
Privacy Practices Notice 
And Client Acknowledgement 

Client Name:______________________________________________

	 	 


Date of Birth:______________________________________________	

	 	 	 

I have received and read this provider’s Privacy Practice Notice 
written in plain language.  The Notice provides in detail the uses 
and disclosures of my protected health information that may be 
made by this practice, my individual rights and the provider’s 
legal duties with respect to my protected client information.


I understand that this practice reserves the right to change the 
terms of its Privacy Practices Notices, and to make new 
provisions effective for all protected health information that it 
maintains.  I understand that I can obtain the current Privacy 
Practice Notice on request.


Signature:_________________________________________________


Date:_____________________________________________________


Relationship to client if signed by a personal representative of 
client:


__________________________________________________________	



Consent to Treatment 
I, ______________________________________________________________, am agreeing 
to participate in psychotherapy with Hope Honeyman, LCSW.  Sessions will be 
scheduled in advance and I understand that I am making a commitment to attend 
regularly.


I understand the my therapist does not provide 24-hour crisis intervention services and 
that in the event of an emergency, I am to contact the emergency services available to 
me.  My therapist will provide, upon request, a list of available emergency service 
providers.  I will discuss with my therapist any concerns I may have about when I 
should use such services.


I understand that my privacy is protected and that what I say in therapy is confidential.  
Exceptions can be made if I give permission or if there is a risk that I may endanger 
myself or others.


I have been informed that I will be expected to pay a fee for the services I receive.  If I 
have insurance (other than those plans administered by Magellan Behavioral Health 
Services, Blue Cross/Blue Shield, Amerihealth, and Aetna) I understand that I will be 
paying for services “out-of-pocket”, and that I will be responsible for submitting the 
invoice provided to me for any insurance reimbursement due to me and that there is no 
guarantee my insurance will cover this therapist’s services.  If I have a Magellan 
Behavioral Health, Blue Cross/Blue Shield, Amerihealth, or Aetna plan, I understand 
that I am responsible for my co-pay and any deductibles that may apply.


I understand that cancellation of sessions requires 24 hours notice.  Failure to give 24 
hours notice will require a cancellation fee of the full session fee (the co-pay plus the 
remainder of what your insurance would usually pay for a session).


I have read this consent and have raised any questions the I have about its contents.


Signature of Client_____________________________________________________________


Date__________________


Signature of Therapist:_________________________________________________________


Date:__________________



Client Information Form 
Date______________________


Client name________________________________Parent/Guardian name______________________


Client Date of Birth_____________________    __________ Male       __________Female


Client Social Security Number__________________________________________________________


Address_______________________________________________________City___________________


State______________________     Zip____________________


Home Phone____________________Work Phone______________________


Cell Phone________________________________Email address______________________________


Emergency contact name__________________________________Relationship_________________


Emergency Contact Phone Number_____________________________________________________


Referred by____________________________________________________


Please complete for all household members, starting the primary person to be seen by 
therapist: 

Name 		 Relat.	 Sex	 DOB	 Age	 Marital		 Occup/	 Educ.	 Race	 Relig.

	 	 To	 	 	 	 Status	 	 School		 Level

	 	 Client


____________________________________________________________________________________	 	 


____________________________________________________________________________________


____________________________________________________________________________________


_____________________________________________________________________________________


_____________________________________________________________________________________


_____________________________________________________________________________________


_____________________________________________________________________________________




Client Symptom Form


Client name___________________________________________________Date__________________


Do you tire easily?	 	 	 	 	 	 	 Yes	 	 No

Do you get anxious easily?	 	 	 	 	 	 Yes	 	 No

Do you get easily depressed or sad?		 	 	 	 Yes	 	 No

Do you cry easily or often?	 	 	 	 	 	 Yes	 	 No	 


Do you have difficulty remembering things?		 Often	 	 Yes	 	 No

Do you tend to oversleep?	 	 	 	 Often	 	 Yes	 	 No

Do you have difficulty sleeping?	 	 	 Often	 	 Yes	 	 No

Do you awaken during the night?	 	 	 Often	 	 Yes	 	 No

Do you have nightmares?	 	 	 	 Often	 	 Yes	 	 No

Do you tend to overeat?	 	 	 	 Often	 	 Yes	 	 No

Do you tend to under eat?	 	 	 	 Often	 	 Yes	 	 No


Do you get frequent headaches?	 	 	 	 	 Yes	 	 No

     If yes, state frequency and type______________________________________________________


Do you drink more than 2 cups of caffeinated drinks a day?	 Yes	 	 No

     If yes how many and what beverage?_________________________________________________


Have you gained/lost a significant amount of weight recently?	 Yes	 	 No

     If yes, did you gain_______ or lose_______ How much weight?___________________________


When was your last physical/medical check up?__________________________________________


Have you ever used illegal drugs?	 	 	 	 	 Yes	 	 No

     If yes, when?__________________________________________

     Which drugs?_____________________________________________________________________


Do you drink alcohol?		 	 	 	 	 	 Yes	 	 No

     If yes, how often/how much?________________________________________________________


Is there a family history of drug or alcohol use?	 	 	 Yes	 	 No

     If yes, by whom?___________________________________________________________________


Are you presently taking any medications?	 	 	 	 Yes	 	 No


     If yes, list_________________________________________________________________________


     __________________________________________________________________________________


Have you ever been hospitalized in a psychiatric setting?	 	 Yes	 	 No

     If yes, dates and name of hospital(s)__________________________________________________


     Reason for hospitalization___________________________________________________________

Have you ever been in counseling before?	 	 	 	 Yes	 	 No


     If yes, when?____________________________________________________________________


     For what concerns?______________________________________________________________




Client and Insurance Information 

Client name__________________________________________Soc.Sec.#______________________


Address_____________________________________________________________________________ 
 
City_____________________________________State____________________Zip_________________


Client DOB____________________  Gender________________________ Marital Status__________


Circle one:  	 Employed	 Student/full-time	 Student/part-time


Is patient’s condition related to:  (circle one if applicable) 

     

     Employment	 Auto Accident (City/State)____________________       Other accident


Parent/Guardian ______________________________Parent/Guardian Soc.Sec.#______________


Address (if different from client)_________________________________________________________


Home #______________________ Cell #_____________________ Work #______________________


Email address_____________________________


Insured’s name________________________________Insured’s Date of Birth_________________


Address (if different from client’s)_______________________________________________________


Insured’s phone #_______________________Insured’s employer____________________________


Insurance Company________________________800# for behavioral health___________________


ID #__________________________________________ Policy/Group#__________________________


Co-pay_____________Deductible____________ Insured’s email address _____________________


Client relationship to insured (circle one):	 Self	 Spouse       Child	 Other


Is there another health insurance plan in force:	 Yes___________   No______________


Fee Paying:  Intake fee $______________ Ongoing fee $________________ Other fees__________


Medicare ID #________________________________________________________________________


Patient’s or Authorized Person’s Signature - I authorize the release of any medical or other 
information necessary to process this claim.  I also request payment of government benefits either to 
myself or to the party who accepts assignment below.  I authorize payment to Hope Honeyman, LCSW.


Signed_______________________________________________ Date___________________________


Therapist____________________________________________ Date____________________________









