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Choices Clinical Counseling, LLC
2517 Bedford St. 
Johnstown, PA  15904
Ph 814-241-7990
Fax 814-217-1327
www.choicesclinicalcounseling.com

D & A Adult 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 ______________________________
Family Doctor (PCP) _______________________________________________________________________________________
Email address_______________________________________________________________________________________________
Insurance Information

Health Insurance Co. ______________________________________________________________________________________

Policy Holder’s name _____________________________________________    Date of Birth ________________________   

Insurance ID Number______________________________________________________________________________________
Employer ___________________________________________________________________________________________________

Where did you hear about choices? ___________________________
_________     I  authorize/do not authorize  Choices to leave a 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
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2517 Bedford St. 
Johnstown, PA 15904

Ph 814-241-7990

Fax 814-217-1327
Consent to Treat (orientation packet)

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. I also allow Choices to maintain my records using EHR or Electronic medical records in accordance with all HIPPA laws. 
709.30 Client Rights: 

(1) A client receiving care under section 7 of act (71 P.S. 1690.107)  at Choices Clinical Counseling shall retain civil rights and liberties except as provided by statute. No client may be deprived of a civil right solely by reason of treatment. 
(2) Choices may not discriminate in the provision of services on the basis of age race, creed, sex, ethnicity, color, natural origin, marital status, sexual orientation, handicap or religion. 
(3) Clients have the right to inspect their own records. Choices shall temporarily remove portions of the records prior to inspection by the client if the director determines that the information may be detrimental if presented to the client. Reasons removing sections shall be documented in the record. 
(4) Clients have the right to appeal a decision limited access to their records to the director. 
(5) Clients have the right to request the correction of inaccurate, irrelevant, outdated or incomplete information in their records.
(6) Clients have the right to submit rebuttal date or memoranda to their own records.

5 Points that can be released with your written permission. 

1. Whether or not you are in counseling

2. Your prognosis

3. Description of Choices project and philosophy

4. Brief Description of progress

5. Short statement as to whether client has relapsed into drug or alcohol abuse.  

In certain circumstances information can be released without your consent: These circumstances are: 

1. Medical emergency- nature and location of emergency. only information released for what is needed to get emergency care.

2. Suspected Child Abuse must be reported.

Would you like a copy of this? Yes____ No____
_________________________________________



______________________

Signature 






              Date      

​​__________________________________________



______________________

Witness 






              Date      


Choices Clinical Counseling
2517 Bedford St. 
Johnstown, PA  15904
Ph 814-241-7990
Fax 814-217-1327
www.choicesclinicalcounseling.com

Follow up
Name of patient   ____________________________________

Date of call and letter ______________________

Results   ______________________________________________ 

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. Did you think about canceling today and do you cancel a lot?    Yes  No

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


Orientation for Choices Drug and Alcohol Program
Criteria for admission to Choices is adults between the ages of 18-55, with 18 being the youngest and 55 being the oldest, and with identified drug and alcohol addiction and substance abuse. Client must follow Choices policy included in this orientation packet.  At Choices we provide drug and alcohol treatment on an outpatient basis. During admission if you do not meet the criteria for admission you may be referred to an inpatient clinic. 

Expectation is that you will show up on time to sessions and work towards treatment plan goals. An intake will be done to determine need for treatment and treatment plan will be completed within the first 3 sessions and every 60 days afterwards. An intake will include the completion of personal, drug and alcohol and medical history to determine the need for treatment. A psychosocial evaluation will be developed to determine the need for treatment. You will sign releases and consents before treatment will begin. Progress will be monitored in each session and discontinuation and continuation of services will be decided based on your progress. 

Interventions-Facility director will utilize a combination of methods including EMDR, CBT, Motivational Interviewing, Seeking Safety, Solution focused Brief therapy and any combination that may be helpful for the client and others that may not be listed here.

To complete treatment- Clients will have completed treatment when they have maintained abstinence for a period of 6 months. At this point they will be reevaluated and further treatment options may be necessary and provided. Client will have completed treatment and met goals mutually developed with facility director and client with time limited, measurable and attainable goals. Facility director will always work with clients to obtain employment and stable living quarters. This may be included in treatment for those that are in need of the Activities of Daily Living. Facility director will also encourage all clients to work towards more independence including ability to secure transportation and also advocate and be assertive for their needs. 

CHOICES POLICY-Therapy will be terminated for one or more of the below mentioned reasons: Met goals, planned discharge, Client no contact for 45 days, Violation of choices policy, Referral to another provider, Client report that they are done with therapy, Inability to meet goals, non-payment of bill, Ongoing noncompliance with treatment, intoxicated at sessions, 1 no call no show, 3 cancellations or Missed first session. Frequent late appointments can also lead to discharge. Facility director will wait 10 minutes then assume client will not be showing up, this will count as a no show. If you cancel a session and want to reschedule there is no guarantee that Choices will be able to accommodate you and those that show up regularly and new clients will be given priority with scheduling. No call/no show will mean the cancellation of the rest of the scheduled appointments. This is not an exhaustive list and there can be extenuating circumstances such as any threats of violence towards Facility director or severe difficulties in the therapeutic relationship. Facility director will use discretion and will make the best choice for all of those involved. You will be notified in writing after 90 days since the last contact of the end of your services with choices. Facility director will send one letter. If you do not contact facility director the “no answer is an answer” policy will be utilized as Facility director will not solicit or call clients as this conflicts with the right to self-determination, it is the client’s responsibility to call and schedule appointments. Clients that show up and try will be given regular slots while those that cancel often will not be put on the cancellation list. If client gives up regular slot it will be filled with the next client who maintains attendance and appointments regularly. It is not fair that someone who is trying cannot be scheduled for someone who is not. 
Actions speak louder than words and showing up for appointments is the true test as to who is trying and who is not. Choices will not accept appointment scheduling for new clients or current from anyone other than the target client. These rules and the following additional rules apply specifically for substance abuse clients. Since substance abuse is so dangerous and these clients are notoriously difficult to treat Choices feels that the following rules will increase the chance of success for these clients. With Substance abuse two cancellations without good reason will be grounds for discharge, clients failing a drug test, not following up with maintenance treatment, putting their child in danger client will be discharged and CYS will be notified. Mental health must be the priority. Work obligations, family obligations, etc. all must initially take a back seat until they have shown some level of sobriety. The reasoning is that without sobriety none of these things will be successful long term. Five minutes late instead of ten will be the ground rules and will be enforced. 
This is not an exhaustive list and Facility director experience will be a guide and Facility director has the final say in who will be discharged. Upon discharge, I will make an honest effort to align you with another counselor. I will call or give you a number and it will be your choice what to do from there. Remember that all these are intended to favor those that put in the effort and will by design create higher success rates and less time in therapy needed to give better results. 

Hours of operation: 8-5 Monday through Friday. Sessions by appointment only. 
Fee schedule- In a typical session insurance will be billed and if you do not have insurance it will be 85$ for cash pay.

Would you like a copy of this?  Yes____ No____

__________________________________________



______________________

Signature 






              Date      

__________________________________________



______________________

Witness







              Date
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)

Cc: Case file 

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:                                                 MA#



