Temenos
Counseling and Spiritual Direction
719-310-6580

Client Information Form

General Information

Full Name:. ____________________________________________Name You  Prefer ________________________ Date:_______________Age: _______________ Date of Birth: ___________________________________________
Street Address: ___________________________________________ Suite/Apartment Number: ________________
City: _________________________________ State: __________ Zip Code: _________________ 
May I Send Mail Here: □ Yes □ No
Home Phone: (__________) _________________________________ May I Leave a Message Here: □ Yes □ No
Cell Phone: (_________) ____________________________________ May I Leave a Message Here: □ Yes □ No
Work Phone: (__________) __________________________________ May I Leave a Message Here: □ Yes □ No
Email Address:  ___________________________________________  May I Send Email Here: □ Yes □ No

Emergency Contact

Name: _________________________________________ Relationship: ___________________________________
Home Phone: (__________) ______________________ Mobile Phone: (_________) _________________________

Employment and Education

Employer: __________________________________ Occupation_______: _______________________________
Length of Employment: _______________________________ Average Hours Worked Per Week: _____________
Last Year of School Completed: □ 9 □ 10 □ 11 □ 12 □ GED College: □ 1 □ 2 □ 3 □ 4 □ Other: _______
Are You Currently in School: □ Yes □ No. If Yes, What Level: _______________ Degree Pursuing:____________

Relational Information

Current Relational Status: □ Single □ Dating □ Engaged □ Married □ Separated □ Divorced □ Widowed
Are You Content with Your Current Status: □ Yes □ No. If No, Briefly Explain:_____________________________
If Married, Separated, Divorced, or Widowed, How Long: ___________
Number of Previous Marriages for You: _______Your Partner: ________
Partner’s Name: ___________________________________Age: __________ Preferred Name: _______________
Partner’s Occupation: __________________________ Average Hours Worked Per Week: ____________________

How Would You Describe Your Relationship With Your Partner?__________________________________________

_____________________________________________________________________________________________


What Words Would You Use to Describe Your Partner?_________________________________________________

 _____________________________________________________________________________________________


Is Your Partner Supportive of You Seeking Counseling: □ Yes □ No □ Unsure □ Partner Doesn’t Know
With Whom Do You Currently Live (Check All that Apply): □ Alone □ Spouse □ Children □ Parent(s) □ Sibling(s) □ Boyfriend □ Girlfriend □ Roommate(s) □ Other: ____________

Please List Relationship Concerns:_________________________________________________________________

_____________________________________________________________________________________________



Children

List Your Children (Living or Deceased):

Name                      Sex      Current Age or Year of Death      Relationship to You (e.g. Natural, Adopted,Step) 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________


Family of Origin

List Mother, Father, Brothers, Sisters, Step Family, and Any Other Family Members who Impacted You Positively or Negatively:

Name              Sex     Age or Year of Death     Relationship to You (e.g. Mom, Dad, Sibling,Step)     Occupation

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 


Religious Background

What are Your Current Spiritual Beliefs?_____________________________________________________________

Briefly Describe the Religious Environment of Your Home as You Were Growing Up: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Do You Regularly Attend a Place of Worship: □ Yes □ No. If Yes, Where _________________________________

Describe Your Current Spiritual Practices: ____________________________________________________


Support System

Describe Your Current Support  System:_____________________________________________________________

_____________________________________________________________________________________________

List  Activities in Which You Are Currently Involved (Community, Church, School) :____________________________

_____________________________________________________________________________________________

What Are Your Hobbies?_________________________________________________________________________

_____________________________________________________________________________________________

List Your Strengths?_____________________________________________________________________________

_____________________________________________________________________________________________





Medical Information

Primary Physician: ________________________________ Phone: (________) _____________________________
Are You Currently Receiving Medical Treatment: □ Yes □ No. If Yes, Please Specify: _______________________

List Any Relevant Medical Conditions, Illnesses, Surgeries, Traumas or Related Treatments You Have Had (Use Back if Necessary):
_____________________________________________________________________________________________

Have You Ever Been Diagnosed With a Traumatic Brain Injury (TBI) or Do You Think it is Possible That You May Have a TBI? □ Yes □ No 

List Any Current Medications You Are Taking and Their Purpose (Use Back if Necessary):

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Are You Taking These Medication(s) According to Your Doctor’s Recommendations: □ Yes □ No
If No, Briefly Explain: ____________________________________________________________________________

 What Do You Do For Exercise And How Often? ______________________________________________________

Describe Your Diet:_____________________________________________________________________________

Describe Your Sleep Habits:______________________________________________________________________

