ADULT REGISTRATION INFORMATION

Creative Counseling Connections, INC

Date: ___________
Name of Client: _____________________________________
Age: ________________

Client’s Address:  __________________________________________    Date of Birth: ________



        __________________________________________

        __________________________________________

Home Telephone: __________________________________________     Sex:  ____M  ____F

Cell Phone: __________________________________________

E-mail:____________________________

Workplace: __________________________________   
Work Phone: ____________________
Emergency Contact Information:  

                          Name: _________________________________    Telephone:_____________

                          Name: _________________________________    Telephone:_____________

INSURANCE VERIFICATION, IF APPLICABLE
Outpatient Mental Health Benefits

Insured Name: __________________ Date of Birth: ____________ Relationship to Client: ___________
Employer: ____________________________________________________ 

Insurance Company: _________________________________________ Policy # ___________________ Phone #: ___________________________________________________ Group # _____________________

Copay amount _________
Please check those that apply:

Network:  In ________ Out _______

Pre-Authorization required __________ 


Referral required _______




Deductible ______________

Limited number of sessions? If so, please provide the number of sessions allowable ______________

Limited types of sessions (individual only, etc.)? If so, fill out the information below. 

90834/90837 (individual)       ____________
            ________________
_________________

90847 (family)

____________
________________
_________________

Does your insurance require a treatment plan? If so, please provide the address and time requirement.

                       TP Address: ___________________________________________

                                           ____________________________________________

                                           ____________________________________________

                               Fax#:   ____________________________________________

I acknowledge my responsibility for my insurance deductible and for any non-covered services.

I understand that these fees are subject to change with 30 days notice. I understand that any cancellations made less than 24 hours in advance will be charged directly to me, at a rate of $50 per hour. 

Client Signature and date ________________________________________________________________

CONSENT FOR TREATMENT

Creative Counseling Connections, INC

I, ____________________, date of birth _________, agree to receive mental health counseling via Sara Rodriguez, LCSW-C.  I understand that this may include the intake and diagnostic assessment process as well as any therapies or recommendations for psychiatric evaluations and/or medication. 

SERVICE AGREEMENT
Please sign this if you would like to correspond with this therapist via email:

I agree to correspond with the Sara Rodriguez, LCSW-C regarding my mental health treatment and well being via electronic mail. I agree that I am the sole recipient of email communication; therefore, am able to receive responsibility for maintaining my own confidentiality.

	Client Signature  
	x
	Date
	


The client agrees to mediation as a source of resolution if a conflict regarding treatment service delivery, fees, theory, technique, or client progress should arise. The parties agree to refrain from pre-emptive maneuvers and adversarial legal proceedings (except in the case of an emergency necessitating such action), while actively engaged in the mediation process.

I have received a copy of the privacy summary notice and am informed of my rights and responsibilities. 

_x__________________________                                          __________________

Client/Guardian







Date

__________________________________



       ______________________

Clinician/Witness Signature




   
Date  

Explanation of Fees & Policies


[image: image1.wmf]Amount

Time

Service

$155

50 min. session

Intake and Diagnostic Assessment

$135

Per 45 min. session

Individual, Child or Family Therapy

$60

Per 20-30 min. session

Individual, Child or Family Therapy

$100

Per hour

Phone consultations over 10 minutes

$75

Per visit

Cancelations less with less than 24 hours notice

$35-75

Letters

General letters and clinical assessments

$150

Per hour

Preparations for court appearances, travel time, time waiting. 

Deposit of $300 required one week prior to court


	Cancellation Policy & Attendance


	· Cancellations made less than 24 hours in advance are billed at the rate of $75.  

· Exceptions to the cancellation policy will be made for emergency situations or for client who are ill upon awakening if notice is received by 8 a.m., or with a doctor’s note.  Please try to give as much notice as possible.

· Treatment occurs weekly. One excused cancellation is allowed per month. (Regular attendance is essential to the client’s progress)

· Please make every attempt to reschedule missed appointments. 

· Please inform your therapist of vacations as soon as they have been planned.  Your clinician will do the same.



	Illness


	Please be mindful of spreading illnesses.  If you are ill, especially with a contagious condition, please call in advance to reschedule your appointment. CCC will do the same.   

	Payment
	Payment is due at the time of service. Unpaid services that are sent to collections will be charged plus 40%.

	Insurance


	This practice does not have the internal structure to support insurance policies.  Insurance reimbursement is your responsibility; however, we are willing to support you in this process.  Please be aware that many insurance companies require preauthorization and/or limit the number of sessions per preauthorization period or year. Please contact your insurance company prior to the first session. 

	Problems with Service Provision
	Client or client’s guardian agrees to mediation as a source of resolution if a conflict regarding treatment service delivery, fees, theory, technique, or client progress.  


By signing below you confirm that you have read, fully understand, and agree to abide by the above policies of the practice.  You also confirm that you fully understand that health insurance policies and reimbursement are between you and your health insurance company, that all services rendered to you or your child are charged directly to you, and that you are personally responsible for payment to Sara Rodriguez, LCSW-C. If insurance coverage is denied, the client or client’s guardian is responsible for that payment. 

__________________________




_______________

Signature






(date)

Please attach check or cash below to “Creative Counseling Connections” for the session cost here. For future sessions, please be prepared with payment at the beginning of each session. Thank you! Sara


Authorization for Release of Information


I hereby give my informed consent to:

Sara Rodriguez, LCSW-C

19215 Wheatfield Terrace

Gaithersburg, MD 20879

(_____ to disclose information to:

(_____ to obtain information from:

(_____ to exchange information with:

The Records of:

	Patient  name:
	

	Patient Date of Birth:
	
	Telephone:
	

	Patient Address:
	

	
	
	
	



For the Following Purpose: collaboration for treatment


For Treatment Dates:  Today’s date Through____________________

	Relationship 
	Name

Organization
	Address

	Doctor
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


I, the undersigned, have read the above and authorize the staff of the disclosing facility named to disclose such information herein contained.  I understand that this consent may be withdrawn by me at any time except to the extent that action has been taken in reliance upon it. This facility is released and discharged of any liability and the undersigned will hold the facility harmless for complying with this Authorization of Release of Medical Information.  This consent expires one year from the date signed by the client or legal representative and may be revoked, in writing, by the undersigned at any time.

x___________   x________________________________          _____________________   

Date

 Signature of Patient/Parent/Guardian/Conservator
                      Relationship to Patient

  ____________        _______________________________________________________

Date

              Witness
Sara Rodriguez, LCSW-C


Creative Counseling Connections


Adult, Child and Family Therapist
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		Amount		Time		Service

		$155		50 min. session		Intake and Diagnostic Assessment

		$135		Per 45 min. session		Individual, Child or Family Therapy

		$60		Per 20-30 min. session		Individual, Child or Family Therapy

		$100		Per hour		Phone consultations over 10 minutes

		$75		Per visit		Cancelations less with less than 24 hours notice

		$35-75		Letters		General letters and clinical assessments

		$150		Per hour		Preparations for court appearances, travel time, time waiting.

						Deposit of $300 required one week prior to court






