Danielle Mikhail, LMHC
2381 Hylan Boulevard, Suite 12F

Staten Island NY 10306

347-983-0578

Please fill out this form and bring it to your first session. (Please note: Information you provide here is protected as confidential information.) 
Today’s date: _________________________ 
Client Name: ___________________________________________________________

(Last) (First) (Middle Initial)
Name of parent/guardian (if under 18 years):

______________________________________________________________________

(Last) (First) (Middle Initial)

Birth Date: ____ /____ /____    Age: ________ 

Gender (how you identify): ________________________________________________

Race/Ethnicity (how you identify): ___________________________________________

Religion/spirituality (if applicable): __________________________________________
Address: 

______________________________________________________________________

(Street and Number)

______________________________________________________________________

(City) (State) (Zip)

Best phone number to reach you: ______________________________

May I leave a message? □Yes □No

E-mail: _________________________________________ May I email you? □Yes □No

*Please note: Email correspondence is not considered to be a confidential medium of communication.
Emergency Contact Name: ________________________ Relationship: ____________

Phone: ______________________

Referred by (if any): 

Marital Status:

□ Never Married □ Domestic Partnership □ Married □ Separated □ Divorced □ Widowed

Please list any children and their ages:

______________________________________________________________________
Have you previously received any type of mental health services (psychotherapy, psychiatric services, etc.)?

□ No

□ Yes, previous therapist/practitioner: 

________________________________________

Are you currently taking any prescription medication?

□ Yes

□ No

Please list: 

______________________________________________________________________

______________________________________________________________________

Have you ever been prescribed psychiatric medication?

□ Yes

□ No

Please list and provide dates: 

______________________________________________________________________

______________________________________________________________________

GENERAL HEALTH AND MENTAL HEALTH INFORMATION

1. How would you rate your current physical health? (please circle)

Poor

Unsatisfactory 
Satisfactory 

Good 

Very good

Please list any specific health problems you are currently experiencing:

____________________________________________________________________

2. How would you rate your current sleeping habits? (Please circle)

Poor

Unsatisfactory 
Satisfactory 

Good 

Very good

Please list any specific sleep problems you are currently experiencing:

______________________________________________________________________

3. How many times per week do you generally exercise? ________________________

What types of exercise do you participate in?: _________________________________

4. Please list any difficulties you experience with your appetite or eating patterns.

______________________________________________________________________

5. Are you currently experiencing overwhelming sadness, grief or depression?

□ No

□ Yes

If yes, for approximately how long? ________________________

6. Are you currently experiencing anxiety, panic attacks or have any phobias?

□ No

□ Yes

If yes, when did you begin experiencing this? ___________________________

7. Are you currently experiencing any chronic pain?

□ No

□ Yes

If yes, please describe? ___________________________
8. Do you drink alcohol more than once a week? □ No □ Yes

9. How often do you engage recreational drug use? □ Daily □ Weekly □ Monthly

□ Infrequently □ Never
Which recreational drugs (prescription or street) do you use? ____________________

10. Are you currently in a romantic relationship? □ No □ Yes

If yes, for how long? __________________

On a scale of 1-10, how would you rate your relationship? __________

11. What significant life changes or stressful events have you experienced recently:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Please check any symptoms you have experienced within the last 6 months:
□ Depressed mood