Please List Other Substances You Use (Alcohol, Cigarettes, Caffeine, Marijuana, Other Recreational Drugs). How Much And How Often?_______________________________________________________________________________
 

Previous Counseling

List Any Previous Counseling, Psychiatric Treatment, or Residential/In-Patient Care You Have Received (Use Back If Necessary):
Therapist: _______________________ Dates: _________________ Reason: _______________________________

Therapist: ________________________Dates: _________________ Reason: ______________________________

What Was Helpful And How Did You Benefit From Past Counseling?______________________________________

_____________________________________________________________________________________________


Presenting Issues and Goals

Please Describe Why You Are Coming to Counseling (i.e. What Are Your Issues, Problems, Symptoms?): 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

How Disturbing Would you Describe Your Current Symptoms?___________________________________________

Are You Currently Experiencing Any Suicidal Thoughts: □ Yes □ No 
Have You Experienced Them in the Past: □ Yes □ No
Have You Ever Attempted Suicide: □ Yes □ No If Yes, When and How: __________________________________
Have Any of Your Friends or Family Ever Committed or Attempted Suicide: □ Yes □ No
If Yes, When and Who: __________________________________________________________________________


Please List Traumatic Events in Life (Physical, Sexual or Emotional Abuse, Accidents, Assault, Natural Disasters, Combat Exposure, Significant Illness/ Injury, ETC):_____________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please List Any Major Losses (Death of Parent, Sibling, Spouse, Child, Pregnancy, Friend, Other Family Members, Job, Home, Divorce or Break Up of Significant Relationship) and How Each Loss Has Impacted You:_____________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

How Are Your Current Problems/ Symptoms Impacting Ability to Function in Life Activities?

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Why Have You Decided to Come for Counseling Now? 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

What Do You Hope to Gain or Change by Coming for Counseling?

_____________________________________________________________________________________________

_____________________________________________________________________________________________


Terms of Service

I Understand that it Is Customary to Pay for Services when Rendered. I accept Full responsibility for Payment of Any Balance Incurred for Services. I further Understand that Without 24-Hour Notice of Intent to Cancel, I will be Charged the Full Appointment Fee for Service.
_____________________________________________________________________________________________
Client Signature (parent or guardian of minor) Date

Referral

How Did You Hear About Me?__________________________________________________________________











Temenos Counseling

Counseling Policies

Appointments
Appointments are scheduled directly with me. In general, appointments are scheduled weekly or bi-weekly, but are also offered on an “as-needed” basis. Sessions generally last between 50-60 minutes.  If you must cancel an appointment, please do so a full 24-hours in advance of the session. Missed or cancelled appointments with less than 24 hours notice will be charged at your usual fee (except in the infrequent instances of illness, emergencies, or unsafe driving conditions). 


Emergencies
I have limited my practice to clients who are not in need of 24-hour care. If you feel you have need of 24-hour care, please inform me so that I can refer you to a professional colleague. If you have an emergency situation, either call 911 or call the Pikes Peak Crisis Hotline at 719-635-7000 or go to a local emergency room. 


Fee Information
The basic fee for individual, couple, teenage, and family therapy is $___ per 50-60 minute session. Group therapy fees are based on the specific group. These fees are based upon customary and reasonable fee profiles for this area.

Payment is expected at the time service is rendered. I accept cash or check. At this time, I do not accept credit cards. Skype or phone clients may mail a check. There is a standard $25 fee for all returned checks. If you should encounter financial difficulties at any time during counseling, please discuss this with me promptly. 

I currently accept Tricare, TriWest, Cigna, and United Insurance. Some clients may be able to receive reimbursement for services if they have out-of-network mental health benefits. It is your responsibility to check with your insurance provider to see if they will cover sessions with an out-of-network Master’s Level Licensed Professional Counselor.  If you wish to file for reimbursement with your insurance provider, I will be glad to provide you with a medical provider receipt for each session.


Referrals
Finally, the work that I do is highly based on word of mouth referrals. I am always thankful and appreciative of all referrals from my clients. Business cards are available in the waiting area if you know anyone that you believe could benefit from my services. Thank you!


I acknowledge and agree to Temenos’ Policies.


