VIRGINIA FAMILY COUNSELING










Date:  



CLIENT INFORMATION

(If client is a couple, please list info for both; if client is a child, please list info for child except employer, phone numbers, and marital status info.)

NAME 












ADDRESS 











CITY





STATE


ZIP


EMPLOYER









    

POSITION







HOME TELEPHONE







BUSINESS TELEPHONE





CELL PHONE







SOCIAL SECURITY NUMBER





DATE OF BIRTH


AGE


MARITAL STATUS





CURRENT AND PREVIOUS MARRIAGES (include years):

WHO IS LIVING IN YOUR RESIDENCE?

Name



Age

Relationship
CHILDREN NOT LIVING AT HOME (names and ages)

Reason that you are here:

Briefly describe the problem:  









When did the problem start?










Has something in particular happened or changed recently that led you to seek professional assistance at this time?
Did /does anyone in your family of origin (your parents and siblings) or your spouse/partner’s family of origin have any mental health problems?  Explain briefly.

Describe briefly any serious medical problems you or anyone in the family have had.

Are you or is anyone in the family currently taking any medication?  If so, what is it?

Do you have any concerns about the ways you or anyone in your family use alcohol or other substances?  Please describe.

Do you have any concerns about the way in which you or any one in your family manages or expresses anger?  Please describe.

Have you been involved in or do you expect to be involved in litigation or legal issues?  If yes, explain briefly.

Who can we contact in the event of an emergency?  Please give name with home and work numbers.

REFERRED BY: 








POLICY AND FEE INFORMATION

CONFIDENTIALITY:  Confidentiality is maintained in accordance with generally accepted ethical standards.  Your written authorization is required for any release of information except in the event of a subpoena or if you should indicate that you intend to harm yourself or someone else.  If your insurance company requires information for reimbursement, we will be happy to comply after you sign a release, but cannot assume the confidentiality of records held by your insurance company.

SESSIONS:  Each session lasts 50 minutes. The ten minutes between sessions is for transition and therapists will not be available during that time.  48-hour cancellation is required to avoid being charged for the missed session.

PHONE CALLS:  There is no charge for brief phone calls.  Charges for calls lasting more than fifteen minutes will be prorated.  Phone calls will be returned during daytime hours on weekdays.  

TERMINATION OF TREATMENT:  Under usual circumstances you and your therapist will decide together when your goals have been met, and it is time to terminate therapy.  You are, of course, free to terminate therapy at any time.  You are strongly encouraged to tell your therapist if you are considering terminating and to come in for a final session.  Your therapist reserves the right to terminate therapy if you do not comply with his/her recommendations in such a way that you put yourself or others at risk or such that your therapist believes he/she cannot be of further help to you.

FEES:  Payment of          for each individual or family psychotherapy session is due at the time of the session.  Fee increases may occur in January of each year.  Payment can be made by cash, check, Visa, or Mastercard.  A returned check fee of $25.00 will be billed to you for any returned check.  Checks should be made out to Virginia Family Counseling.

Your therapist is an independent contractor operating at Virginia Family Counseling and he/she is licensed to practice psychotherapy in the state of Virginia.

If your therapist participates with your insurance plan, he or she will clarify payment procedures with you at the first session.  Otherwise, Virginia Family Counseling does not submit insurance claims but will provide you with a monthly statement containing all the information commonly requested by insurers.  It is your responsibility to submit claims and to follow up with your insurer.  Third party reimbursement cannot be guaranteed.

WE ARE HAPPY TO DISCUSS ANY OF THE ABOVE ITEMS WITH YOU.

I have read the information regarding policy and fees and am in agreement with them and have been given a copy.

Name






Date

VIRGINIA FAMILY COUNSELING

PROCEDURE FOR CONTACTING YOUR THERAPIST

ROUTINE BUSINESS:  The best way to contact your therapist for routine business is to leave a message via voicemail at (703) 281-9313.  Messages at this number are checked often during normal business hours Monday through Friday and calls will be returned as soon as possible.  However this number is not monitored after normal office hours or on weekends and holidays.  This phone number is not to be used for emergency purposes.  In the event of an emergency, you should follow the emergency contact procedure described below.  Your therapist may also give you an alternate means of making contact for routine matters.

