GROWTHspring© 
              Counseling & Coaching for Living Well.
8727 S. Priest Dr. Suite 101 . Tempe, AZ 85284 . 602.391.6032 . fax 480.831.9274 . www.growthspring.com
H & T Enterprises FED.I.D. NO. 26-4602142
_____________________________________________________________________________
CLIENT BACKGROUND INFORMATION

Client’s Name ______________________________________ Cell Phone _______________ Date _______________

Email ____________________________  Date of Birth ______ Age _____ Years of School Completed _________

Referred By: Google	Psychology Today	Good Therapy		Other _____________________________

Address __________________________________________ City _____________________   Zip ___________________

Business Phone _____________________________________ Occupation ___________________________________

Employer __________________________________________ Address ________________________________________

Client’s Marital Status 	[   ]  Single       [   ]  Married        [   ]  Divorced        [   ]  Separated       [   ]  Widowed
Client’s Primary Income Source 	[   ]  Employment  [   ]  Family  [   ]  Unemployment [   ]  Other 
Client’s Employment Status       	[   ]  Full Time  [   ]  Part Time  [   ]  Student  [   ] Unemployed  [   ]  Other 

PLEASE LIST PERSONS WITH WHOM LIVING
[bookmark: _GoBack]									Education Level	                Physical and
Name			Relationship		Age		or  Occupation		Mental Health
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________

Current Medical Problems __________________________________________________________________________
Allergies _____________________________  Medications Currently Taken _________________________________
Family Physician _________________________________  Date Last Seen __________________________________
Previous Mental Health Services _____________________________________________________________________
In Case of Emergency, Please Notify _________________________________________________________________
				          	 Name				Phone			Relationship
Person holding financial responsibility ________________________________________________________________
Phone __________________ Address _____________________________________ SS# _________________________

If you personally plan to submit your own claims to insurance, please provide the following information for my records. Please note, I do not bill insurance directly. 

Insurance ______________________________ Group No. _________________ ID No. _________________________
Subscriber or Policy Holder _________________________________ Subscriber’s Date of Birth ________________
Insurance Address __________________________________________________ Phone _________________________



Informed Consent


EXPECTATIONS:
The purpose of the first couple of meetings is to give you an opportunity to identify and discuss the problems at hand and to provide background information about yourself so that your therapist can understand your concerns and begin to develop a treatment plan.  This phase is described as an assessment phase.

During this time it is important for both you and your therapist to establish a comfortable, working relationship and to be able to discuss your feelings about working together.

APPOINTMENT FREQUENCY AND DURATION:
Clients normally choose to come once or twice a week, depending upon the nature of the problem.  As therapy progresses appointments are usually scheduled less frequently.  Individual sessions are 50 minutes long and group therapy is an hour and a half.  Sometimes it is advisable to schedule longer sessions particularly for marital or family therapy.

MISSED OR FORGOTTEN APPOINTMENTS:
Coming regularly and on time is an indication of your commitment to the therapy.  Once an appointment is made, that time is set aside for your use.  Late cancellations frequently preclude making the appointment time available to another client.

If you are unable to keep an appointment, kindly give 24 hours notice, otherwise a charge will be made for the time reserved, no matter what the reason for the cancellation.  Please note that this policy is not meant to penalize you but as a way to maintain quality in my work by not overbooking clients.  It is also meant to encourage the hesitant person to come even when feeling anxious or depressed.

Please keep in mind that insurance companies do not reimburse policy holders for missed or late canceled appointments.  If a transportation problem develops please consider a telephone consultation in the place of a face-to-face session in order to make use of the time reserved.

CONFIDENTIALITY
The Code of Ethics of the National Board of Certified Counselors and the laws of the State of Arizona insure that conversations you have with a clinical counselor will be held in strictest confidence.  No information about you or the issues you discuss will be shared without your written permission, except as noted below.

Clinical counselors are obligated to share information given to them in confidence if they have reason to believe that a client is:  1) a danger to self or others (e.g., threatens grave bodily harm, discusses plans to terminate their own life), 2) describes a situation in which the therapist has reason to suspect child abuse, neglect or sexual abuse.  There may be other situations prescribed by law in which confidentiality is waived.




Adolescents are seen only if they are coming to therapy voluntarily.  Since counseling can succeed only in a trusting climate, parents are encouraged to respect their child’s rights to privacy and confidentiality.  Therefore, the specifics of therapy conversations of an adolescent will be kept confidential, but parents can be assured that the child will be encouraged to share critical information and feelings with them.  Additionally, parents will be given information about the general issues at hand and a clear summary of treatment.

There may be times when another therapist will serve as “back-up” for crisis telephone calls or for case consultation about your treatment.  This information about your situation will be shared discreetly.

