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Choices Clinical Counseling, LLC

2517 Bedford St. 

Johnstown, PA 15904

Ph 814-241-7990

Fax 814-217-1327

Adult Confidential Information Form

General Information

Name ____________________________________________  Age __________ Date of First Session___________________

Home Address __________________________________________________Home Phone ____________________________

City _________________________ State _________  Zip _______________  Cell Phone _______________________________ 

Date of Birth _______________________________            Social Security Number ______________________________
Email Address ______________________________________________________________________________________________
Family Doctor (PCP) _______________________________________________________________________________________
Medications:________________________________________________________________________________________________
Insurance Information

Health Insurance Co. ______________________________________________________________________________________

Policy Holder’s name _____________________________________________    Date of Birth ________________________   

Insurance ID Number______________________________________________________________________________________
Employer ___________________________________________________________________________________________________

Where did you hear about choices at? ___________________________
_________     I  authorize/do not authorize  Choices to leave a voice message on my phone when calling for an appointment reminder.  Please circle choice and initial
I understand that co-pays are due at the time of visit by cash, check or credit card.
________________________________________________________
   
                    _________________________


 
     (Signature)




                                    (Date)
Choices Clinical Counseling, LLC

2517 Bedford St. 

Johnstown, PA 15904

Ph 814-241-7990

Fax 814-217-1327

Treatment Release 
Client Name: ​​​​​​​​​​​​​​​​​​​​​​_______________________

DOB: _______________________________

I agree to receive treatment by Choices Clinical Counseling, LLC.

I hereby authorize you to bill and/or contact my insurance company regarding payment for services rendered at this office.  I am responsible for all payments and if after 3 months no payments have been made Choices will send me to a collection agency. 
In situations where a 3rd party payer is involved, I authorize Choices Clinical Counseling, LLC to release all records or other information that may be necessary to determine benefits payable to them.

I have been advised of the available HIPPA Notice of Privacy Practices that are also posted in the waiting room at Choices.  A copy is available upon request.
I have been notified and offered the Therapist-Patient Services Agreement as it is displayed in the waiting room of Choices Clinical Counseling. This agreement outlines patient and Social Worker responsibilities. 
​​​​​__________________________________________



______________________

Signature 






              Date      

                                                                                              Choices Clinical Counseling

2517 Bedford St. 

Johnstown, PA 15904

Ph 814-241-7990

Fax 814-217-1327

Assurance of Freedom of Choice Form
This form verifies that I have been informed and understand that I have a choice of Providers available to me.  

I have been given freedom of choice in selecting available Providers and realize that I may choose to receive treatment at any agency available through my insurance provider.  I am aware that I have a right to choose my Provider and treatment options.  If I wish, alternate Providers will be made available to me through my insurance provider’s Member Services Department.  Member Services can be reached at the following phone numbers:

	Highmark
	1-800-258-9808

	UPMC
	1-866-918-1595

	Value Behavioral Health, Cambria County
	1-877-615-8503

	GEHA
	1-800-821-6136

	Optum
	1-800-888-2998

	Cigna
	1-800-223-9941

	Tricare
	1-877-tricare

	MemberLine HealthChoices, Bedford/Somerset
	1-866-773-7891


I am also aware that my Provider will discuss with me all treatment options and what the treatment options involve, including advantages and/or disadvantages of each type of treatment.  
My family and significant others will be included in treatment if I wish them to be.

​​​​​__________________________________________



______________________

Signature 






              Date      

__________________________________________



______________________

Witness 






              Date      

Name: 




Date: 



Please circle your answer. This is so I can better help you. 