□ Feeling Hopeless

□ Extreme Sadness

□ Crying frequently

□ Trouble Concentrating

□ Restlessness/excessive fidgeting

□ Change in sleeping habits

□ Nightmares/night terrors

□ Memory problems

□ Lack of energy

□ Change in eating habits

□ Weight changes

□ Feeling extreme happiness

□ Change in sexual interest or function

□ Trouble performing at school/work

□ Problems getting along with family or friends

□ Loss of interest in usual activities

□ Feeling overwhelmed

□ Low self-confidence

□ Easily irritated

□ Perfectionism

□ Feeling guilty

□ Obsessions or compulsion

□ Excessive spending

□ Engaging in hair or skin pulling

□ Feeling nervous/anxious

□ Feeling fearful/on edge

□ Racing thoughts

□ Sudden feelings of panic

□ Difficulty trusting others

□ Physical pain/fatigue

□ Muscle tension

□ Problems with anger

□ Acting violently

□ Relationship violence

□ Isolation or withdrawal from others

□ Substance Use

□ Fire-setting

□ Has hurt or cut self

□ Physically harmed animals

□ Physically harmed others

□ School/work has deteriorated

□ Experienced bullying

□ Skipping school

□ Ignores parents/teachers/authority

□ Suspended from school/work

□ Sexually promiscuous

□ Missing work excessively

□ Falling asleep at work/school

□ Lack of sexual interest

□ Unable to fall asleep or stay asleep

□ Thoughts about hurting yourself or others

□ Thoughts about killing yourself or others
□ Trouble with the law

□ Sexual abuse

□ Physical abuse

□ Other:__________________

FAMILY MENTAL HEALTH HISTORY
In the section below, please identify if there is a family history of any of the following. If yes, please indicate the family member’s relationship to you in the space provided (father, grandmother, uncle, etc.).
Please Circle






Family Member
Alcohol/Substance Abuse 

yes/no


_________________________

Anxiety 



yes/no


_________________________

Depression 



yes/no


_________________________

Domestic Violence 


yes/no


_________________________

Eating Disorders 


yes/no


_________________________

Obesity 



yes/no


_________________________

Obsessive Compulsive Behavior 
yes/no


_________________________

Schizophrenia 


yes/no


_________________________

Suicide Attempts 


yes/no


_________________________

ADDITIONAL INFORMATION:

1. Are you currently employed or enrolled in school? □ No □ Yes

If yes, name and address of your employer/school:

_____________________________________________________________

______________________________________________________________

Do you enjoy your work? Is there anything stressful about your current work?

______________________________________________________________________

2. Do you consider yourself to be spiritual or religious? □ No □ Yes

If yes, describe your faith or belief:

______________________________________________________________________

3. What do you consider to be some of your strengths?

______________________________________________________________________

4. What do you consider to be some of your weakness?

______________________________________________________________________

5. What would you like to accomplish out of your time in therapy?

______________________________________________________________________

______________________________________________________________________

HEALTH INSURANCE INFORMATION

If you are using or may use in the future, health insurance, the following information is necessary in order to bill the insurance company. Please bring your card to session. 

Insurance Company_____________________________

Insurance ID (please include any prefix or suffix)___________________________

Group #__________________________________

Co-Pay____________________

     I authorize the release of any medical or other information necessary to process insurance claims. I further authorize the payment of medical or insurance benefits to Danielle Mikhail, LMHC, and authorize her to obtain or release therapy records and treatment plans to my insurance company for the purpose of evaluation, treatment and payment.

Signature: ___________________________________________ Date: ___________ 

If the insured is someone other than the client, i.e. parent or spouse, please complete:

1. NAME OF INSURED _______________________________

2. STREET ADDRESS OF INSURED _______________________________

3. CITY/State/ZIP Code__________________________________

4. INSURED’S DATE OF BIRTH __________________

5. INSURED’S PLACE OF EMPLOYMENT: __________________________________

INFORMED CONSENT FOR TREATMENT
Thank you for taking a few minutes to review this Consent for Services Form. Feel free to ask any questions.

Services Provided:

Psychotherapy Services
As a Licensed Mental Health Counselor in the state of New York, my practice was founded as a resource to help people grow toward greater health and wholeness. At one time or another, we all face stressful situations, conflicts or doubts that invite a journey into ourselves in search of understanding, resolution and meaning. I work within the framework of each person’s individual beliefs, balancing attention to mind, spirit and body.
Counseling Process

Counseling presents an opportunity to make an investment in your personal growth and well-being within the context of a professional, helping relationship. Initially, I will take a personal history and explore your reasons for seeking counseling at this time.  Your commitment and personal involvement is vital to the counseling process and in order to find the best results, you will be encouraged to focus on your goals for treatment in between sessions and be willing to try new behaviors and skills. Your input is essential to the process and you are encouraged to offer feedback along the way. Periodically, a review and evaluation of your progress will be addressed and your treatment goals will be revised as needed.
Counseling Benefits and Risks