EMERGENCY CONTACT:  Virginia Family Counseling is not a crisis center and does not maintain an emergency contact number.  Your therapist may provide you with an emergency contact telephone number, but any such number will be monitored by your therapist as he or she sees fit and not by Virginia Family Counseling.  If you believe that you are having an emergency where there is imminent risk of harm to yourself or someone else you should use 24 – hour emergency services available in your community.  The emergency rooms of local hospitals and county mental health centers and other facilities offer emergency services.  The numbers below are only a few of a number of available resources and are not meant to be a comprehensive list:

The Fairfax County Woodburn Mental Health Center emergency # is (703) 573-5679.

The Arlington Mental Health Center emergency # is (703) 358-4256.

The Alexandria Mental Health Center emergency # is  (703) 838-6400.

The Loudoun Mental Health Center emergency # is (703) 777-0320.

The Prince William County Mental Health Center emergency # is (703) 792-7800.

I understand the policy for contacting my therapist and understand that Virginia Family Counseling does not maintain an emergency contact number.

-----------------------------------------                                           ------------------------------

Signature                                                                                   Date

VIRGINIA FAMILY COUNSELING

This information is being provided as required by the federal Health Insurance Portability and Accountability Act.

NOTICE OF PRIVACY PRACTICES

Effective September 1, 2007

This notice describes how medical/mental health information about you may be used and disclosed and how you can get access to this information. Please review it carefully.

We have a duty to maintain privacy of your health information and to provide you with this notice. You will be asked to sign a Consent Form. Once you have signed the Consent Form, your therapist may use or disclose your Protected Health Information for purposes of diagnosis, treatment, obtaining payment, or to conduct healthcare operations. For example, if you choose to use insurance reimbursement, for you to receive payment your therapist may need to provide information about you to your insurance company.

Other permitted and required uses and disclosures that may be made without your consent, authorization or opportunity to object:
Abuse or Neglect: If your therapist suspects abuse or neglect of a child or elder, he/she is mandated to make a report to the appropriate public authorities. 

Danger: If your therapist suspects you are in imminent danger of harming yourself or someone else, he/she is mandated to make a report to the person at risk and to the public authorities.

Legal Proceedings: Your therapist may disclose Protected Health Information in response to a court order or subpoena or in certain other legal proceedings.

You have the following rights regarding health information your therapist maintains about you:

Right to Inspect and Copy: You have the right to inspect and request copies of information that may be used to make decisions about your care. Usually this includes demographic and billing records but does not include psychotherapy notes. To inspect and/or receive copies of information, you must submit a request in writing. If you request a copy of information, your therapist may charge a fee for the cost of copying, mailing or other supplies associated with your request. He/She must respond to your request within fifteen days of receipt. 

Right to Amend: If you feel that health information about you is incorrect or incomplete, you may ask your therapist to amend the information. You have the right to request an amendment for as long as the information is kept by your therapist. Your request for amendment must be in writing and must provide a reason supporting your request.

Right to an Accounting of Disclosures: You have the right to request an Accounting of Disclosures made of information about you. You must submit your request in writing. Your request must state a time period for the disclosures, which may not be longer than six years and may not include dates before September 1, 2007.

Right to Request Restriction on Uses and Disclosures: You may request that disclosure of confidential information be limited. If your therapist is unable to agree to that restriction, you and he/she can discuss other options, such as referral to another therapist.

Right to Limit Reception of Confidential Information: For example, you may request that your therapist only contact you at a certain telephone number or address. You do not have to give a reason for your request.

Right to a paper copy of this Notice.  

Other uses and disclosures of Protected Health Information and any disclosure of Psychotherapy Notes will be made only with your written authorization. After such authorization is given, you may revoke that authorization at any time. This Notice may be amended as needed to comply with federal, state and professional requirements.

If you believe your privacy rights have been violated, please let your therapist know either in writing or by talking with him/her. Such a complaint will not result in any retaliation by us. You may also file a complaint with the Secretary of the United States Department of Health and Human Services.

_________________________________________________
____________________________

         Signature of Client or Custodial Parent / Guardian

          Date

_________________________________________________



Printed Name of Client

PRE-AUTHORIZED HEALTH CARE FORM

I authorize Virginia Family Counseling to keep my signature on file and to charge my account for:

____Balances of charges not paid within 90 days and not to exceed ______ per month for services provided including late cancellation and no show charges.

___ Recurring charges (on-going treatments) of $_______ every visit beginning on ____.

 I understand that this form is valid for four (4) years unless I cancel the authorization through written notice to the Virginia Family Counseling.

