[image: image1.jpg]CHOICES

CLINICAL COUNSELING, LLC
“Make the choice for a better you”





Choices Clinical Counseling, LLC

2517 Bedford St. 

Johnstown, PA 15904

Ph 814-241-7990

Fax 814-217-1327

Name _____________________________________________________________    DOB _____________________________  
Address __________________________________________________________    City ______________________________ State ___________      Zip _________________    Phone Number ______________________________________ 
Family Doctor (PCP) __________________________________________________________________________________     

Email Address _________________________________________________________________________________________
Current Medications __________________________________________________________________________________
Past Medications_______________________________________________________________________________________
Top 3 Reasons for seeking counseling: 
1. 
2. 
3. 


Health Insurance Co. ______________________________________________________________________________________

Policy Holder’s name _____________________________________________    Date of Birth ________________________   

Insurance ID Number______________________________________________________________________________________
Employer ___________________________________________________________________________________________________
_________     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 understand 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      

	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. Do you want your PCP contacted?                                                        Yes    No


This is so I can better help you. Thanks for your time!
Client Name:
                                                 DOB:                                                 