Please note that participating in counseling offers both risks and benefits. Counseling often addresses difficult aspects of life experience and it may cause you to experience more intense or uncomfortable feelings, like sadness, shame, guilt, and even anxiety. This occurrence is expected and usually will only last a short time. In the long run, however, research has consistently revealed the benefits of counseling and I am committed to provide you the best quality care. While there are no guarantees, counseling often leads to a better quality of life overall, including for example, improved self-concept, better relationships, more hope, peace and joy, and more effective management of emotions.
Confidentiality

With the exception of specific legal circumstances described below, you have the absolute right to the confidentiality of your therapy. I cannot and will not disclose to anyone what we discuss in session, or that you are even in counseling, without your written permission.
The following are legal exceptions to your right to confidentiality. I would inform you of any time when I think I will have to put these into effect.

a) When mandated by state or federal law (i.e. suspicion or knowledge of child/vulnerable adult abuse or neglect, or prenatal exposure to controlled substances)

b) When there is an imminent risk or serious threat of physical harm to self or to others (i.e. suicidal or homicidal thoughts/intent) 

c) When specifically ordered by a court of law
d) When a parent/legal guardian requests access to non-emancipated minor’s records

e) When requested by insurance companies and other third-party payers (when applicable) are given information that they request regarding services to clients. 
Note: Clinical records in the state of New York are the property of the practicing professional, not the client and will not be released to you. However, I will be happy to provide a narrative summary of your treatment to you, your attorney or other professional upon your written request.

Your responsibilities as a Client:

Please be responsible for coming to your session on time and at the time we have scheduled. Sessions will last 60 minutes in length depending on what we have mutually agreed. If you are late, we will end on time and not run over into the next client's session.
Your rights as a Client:

1. You are entitled to information about my methods of therapy, techniques I use, the duration of therapy (if it can be determined), as well as my fee structure.

2. Please feel free to ask if you would like to receive this information or if you have any additional questions.

3. You are entitled to seek a second opinion from another therapist or terminate therapy at anytime.

4. Confidentiality (please see above confidentiality section).

The Therapeutic Relationship

When a client shares personal information and the counselor responds with respect and authenticity, sessions may seem emotionally intimate. To maintain a safe environment, client and counselor understand that the relationship will remain professional; it will not become personal. Contact will be limited to the sessions in the office or over the phone, focusing on client concerns. The client and counselor will not socialize, exchange gifts, nor establish any relationship other than the professional counseling relationship.
Couples and Families
I encourage couples and families to share any thoughts or feelings directly in our sessions rather than privately with me. It is my policy that there are no secrets between partners and family members, and that anything you share with me will become available for the work of therapy.
Professional Records

Communication between client and counselor is considered to be part of the clinical record, which is accessible to the client upon written request to view or obtain copies. Records are maintained for a period of seven years from the date of termination.
Contact and Emergencies
Please note that I will do my best to return your calls ASAP. I can be reached at 347-983-0578. If you are calling after working hours please note your call may not be returned until the next working day. You may also contact me via email at daniellemikhail.lmhc@gmail.com, which I check frequently throughout the day. PLEASE NOTE: Email communication should be brief and vague. Internet communication is not 100% safe with regard to confidentiality and privacy. Please do not write any information in an email that you would not want others to know. Email is best used for communication around appointment setting, initiating a phone call, or asking questions about myself and my practice.
Taking time off is part of self-care. I will periodically take time off for vacation and your counseling may be temporarily on hold. I am typically not away for a longer period than one week at a time. I will do my best to give you advance notice whenever possible. Otherwise, if for some reason I cannot make your scheduled time due to illness, a family emergency, etc. I will do my best to contact you as early as possible. If you have an emergency while I am on vacation or unavailable, then please call 911 or go to the nearest hospital.
If at any time you believe that you cannot keep yourself safe, or you are experiencing a life threatening emergency or crisis, please go to the nearest Emergency Room or call 911. However, please notify me via phone after a hospital visit has been made, and I will be glad to further discuss the details of this with you in our next session.
Fees

I provide service within reasonable and customary rates for the geographic region. You will be aware of fees prior to your session.  I also have a sliding fee scale for those whose income cannot support the standard fee.  Fees are periodically reviewed and I reserve the right to change fees at any time. Please note you will be given adequate notice if this should occur. Also, please make sure to carefully review my financial policy.
Scheduling Sessions
All sessions are by appointment only. Appointments are made directly with me. Clients are expected to be on time for their scheduled session.  Your time will not be extended if you are late for a session so that the next person who is on time will not have to wait.  There are times when an emergency arises and sessions may be running late. I will do my best to contact you ahead of time to let you know if possible. 