	1. What is your motivation level to improve?                                        High    Moderate    Low    Not Sure

	2. Do you believe that counseling can help you?                                   Yes       No

	3. Are you coming because you want to or for someone else?           I want to    Someone else

	4. Do you understand the life changing effects of trauma?                 Yes      No

	5. Do you take the lead or prefer being directed?                                 Take lead       Be directed

	6. What are your expectations for counseling?                                      High    Low    None

	7. Do you understand what confidentiality is?                                        Yes     No

	8. How nervous are you?                                                                            Not at all     Somewhat      Very

	9. Do you feel any stigma with seeking counseling services?               Yes      No

	10. Does the gender of the counselor matter to you?                           Yes     No

If Yes, why? ___________________________________________________________________________________

	11. How familiar are you with different types of therapy?                   Not at all      Somewhat     Very

	12. Do you have any issues with medications?                                       Yes     No

	13. Do you feel comfortable asking questions?                                      Yes     No

	14. Do you have an addictive personality?                  
                           Yes     No     Not sure

	15. Do you have trouble opening up?                                                      Yes     No      

	16. Do you answer surveys honestly?                                                      Yes     No

	17. How did you find me?                                    Referral       Google      Psychology Today        Other

	18. Is there anything you would like to add or you wished that I asked?    Yes    No      If yes please explain. ______________________________________________________________________________________________________________________________________________________________________


Thanks for your time! 
CHOICES CLINICAL COUNSELING
2517 Bedford Street
Johnstown, PA  15904

    PCP Communication Form                                                                   Ph 814-241-7990






Fax 814-217-1327
Date: _______________________   



Client:___________________________________             

To:  ___________________________________________
    
DOB:  ________________________

 Fax:  _________________________​​​​​________________


In an effort to coordinate care, I want to inform you that the above patient is involved in outpatient treatment at CHOICES CLINICAL COUNSELING, LLC, 2517 Bedford St, Johnstown, PA 15904.

The patient is being treated for the following health condition(s):

· Behavior Disorder

(     Substance Abuse

· Depressive Disorder

(     Adjustment Disorder
· Anxiety Disorder

· Other ______________________________________________________________


Expected length of treatment:    ( ≤3 months      ( 3-6 months      ( 6-12 months       ( ≥1 year
Coordination of care issues/Comment to Primary Care Physician: ____________________________________________________
If you need any further information, please call me at 814-241-7990. _____________________________________________ 

               







                        (LCSW Signature)


CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION TO PRIMARY CARE PHYSICIAN

I authorize _Adam Kleinman, LCSW_ of Choices Clinical Counseling to disclose to my PCP: ___________________________, located at __________________________________, _________________________________________  any

 (Primary Care Physician)                                          (Street Address)                                           (City, State, and Zip Code) information regarding my mental health treatment for coordination of care purposes as may be necessary for the administration and provision of my healthcare coverage. The information exchanged may include information on mental health and/or treatment such as diagnosis and treatment plan. I understand that this authorization shall remain in effect for one year from the date of my signature below or for the duration of treatment, whichever is longer. I understand that I may revoke this authorization at any time by written notice to the above behavioral healthcare provider. I also understand that it is my responsibility to notify my behavioral healthcare provider if I choose to change my Primary Care Physician.
___________________________________________________
       

     ______________________                           

Signature of Client or Legal Guardian

                   

    Date





                

I do not want to have information shared with:


· PCP/Medical Practitioner                                (    I am not currently receiving services from a

 PCP
· Other Behavioral Health Practitioner          (    I am not currently receiving services from 






any other behavioral health practitioner

Choices Clinical Counseling

2517 Bedford St.
Johnstown, PA 15904

Ph 814- 241-7990
Fax 814-217-1327

Authorization to Utilize Telehealth and the use of Electronic Health Records

Patient Name:_________________________________________________   Date of Birth:_________________________________

I authorize Choices Clinical Counseling, LLC to utilize TherapyNotes for data processing and storage and Zoom Health for the purpose of providing virtual treatment which meets certified HIPAA‑compliant guidelines.
Covering time period(s) of care: Duration of services 

SIGNATURES

I understand that I may revoke this consent at any time by providing written notice. I have been informed what information will be given, its purpose, and who will receive the information.

___________________________________     ___________

____________________________________  ___________

Signature of Client

                    Date



Parent/Guardian

    Date

___________________________________     ___________

Witness


                    Date



If the authorization is signed by a person representative of the patient, a description of such representative’s authority to act for the patient must be provided. 
Withdrawal

Date Consent Withdrawn: __________________

Client Name:
                                                 DOB:                                                 



