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Patient Information

Date: __________________.   

Client Name ________________________________     _____________________________     ________________________________
		   	First Name		      			Middle					Last
Date of Birth ________-_________-________     Preferred Pronoun ______________________

Address ________________________________________  City ___________________ State ______  Zip _________________

Phone Number: __________________________________ Email: ______________________________________________________

Preferred contact method for appointment reminders:    TEXT		EMAIL			CALL

If a minor client, Mother’s Name________________________________________   Phone: ________________________

Address (if different) __________________________________________________________________________

If a minor client, Father’s Name: _________________________________________. Phone___________________________

Address (if different) ____________________________________________________________________

Do you give permission for therapist to contact phone? ____ Yes. ____ No  
Explain (if needed) _______________________________
______________________________________________________________________________________________________

Patient Marital Status:   Married	     Divorced      Single      Separated	        Widowed

Patient Employment: 	full-time		part-time	student		unemployed

Emergency Contact(s)

Name ___________________________________________    Relationship to Client ________________________________________

Preferred Phone Number ________________________________________

Client Medical and Birth Information

Primary Care Physician ___________________________________________.                      Phone __________________________   

Date of last Physical Exam ________________.     Allergies __________________________________________________

Please list any current medications _____________________________________________ 

Physical Disabilities ______________________________ Developmental Disabilities ______________________________________
Does client have a history of head injury? Yes __________.  No __________________

Does client (or family) have a history of alcohol or drug use/abuse?  Yes  ___________  No _______________

Is there a family history of suicide? Yes ___________________. No ________________ (To be further discussed in first session)
Payment Options (please circle):         INSURANCE	         SELF-PAY		EAP

Primary Insurance Information

Client Name ___________________________________    ___________________________     _________________________________
Last Name				First Name				Middle Name
Client Date of Birth ____________/____________/____________ Client Social Security Number ______ - _____ - ________


Relationship to Primary Insured:      |_|Self          |_|Spouse        |_|Child        Other:__________________________________________

Cell Number __________________	     Home Number _____________________         Work Number _________________________

Name of Primary Insured ______________________________    _________________________     ______________________
Last Name				First Name				Middle Name
Date of Birth of Primary Insured ____________/____________/____________

Social Security Number of Primary Insured ____________-____________-____________

Address of Primary Insured ______________________________________________________________________________________
Street 				City		State 		Zip
Employer of Primary Insured ________________________________________________________________________________

Insurance Company__________________________________________________________________
Copay __________________

(If applies) Medicaid MMIS# _____________________________________   MCO Billing# ____________________________________

Group# _______________________________________________________________________________________________________

Subscriber or ID#________________________________________________________________________________________________

Providers Phone#________________________________________________________________________________________________

In consideration of behavioral health and/or AoD services provided, I assign to Your Story Counseling Service, LLC all my rights to any and all insurance benefits to which I am or may be entitled to. If payment is received by me, I will forward it to Your Story Counseling Service, LLC. I authorize Your Story Counseling Service, LLC to release the information necessary: !) To disclose to the Social Security Administration and Centers for Medicare & Medicaid Services or its intermediaries or carriers any information needed for this or a related Medicare/Medicaid claim. I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits to be paid to Your Story Counseling Service, LLC from whom I am seeking services. 2) To utilize the Medical Information Technology System (MITS), which is the shared computer payment system used by Ohio Job & Family Services, or other insurance portals, to determine my eligibility for publicly funded services and pay claims for services I receive. 3) To report information required regarding characteristics of individuals seeking services, service planning and evaluation purposes. 4) To report information required to measure effectiveness of services and evaluate treatment outcomes in my case and others like it. 5) To report information, as required by Ohio law, about reportable incidents (including Major Unusual Incidents and reportable incidents for Residential Treatment Providers) that may occur while I am receiving services. 6) To share information and conduct investigations relevant to client's rights issues and reportable incidents required by Ohio law that may occur while I am receiving services.

I understand that Your Story Counseling Service, LLC may disclose information necessary to be paid for mental health and/or AoD services and I understand that the information disclosed is protected by law and may not be disclosed further without my written authorization or as otherwise permitted by law. I understand that I may revoke this authorization at any time, except to the extent action has been taken in reliance on it. I understand that Your Story Counseling Service, LLC cannot control the use of this information once it has been disclosed.

______________________________________     _______________________________________     ______________________
          Client or Parent/Guardian Signature (if client under age 18)			Client or Parent/Guardian Printed Name				Date

Insurance companies require us to collect the deductibles and co-payments directly from you. You will be invoiced for these amounts as they are processed by the insurance company. Should you have any questions about your invoice, or want to set up payment arrangements, please contact us directly.


Secondary Insurance Information


Relationship to patient :      |_|Self          |_|Spouse        |_|Child        Other:__________________________________________

Cell Number __________________	     Home Number _____________________         Work Number _________________________

Name of Secondary Insured ______________________________    _________________________     ______________________
Last Name				First Name				Middle Name
Date of Birth of secondary Insured ____________/____________/____________

Social Security Number of secondary Insured ____________-____________-____________

Address of secondary Insured (if different) _______________________________________________________________________________________________________________
                                                        Street 				City		State		ZIP Code
Employer of Secondary Insured ________________________________________________________________________________

Insurance Company__________________________________________________________________
Copay __________________

(If applies) Medicaid MMIS# _____________________________________   MCO Billing# ____________________________________

Group# _______________________________________________________________________________________________________

Subscriber or ID#________________________________________________________________________________________________

Providers Phone#________________________________________________________________________________________________

In consideration of behavioral health and/or AoD services provided, I assign to Your Story Counseling Service, LLC all my rights to any and all insurance benefits to which I am or may be entitled to. If payment is received by me, I will forward it to Your Story Counseling Service, LLC. I authorize Your Story Counseling Service, LLC to release the information necessary: !) To disclose to the Social Security Administration and Centers for Medicare & Medicaid Services or its intermediaries or carriers any information needed for this or a related Medicare/Medicaid claim. I permit a copy of this authorization to be used in place of the original, and request payment of medical insurance benefits to be paid to Your Story Counseling Service, LLC from whom I am seeking services. 2) To utilize the Medical Information Technology System (MITS), which is the shared computer payment system used by Ohio Job & Family Services, or other insurance portals, to determine my eligibility for publicly funded services and pay claims for services I receive. 3) To report information required regarding characteristics of individuals seeking services, service planning and evaluation purposes. 4) To report information required to measure effectiveness of services and evaluate treatment outcomes in my case and others like it. 5) To report information, as required by Ohio law, about reportable incidents (including Major Unusual Incidents and reportable incidents for Residential Treatment Providers) that may occur while I am receiving services. 6) To share information and conduct investigations relevant to client's rights issues and reportable incidents required by Ohio law that may occur while I am receiving services.

I understand that Your Story Counseling Service, LLC may disclose information necessary to be paid for mental health and/or AoD services and I understand that the information disclosed is protected by law and may not be disclosed further without my written authorization or as otherwise permitted by law. I understand that I may revoke this authorization at any time, except to the extent action has been taken in reliance on it. I understand that Your Story Counseling Service, LLC cannot control the use of this information once it has been disclosed.

______________________________________     _______________________________________     ______________________
          Client or Parent/Guardian Signature (if client under age 18)			Client or Parent/Guardian Printed Name				Date

Insurance companies require us to collect the deductibles and co-payments directly from you. You will be invoiced for these amounts as they are processed by the insurance company. Should you have any questions about your invoice, or want to set up payment arrangements, please contact us directly.
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