_______________________________________________________ _____________________
Client Signature (parent or guardian of minor) Date


HIPAA COLORADO NOTICE FORM

NOTICE OF TEMENOS’ POLICIES AND PRACTICES TO PROTECT THE PRIVACY OF YOUR HEALTH INFORMATION 
THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL / PSYCHOTHERAPEUTIC INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations TEMENOS may use or disclose your protected health information (PHI), for treatment, payment, and health care operations purposes with your consent. To help clarify these terms, here are some definitions: 

"PHI" refers to information in your Private Health Information record that could identify you. 
"Treatment, Payment and Health Care Operations" 
Treatment is when TEMENOS provides, coordinates or manages your health care and other services related to your health care. An example of treatment would be when TEMENOS consults with another health care provider, such as your family physician or another psychologist /psychotherapist, or a supervisor. 
Payment is when TEMENOS obtains reimbursement for your healthcare. Examples of payment are when TEMENOS discloses your PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or coverage (in order to maximize your insurance reimbursement directly to you). 
Health Care Operations are activities that relate to the performance and operation of TEMENOS’ practice. Examples of health care operations are quality assessment and improvement activities, business-related matters such as audits and administrative services, and case management and care coordination. 
"Use" applies only to activities within TEMENOS’ practice such as sharing, employing, applying, utilizing, examining, and analyzing information that identifies you. 
"Disclosure" applies to activities outside of TEMENOS’ practice such as releasing, transferring, or providing access to information about you to other parties. 

II. Uses and Disclosures Requiring Authorization 
TEMENOS may use or disclose PHI for purposes outside of treatment, payment, or health care operations when your appropriate authorization is obtained. An "authorization" is written permission above and beyond the general consent that permits only specific disclosures. In those instances when TEMENOS is asked for information for purposes outside of treatment, payment or health care operations, TEMENOS will obtain an authorization from you before releasing this information.  You may revoke any authorization at any time, provided each revocation is in writing. You may not revoke an authorization to the extent that (1) TEMENOS has relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, law provides the insurer the right to contest the claim under the policy.

III. Uses and Disclosures with Neither Consent or Authorization 
TEMENOS may use or disclose PHI without your consent or authorization in the following circumstances: 
Child Abuse – If your counselor has reasonable cause to believe that a child has been abused, your counselor must report that belief to the appropriate authority. 
Adult and Domestic Abuse – If your counselor has reasonable cause to believe that a disabled adult or elder person has had a physical injury or injuries inflicted upon such disabled adult or elder person, other than by accidental means, or has been neglected or exploited, your counselor must report that belief to the appropriate authority. 
Health Oversight Activities – If your counselor is the subject of an inquiry by the Colorado Board of Licensed Professional Counselors or a related Board, your counselor may be required to disclose protected health information regarding you in proceedings before the Board. 
Judicial and Administrative Proceedings – If you are involved in a court proceeding and a request is made about the professional services TEMENOS provided you or the records thereof, such information is privileged under state law, and will not be released information without your written consent or a court order. The privilege does not apply when you are being evaluated for a third party or where the evaluation is court ordered. You will be informed in advance if this is the case. 
Serious Threat to Health or Safety – If your counselor determines, or pursuant to the standards of the supervising therapist’s profession should determine, that you present a serious danger of violence to yourself or another, that your counselor may disclose information in order to provide protection against such danger for you or the intended victim. 
Worker’s Compensation – TEMENOS may disclose protected health information regarding you as authorized by and to the extent necessary to comply with laws relating to worker’s compensation or other similar programs, established by law, that provide benefits for work-related injuries or illness without regard to fault. 


IV. Patient’s Rights and Psychotherapist’s Duties 

Patient’s Rights: Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosures of protected health information. However, TEMENOS is not required to agree to a restriction you request—unless compelled to do so by law or ethics. 
Right to Receive Confidential Communications by Alternative Means and at Alternative Locations –You have the right to request and receive confidential communications by alternative means and at alternative locations. 
Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both), or a summary, of PHI in TEMENOS’ mental health and billing records used to make decisions about you for as long as the PHI is maintained in the record. TEMENOS may deny your access to PHI under certain circumstances, but in some cases you may have this decision reviewed. 
Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained in the record. 
Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI.
Right to a Paper Copy – You have the right to obtain a paper copy of the notice from TEMENOS upon request.

V. Questions and Complaints 

If you have questions about this notice, disagree with a decision TEMENOS makes about access to your records, or have other concerns about your privacy rights, you may contact TEMENOS at 719-310-6580. 
If you believe that your privacy rights have been violated and wish to file a complaint with TEMENOS, you may send your written complaint to her at the office address on this letterhead. You may also send a written complaint to the Department of Regulatory Agencies, Mental Health Section, 1560 Broadway, Suite 1350, Denver, Colorado 80202. 

VI. Effective Date, Restrictions, and Changes to Privacy Policy 

This notice is effective July 1, 2014. 
TEMENOS reserves the right to change the terms of this notice, make restrictions or limitations, and to make the new notice provisions effective for all PHI that TEMENOS maintains. TEMENOS will provide you with a revised notice by providing you with a written copy.