Recommendations for Evaluations
In order to obtain the most accurate information about your current functioning, I may refer you for evaluations by other professionals. These may include, but are not limited to, Medical, Psychiatric, Psychological, Neurological, Speech and Language, Occupational Therapy, and Physical Therapy. This recommendation will be discussed in session in order for you to understand the benefits of such an evaluation.

Other Referrals

At times it may be necessary to make a referral to a more appropriate provider if I am not able to meet a specific need.  I will not attempt to treat a disorder that I am not familiar with as this would not be beneficial to you and may even be harmful.  Also, there are times when you may wish to change to another provider for various reasons.  You have the right to do this at any point and a right to an appropriate referral.  I will make referrals only after thorough consideration of professionals who I feel may be able to assist you. Of course you are always welcome to do your own research and seek out someone on your own.  You are also entitled to a second opinion, in which case I will also assist you.

Returned Checks

There is a $30.00 fee for any returned check.  This fee, along with the session fee, is due in cash at the next scheduled session. If another session is not scheduled, you are still responsible for the balance due. If a client has more than one returned check, all future sessions fees must be paid in cash. Future sessions will not be scheduled until any returned check fee and session fee is paid in full.
Appointments and Cancellations

Appointments are usually 45-60 minutes long weekly and are set at a certain time on a certain day.  Since I hold that time for you, please allow 24 hours notice if you decide to cancel or reschedule a session so that I have time to schedule others in your place or you will be charged a $50 fee. I reserve the right to terminate therapy if cancellations or no-shows become excessive and are unable to be dealt with in the therapeutic relationship. I will discuss this with you prior to canceling services. Please be mindful of your time and mine. As a way of supporting your decision-making and control of your treatment, I do not always follow up on missed appointments or do outreach to determine if you are interested in rescheduling. Therefore, if I have not heard from you in 30 days, I will assume that you have terminated our counseling relationship. If you would like to resume counseling treatment, we will do so mutually and you will need to call to schedule a new appointment.
Ending Therapy

You have the right to terminate therapy at any time and you will typically be the one who decides when therapy will end, with the following exceptions:
1. If cancellations and no shows become an issue, as described above.

2. If I am not, in my judgment able to help you because of the particular concern you have, or because my training and skills are, in my judgment, inappropriate, I will inform you of this and refer you to another therapist who may meet your needs.

3. If you do violence to, verbally or physically, threaten or harass me, I reserve the right to immediately discontinue your therapy.
If I terminate your therapy I will offer you referrals to other sources of care, but cannot guarantee that they will accept you for therapy.
Signature
I am 18 years of age or older, or, I have legal custody of this minor child(ren).  I understand and accept the above information and I authorize these services.

Client’s signature






   Date________________
Therapist’s signature





   Date________________

FINANCIAL POLICY

Thank you for choosing me as your psychotherapist! My goal is to provide you with the utmost quality mental health care. Your informed participation, and your understanding of payment arrangements are essential to my effort in helping you, as well as to your effort to benefit from our time together. Please understand that payment of your bill is considered a part of your treatment. All clients must complete this form before meeting for the intake session.  