Patient’s Name: _________________________________________________________

Card Holder’s Name: _____________________________________________________

Card Holder’s Address: ___________________________________________________

City: _____________ State: __________   Zip: __________

____ Visa _____ MasterCard 

Account #: ______________________________________________________________

CVV2: __________  (3 digits found on the back of the card in the signature line)

Signature: _________________________________Expiration Date:________________

YOUR COPY

POLICY AND FEE INFORMATION

CONFIDENTIALITY:  Confidentiality is maintained in accordance with generally accepted ethical standards.  Your written authorization is required for any release of information except in the event of a subpoena or if you should indicate that you intend to harm yourself or someone else.  If your insurance company requires information for reimbursement, we will be happy to comply after you sign a release, but cannot assume the confidentiality of records held by your insurance company.

SESSIONS:  Each session lasts 50 minutes. The ten minutes between sessions is for transition and therapists will not be available during that time.  48-hour cancellation is required to avoid being charged for the missed session.

PHONE CALLS:  There is no charge for brief phone calls.  Charges for calls lasting more than fifteen minutes will be prorated.  Phone calls will be returned during daytime hours on weekdays.  

TERMINATION OF TREATMENT:  Under usual circumstances you and your therapist will decide together when your goals have been met, and it is time to terminate therapy.  You are, of course, free to terminate therapy at any time.  You are strongly encouraged to tell your therapist if you are considering terminating and to come in for a final session.  Your therapist reserves the right to terminate therapy if you do not comply with his/her recommendations in such a way that you put yourself or others at risk or such that your therapist believes he/she cannot be of further help to you.

FEES:  Payment of          for each individual or family psychotherapy session is due at the time of the session.  Fee increases may occur in January of each year.  Payment can be made by cash, check, Visa, or Mastercard.  A returned check fee of $25.00 will be billed to you for any returned check.  Checks should be made out to Virginia Family Counseling.

Your therapist is an independent contractor operating at Virginia Family Counseling and he/she is licensed to practice psychotherapy in the state of Virginia.

If your therapist participates with your insurance plan, he or she will clarify payment procedures with you at the first session.  Otherwise, Virginia Family Counseling does not submit insurance claims but will provide you with a monthly statement containing all the information commonly requested by insurers.  It is your responsibility to submit claims and to follow up with your insurer.  Third party reimbursement cannot be guaranteed.

WE ARE HAPPY TO DISCUSS ANY OF THE ABOVE ITEMS WITH YOU.

I have read the information regarding policy and fees and am in agreement with them and have been given a copy.

Name






Date

YOUR COPY

VIRGINIA FAMILY COUNSELING

PROCEDURE FOR CONTACTING YOUR THERAPIST

ROUTINE BUSINESS:  The best way to contact your therapist for routine business is to leave a message via voicemail at (703) 281-9313.  Messages at this number are checked often during normal business hours Monday through Friday and calls will be returned as soon as possible.  However this number is not monitored after normal office hours or on weekends and holidays.  This phone number is not to be used for emergency purposes.  In the event of an emergency, you should follow the emergency contact procedure described below.  Your therapist may also give you an alternate means of making contact for routine matters.

EMERGENCY CONTACT:  Virginia Family Counseling is not a crisis center and does not maintain an emergency contact number.  Your therapist may provide you with an emergency contact telephone number, but any such number will be monitored by your therapist as he or she sees fit and not by Virginia Family Counseling.  If you believe that you are having an emergency where there is imminent risk of harm to yourself or someone else you should use 24 – hour emergency services available in your community.  The emergency rooms of local hospitals and county mental health centers and other facilities offer emergency services.  The numbers below are only a few of a number of available resources and are not meant to be a comprehensive list:

The Fairfax County Woodburn Mental Health Center emergency # is (703) 573-5679.

The Arlington Mental Health Center emergency # is (703) 358-4256.

The Alexandria Mental Health Center emergency # is  (703) 838-6400.

The Loudoun Mental Health Center emergency # is (703) 777-0320.

The Prince William County Mental Health Center emergency # is (703) 792-7800.

I understand the policy for contacting my therapist and understand that Virginia Family Counseling does not maintain an emergency contact number.

-----------------------------------------                                           ------------------------------

Signature                                                                                   Date




For Therapist Use Only





DSM:   		
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