CLIENT FINANCIAL AND FEE AGREEMENT

  Fees for services are charged at the following rates:

	Initial assessment based on a 50-minute session and diagnostic inventory	$120
	Regular office visit based on a 50-minute session				$120
	Group Therapy based on one and one half hour sessions			  $50
	Hospital charges per visit							$150
	Legal opinions and depositions, based per hour				$150
  Copies				                 $0.35/copy plus min ¼ hr session rate
______________________________________________________________________________________________________

Clients are expected to pay in full for each session at the time of the visit, unless other arrangements have been made. 
 I will be paying today by cash _____ or check _____ or Credit Card ______

I am electing to keep a card on file to be charged for my sessions:

Name on Card __________________________________ Card Number _____________________________________
Expiration date ____________________ 3 digit code _________________ Mailing zip code ___________________
Please send a receipt via (circle one): email or txt message: ___________________________________________

Card Holder’s Signature _____________________________________________________________________________
My above signature serves as consent to charge all therapeutic services rendered and missed appointment to the above card. Should I choose to revoke consent, I will provide GROWTHspring Counseling & Coaching and affiliates with a written notarized note. 

Returned checks and balances older than 30 days may be subject to collection fees and interest.  If it is necessary to refer this account for collection, the client/responsible party agree to pay all collection costs involved.  Collection charges include: reasonable attorney fee and court costs.
______________________________________________________________________________________________________

REMINDER:
If you are unable to keep an appointment, kindly give 24 hours notice, otherwise you will be charged for your session. 




HEALTH INSURANCE:
If you have health insurance, it is your responsibility to verify that a Licensed Professional Counselor is covered for mental health benefits.  Please submit claims for reimbursement directly to your carrier, or ask for assistance with the forms.  You will be given a receipt reflecting services rendered and payment at the time of each visit.  This receipt has all the information necessary to file an insurance claim and also serves as your own record.

It is understood that the client is responsible for the total fee regardless of insurance reimbursement with the exception of membership in a Preferred Provider Plan of which the therapist is a member.  In the latter case you will be responsible for your co-pay as deemed by the insurance company.

TECHNOLOGY CONTACT:
Texting:
If you prefer to utilize texting as a form of communication please initial here _________.  Texting will be used for scheduling appointments and answering brief non-clinical questions unless an alternative arrangement has been made for your clinical purposes. Should you have a need for clinical guidance in-between sessions, you may request a phone/FaceTime session. All phone/FaceTime sessions will be billed at the regular session rate. Please note that Texting is not a secure for of communication. By initialing here, you understand this and know that though I will do my best to keep your information private, confidentiality of electronic information cannot be guaranteed. 

E-mail:
Email is not a secure means of communication and therefore confidentiality cannot be assured even though I am the only one with access to my email account. Should you still choose to correspond via email, please initial here ___________. 
Should you wish to correspond through e-mail, e-mail, much like texting, will be used for scheduling appointments and answering brief non-clinical questions unless alternative arrangements have been made for your clinical purposes. Should you have a need for clinical guidance in-between sessions, you may request a phone/FaceTime session. All Phone/FaceTime sessions will be billed at the regular session rate. 

CLIENT CONCERNS:
It is my sincere desire to offer quality, individualized treatment in a positive and supportive atmosphere.  If these policies and procedures are not satisfactory, please feel free to discuss it with me.

AUTHORIZATIONS:
I authorize assignment of benefits due me to be paid directly to Heidi Francine Ligouri, MC, LPC, NCC when insurance is being used as a form of payment.  I hereby authorize Heidi Francine Ligouri, MC, LPC, NCC, to release any information acquired in the course of my treatment to my insurance company for billing or clinical case management purposes.  I understand and agree to all of the above information. My signature indicates I have read the above information and grant the request of authorizations.

______________________________________________________________________________________________________
Client Signature 									Date

______________________________________________________________________________________________________
Responsible Party’s Signature (If client is a minor)        			   	Date 


Notice of Privacy Practice Acknowledgement

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

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

2.  Obtain payment from third-party payers.

3.  Conduct normal healthcare operations such as quality assessment.

I have received the Notice of Privacy Practices, which contains a more complete description of the uses and disclosers of my health information.  I have been instructed to read it carefully, and understand that I may ask questions to help me understand the information contained in the Notice of Privacy Practices.

I understand that, Heidi Francine Ligouri, MC, LPC, NCC, has the right to change the Notice of Privacy Practices from time to time, and that I may contact this practice at any time to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that Heidi Francine Ligouri, MC LPC, NCC, may restrict how my private health care information is used or disclosed to carry out treatment, payment or health care operation.  I also understand that Heidi Francine Ligouri, MC, LPC, NCC, is not required to agree to my requested restrictions, but if Heidi Francine Ligouri, MC, LPC, NCC, does agree, then that agreement will be binding.

Name:__________________________________________________________________________________________
Relationship to Patient:_____________________________________________________________________________
Signature:_______________________________________________________________________________________

Client Records
In accordance with HB 2786 Addendum#3, this is to serve as a written protocol for the secure storage, transfer and access to client records.

· All clients will be notified in writing before terminating the practice
· Clients will receive a contact number and procedure for accessing their records 
· All records will be secured in a secured storage area
· Therapist will respond within 2 weeks to request for copies of or access to their records
· All unclaimed records will be destroyed after a specified period of time

Client signature:  ______________________________________________________  Date:  _____________________
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

OFFICE USE ONLY
I attempted to obtain the patient’s signature in acknowledgement of this Notices of Privacy Practices Acknowledgement, but was unable to do so as documented below:

Name:____________________________________________________________Date:__________________________

Reason: _________________________________________________________________________________________

Each therapist operates as a sole and separate practitioner and is completely independent of other therapists in this office.