HIPAA COLORADO NOTICE FORM

The Health Insurance Portability and Accountability Act, or HIPAA, is a federal law that provides new privacy protections and new client 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. HIPAA requires that the Stefanie Brown provide you with a Notice of Privacy Practices for use and disclosure of PHI for treatment, payment and health care operations. The HIPAA regulations are compliant within the client consent for treatment forms you have been provided. These forms, on file at TEMENOS’ office are a part of your confidential record and are included as part of our mental health services agreement to you or your family members who are minors.  The law requires that TEMENOS obtain your signature acknowledging that you have been provided with this information.  

In accordance with HIPAA, TEMENOS keeps mental health information and records confidential and will only use them for client treatment—including supervision, health care operations and billing purposes. 
Treatment: TEMENOS will use your mental health information to give you the best possible care. 
Health Care Operation: TEMENOS will use this information for appropriate follow-up care and client notification. 
Billing purposes: At this time, TEMENOS accepts direct payment only, however, is working on paneling with Tricare, Aetna,  and Cigna. TEMENOS will likely have to disclose some of your mental health information, including diagnosis, and supply the appropriate third party  with identifying information in order for you to maximize your insurance benefit and/or Tricare reimbursement for services provided to you by TEMENOS. Your signature below authorizes that disclosure to the carrier/Tricare and payment to TEMENOS. 

DISCLOSURE OF INFORMATION WITH EXTENUATING CIRCUMSTANCES 
1. Mental health information will be given to family members in case of an emergency or under other circumstances with proper authorization and documentation. 
2. Mental health information may be given to other licensed psychotherapists, mental health professionals or medical professionals or institutions under emergency situations. 
3. Information may be given to proper authorities when neglect or abuse is alleged or suspected. 
4. Information may have to be provided to courts or other agencies when a valid subpoena or court order is served on this office. 
5. Your contact information and information about any outstanding amount due may be given to a collection agency or others in an effort to collect on a debt to TEMENOS. 

TEMENOS is required to follow the privacy practices described in this notice, though we reserve the right to change our privacy practices and the terms of this notice at any time. If we do so, we will post a new notice in our waiting room area and on our professional website. 
You may request a copy of the new notice from TEMENOS. 


ACKNOWLEDGMENT 
I acknowledged that I have received (or declined) a paper copy of this Notice and can ask any questions about this notice to counselor. 

Client Signature_________________________________________________________________________


 Client Name Printed________________________________________ Date________________________
 

If signing for a Minor, name of signer &relationship_____________________________ ______________



Temenos

Disclosure Statement

I received a Master of Arts degree in Marriage and Family Counseling  from Southwestern Baptist Theological Seminary. My studies focused on general practice psychotherapy from a Christian perspective, however, I am not limited to working with people from just this perspective.  I also hold a Master of Arts in Islamic Studies and am working to complete my Spiritual Director training from The Benedictine Spiritual Formation Program at Benet Hill Monastery.  I am currently a Licensed Professional Counselor in the State of Colorado (License # 5181 ).

The Colorado Department of Regulatory Agencies has the general responsibility of regulating the practice of licensed psychologists, licensed social workers, licensed professional counselors, licensed marriage and family therapists, licensed school psychologists practicing outside the school setting, and unlicensed individuals who practice psychotherapy. The agency within the Department that has responsibility specifically for licensed and unlicensed psychotherapists is the Department of Regulatory Agencies, Mental Health Section. This agency can be contacted at 1560 Broadway, Suite 1350, Denver, Colorado 80202, or by phone at (303) 894-7766.

Client Rights and Important Information:
· You are entitled to receive information from me about my methods of therapy, the techniques I use, the duration of your therapy (if I can determine it), and my fee structure. Please ask if you would like to receive this information.
· You can seek a second opinion from another therapist or terminate therapy at any time.
· In a professional relationship (such as ours), sexual intimacy between a therapist and a client is never appropriate. If sexual intimacy occurs, it should be reported to the Department of Regulatory Agencies, Mental Health Section.
· Generally speaking, the information provided by and to a client during therapy sessions is legally confidential if the therapist is a licensed marriage and family therapist, a licensed social worker, a licensed professional counselor, a licensed psychologist, or an unlicensed psychotherapist. If the information is legally confidential, the therapist cannot be forced to disclose the information without the client's consent.
Information disclosed to a licensed marriage and family therapist, a licensed social worker, a licensed professional counselor, a licensed psychologist, or an unlicensed psychotherapist is privileged communication and cannot be disclosed in any court of competent jurisdiction in the State of Colorado without the consent of the person to whom the testimony sought relates. There are exceptions to the general rule of legal confidentiality. These exceptions are listed in the Colorado Statutes (C.R.S. 12-43-218). You should be aware that provisions concerning disclosure of confidential communications shall not apply to any delinquency or criminal proceedings, except as provided in section 13-90-107 C.R.S. There are exceptions that I will identify to you as the situations arise during therapy.