My customary fee for counseling is dependent on the type of session you are coming for. The customary fee for the initial individual/couples intake session is $125.00 (60 mins), each individual/couples session is $100.00 (60 mins). Time above the stated time will be prorated for an additional fee. This fee will be charged for each visit. FULL PAYMENT IS DUE AT THE TIME OF SERVICE. I accept cash, checks, or Credit Card. 
Insurance

I am happy to accept insurance assignment and to file insurance claims to receive payment for our time if I have a contract with your insurance or third party payer. In that case, I will file claims according to the contract terms with your insurance. Your insurance policy is a contract between you and your insurance company. I am not a party to that contract. Please be aware that some, and perhaps all, of the services provided may be non-covered services and not considered reasonable by your insurance policy. It is your responsibility to review your insurance policy to determine if pre-authorization for services is required and if said services are covered under your contract. If there is a problem collecting payment from your insurance or managed care company for the balance, you remain responsible for payment of the fee. I will bill you directly for any insurance monies not collected within 90 days of the claim having been filed. 
Out-of-Network Benefits

I am currently an out-of-network provider for many insurances. If you choose to use your out-of-network benefits, you will be responsible for payment at the time of your session. Upon request, you will be provided with a receipt of services at the end of each month that you can submit to your insurance company directly for reimbursement. It is recommended that you call your insurance provider to verify out-of-network coverage for outpatient mental (behavioral) health services.
It is your responsibility to review your insurance policy to determine if pre-authorization for out-of-network services is required and if said services are covered under your contract. If there is a problem collecting payment from your insurance or managed care company for the balance, you remain responsible for payment of the fee. I will bill you directly for any fees not collected within 90 days of the confirmed session time.

Other Fees

There are other fees that may become necessary. If you must cancel a scheduled appointment, please let me know as soon as possible. If you must miss a scheduled appointment and you are unable to cancel at least 24 hours ahead of time, I charge $50.00 for the missed appointment; if you fail to cancel at all you will be responsible for the full session fee.  Unfortunately, your insurance company does not pay claims for missed visits, so that fee will be charged directly to you. Please help me to serve you best by keeping scheduled appointments. 

If you or someone else (e.g. another counselor, your lawyer, etc) needs a copy of your file or of other records that may be legally necessary, my office charges $.25 per page for copying, plus postage. If my office is required to provide a verbal report, for example by telephone to your physician, a ten-minute consultation will not be charged. If the consultation exceeds ten minutes, my office charges $125 per hour; that fee is billed in fifteen-minute increments for each quarter hour or part of quarter hour. If my office must produce a written report, the same fee will be billed for the time spent reviewing your file and drafting and publishing the report. My office also charges a $30 fee for checks that are returned unpaid for any reason. 

Including a counselor as a witness in a legal case is usually counterproductive to the therapeutic process. However, if the attorney believes that it will help your case, then the following procedure and charges will apply: You will be charged for my driving time and all time spent at the courthouse (time waiting and on the stand). There is a $2500 charge upfront that must be paid in full before the court date. Thereafter, there is a charge of $300 per hour. 

I have read the financial policy statement, I understand it, and agree to the terms described. Furthermore, I authorize the release of any medical or other information necessary to process insurance claims with medical benefits paid to the assigned counselor for services. 

___________________________________



________________

Client Signature







Date

Credit Card Authorization Form

Please email to me or bring to your first session. All information will remain confidential.

Cardholder Name:   
___________________________________________ 

 

Billing Address:

___________________________________________




___________________________________________

Credit Card Type: 
_____ Visa     _____ MasterCard   ____ Discover  _____ AmEx
Credit Card Number: ___________________________________________

Expiration Date: ___________
Card Identification Number (last 3 digits located on back of the credit card):  ________ 
Amount to Charge:  $ 50 (USD) for cancellation within less then 24 hours
                          $100 (Individual) $150 (couple) $175 (family) for no show appointment 

                           or amount for outstanding balances past 30 days
I understand and I authorize Danielle Mikhail, LMHC to charge the agreed amount listed above to my credit card provided herein. I agree that I will pay for this purchase in accordance with the issuing bank cardholder agreement.

Signed: 

___________________________________________
Dated:


___________________________________________
Name:


___________________________________________

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain rights to privacy regarding my protected health information.  I understand that this information can and will be used to:

· Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third-party payers.

· Conduct normal healthcare operations such as quality assessments and physician certification.

I have read, received and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information.  I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request, in writing, that you restrict how my private information is used or disclosed to carry out treatment, payment or healthcare operations. I also understand you are not required to agree to my requested restrictions, but if you do not agree then you are bound to abide by such restriction.

Client Name:













Responsible Party Name (if client is a minor):








Relationship to Client:






                       


Signature:







Date:





2

