits of the law.
· You are entitled to information about rules and regulations affecting your care or conduct. 
· You have the right to express concerns or grievances regarding your care.
· You have the right to be provided with information about your continuing mental health care needs and planning for care after you leave my care and as appropriate, after an appointment with your mental health professional.
Statement of Patient’s Responsibilities:
· It is your responsibility to provide accurate and complete information about all matters pertaining to your physical and mental health, including medications and past or present medical problems.
· You are responsible for following the instructions and advice of your mental health provider.  If you refuse treatment or do not follow the instructions or advice, you must accept the consequences of your actions.
· It is your responsibility to notify your mental health provider if you do not understand the information about your care or treatment.
· You are responsible for reporting changes in your condition or symptoms, including pain, to your mental health provider.
· It is your responsibility to act in a considerate and cooperative manner and to respect the rights and property of others.
· It is your responsibility to pay your bills or make arrangements with me to meet your financial obligations.
· You are expected to keep your scheduled appointments or to cancel them in advance.


I have read and understand my rights and responsibilities as a patient of Alyssa M Mitchell LPCC-S.


Patient/Guardians Signature:__________________________________		Date:____________________
ALYSSA M MITCHELL LPCC-S, LLC

Professional Service Agreement:
I understand that the effectiveness of mental health services depends on efforts of the patient as well as those of the Clinician and I promise to make my best effort to comply with these procedures.  These best efforts will include open and honest discussion of my thoughts and feelings, as well as an effort to perform any exercises of homework assignments that may be recommended.  I understand that the effectiveness of the procedures cannot be guaranteed and that the Clinician has sole professional responsibility of the services rendered.  

I understand that regular attendance will produce the maximum benefits but that I am free to discontinue treatment at any time.  If I decide to do so, I will notify the Clinician at least two weeks in advance so that effective planning for continued care can be implemented.  I also agree to notify the Clinician at least 24 hours in advance if I will be unable to attend a session.  I understand that if I fail to make such notification, I will be charged $100.00 for the session, which in not reimbursable by my insurance company.  I agree to be responsible for these charges.  

I understand that conversations with the Clinician will be confidential.  I further understand that the Clinician, by law, must report actual or suspected child or elder abuse to the appropriate authorities.  In addition, The Clinician has a legal responsibility to protect anyone that the patient may threaten with violence, harmful or dangerous actions (including those to myself) and may break the confidentiality of our communications if such a situation arises.  I understand that in order to ensure patient confidentiality and privacy, electronic recording is strictly prohibited.  

My signature below indicates that I have agreed to these terms and have read and understand a “Notice of Privacy Practices.”


_______________________________________________________________________		___________________________________
(Signature of Patient or Guardian)						(Date)

Financial Agreement:
Patients are responsible for providing accurate information about their insurance benefits.  Patients are responsible for notifying Alyssa M Mitchell LPCC-S, LLC of any changes in insurance.

I request that Psyquel, as the agent for the Clinician, submit bills to my insurance company.  I grant permission to the Clinician to release such confidential information as is necessary to obtain payment from the insurance company.  

I understand that I am fully responsible for the cost of the mental health services to me (my child) and for any portion of the fees not reimbursed or covered by my health insurance.  If my mental health care is provided under the terms and conditions of a managed mental health care program to which the Clinician is contracted, my financial responsibilities may be limited by the terms of that contract.  I understand that my failure to pay these bills may result in collection procedures (including court proceedings) being taken against me by the Clinician or a collection agency contracted by the Clinician to collect these bills.  I also understand that if my account is placed in collection procedures, neither I nor any other patient for whom I am the guarantor will be able to schedule appointments until resolved.  Any fee associated with the collection of this debt is the responsibility of the patient or guarantor, including attorney and filing costs.  

An initial visit with Alyssa M Mitchell LPCC-S is $175.00.  The fee for a clinical hour is $150.00.  The fees will remain constant over the course of treatment.  If it becomes necessary to raise the fees, the patient will be notified three months in advance.  Payment, to include copays are expected at the time of service.  I accept cash, checks and most major credit cards.  A charge of $20.00 will be made on all returned checks.  Fees may be different for additional services such as legal testimony and will be explained if applicable.  

My signature below indicates that I have agreed to the above terms.


_______________________________________________________________		____________________________________
(Signature of Patient or Guardian)						(Date)

ALYSSA M MITCHELL LPCC-S, LLC
24800 Chagrin Boulevard #201
Beachwood, Ohio 44122
Call: (216) 402-7708
Fax: (216) 831-1516



Additional Fees:


As of October 2015 you will be charged for the following services based on a fee of $100 per clinical hour.  This $100 fee will be prorated and determined by the amount of time spent on the service.  These charge(s) are NOT reimbursed by insurance and are solely the patient’s or legal guardian’s responsibility:

· [bookmark: _GoBack]Any letters or documents that need to be completed by Alyssa Mitchell LPCC-S pertaining to your treatment.

· Any phone calls or emails between Alyssa M Mitchell LPCC-S and the patient that are NOT related to scheduling concerns.


By signing this form I understand that I am financially responsible for any of the above services that may be
provided to me by Alyssa M Mitchell LPCC-S.




_______________________________________                                    ____________________________________
Patient Signature                       Date				Alyssa M Mitchell LPCC-S









Alyssa M Mitchell LPCC-S, LLC
Rev:  10/15