If you have any questions or would like additional information, please feel free to ask.
I have read the preceding information and understand my rights as a client/ patient.

__________________________________________________ ______________________
Client Signature (parent or guardian of minor)                                                                     Date

AUTHORIZATION FOR USE OR DISCLOSURE OF
PROTECTED HEALTH INFORMATION
[bookmark: _GoBack]


(Page 1 of 2) 

1. Client’s name: ______________________________________________________                                

2. Date of Birth: ___/___/___ 

3. Date authorization initiated: ___/___/___ 

4. Authorization initiated by: 
______________________________________________________________________ 
Name (client, provider, or other) 

5. Information to be released: 

 Authorization for Psychotherapy Notes ONLY (Important: If this authorization is for Psychotherapy Notes, you must not use it as an authorization for any other type of protected health information.) 

 Other (describe information in detail): 
______________________________________________________________________ 

6. Purpose of Disclosure: The reason I am authorizing release is: 
 My request 
 Other (describe): 

______________________________________________________________________ 
7. Person(s) Authorized to Make the Disclosure: 

______________________________________________________________________ 
8. Person(s) Authorized to Receive the Disclosure: 

______________________________________________________________________ 
9. This Authorization will expire on ___/___/___ or upon the happening of the following event: 

______________________________________________________________________ 
Authorization and Signature: I authorize the release of my confidential protected health information, as described in my directions above. I understand that this authorization is voluntary, that the information to be disclosed is protected by law, and the use/disclosure is to be made to conform to my directions. The information that is used and/or disclosed pursuant to this authorization may be re-disclosed by the recipient unless the recipient is covered by state laws that limit the use and/or disclosure of my confidential protected health information. 

Signature of the Patient: 
_________________________________________________________________ 

Signature of Personal Representative: _________________________________________________________________ 

Relationship to Patient if Personal Representative: 
_________________________________________________________________ 

Date of signature: ___________________________
PATIENT RIGHTS AND HIPAA AUTHORIZATIONS

(Page 2 of 2) 

The following specifies your rights about this authorization under the Health Insurance Portability and Accountability Act of 1996, as amended from time to time (“HIPAA”). 

1. Tell your mental health professional if you don’t understand this authorization, and they will explain it to you. 

2. You have the right to revoke or cancel this authorization at any time, except: (a) to the extent information has already been shared based on this authorization; or (b) this authorization was obtained as a condition of obtaining insurance coverage. To revoke or cancel this authorization, you must submit your request in writing to your mental health professional and your insurance company, if applicable. 

3. You may refuse to sign this authorization. Your refusal to sign will not affect your ability to obtain treatment, make payment, or affect your eligibility for benefits. If you refuse to sign this authorization, and you are in a research-related treatment program, or have authorized your provider to disclose information about you to a third party, your provider has the right to decide not to treat you or accept you as a client in their practice. 

4. Once the information about you leaves this office according to the terms of this authorization, this office has no control over how it will be used by the recipient. You need to be aware that at that point your information may no longer be protected by HIPAA. 

5. If this office initiated this authorization, you must receive a copy of the signed authorization. 

6. Special Instructions for completing this authorization for the use and disclosure of Psychotherapy Notes. HIPAA provides special protections to certain medical records known as “Psychotherapy Notes.” All Psychotherapy Notes recorded on any medium (i.e., paper, electronic) by a mental health professional (such as a psychologist or psychiatrist) must be kept by the author and filed separate from the rest of the client’s medical records to maintain a higher standard of protection. “Psychotherapy Notes” are defined under HIPAA as notes recorded by a health care provider who is a mental health professional documenting or analyzing the contents of conversation during a private counseling session or a group, joint, or family counseling session and that are separate from the rest of the individual’s medical records. Excluded from the “Psychotherapy Notes” definition are the following: (a) medication prescription and monitoring, (b) counseling session start and stop times, (c) the modalities and frequencies of treatment furnished, (d) the results of clinical tests, and (e) any summary of: diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date. 

In order for a medical provider to release “Psychotherapy Notes” to a third party, the client who is the subject of the Psychotherapy Notes must sign this authorization to specifically allow for the release of Psychotherapy Notes. Such authorization must be separate from an authorization to release other medical records.

