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Client Information Form
[bookmark: Text1][bookmark: Text478][bookmark: Text479][bookmark: Text480][bookmark: Text3][bookmark: Text481][bookmark: Text4][bookmark: Text5][bookmark: Text6]Today’s Date:      First Name:                     Last Name:                     
[bookmark: Text487][bookmark: Text488][bookmark: Text8][bookmark: Text9][bookmark: Text482][bookmark: Text483][bookmark: Text484][bookmark: Text485][bookmark: Text486]Date of Birth:           Age:     Gender:       SSN:                         
		
[bookmark: Text11][bookmark: Text12][bookmark: Text13][bookmark: Text14][bookmark: Text15][bookmark: Text489][bookmark: Text490][bookmark: Text491][bookmark: Text492][bookmark: Text493][bookmark: Text17][bookmark: Text18][bookmark: Text19][bookmark: Text20]Address:                                                                       
				
[bookmark: Text21][bookmark: Text22][bookmark: Text23][bookmark: Text24][bookmark: Text25][bookmark: Text26]Referred By (How did you hear about us? ):                     Reason for Referral:           
[bookmark: Text27][bookmark: Text28][bookmark: Text29][bookmark: Text30][bookmark: Check1][bookmark: Text31][bookmark: Text32][bookmark: Text33][bookmark: Text34][bookmark: Check2]Primary Phone Number:                     May we leave a detailed voicemail?|_|            Secondary Phone Number:                     May we leave a detailed voicemail? |_|
Emergency Contact
[bookmark: Text35][bookmark: Text36][bookmark: Text37][bookmark: Text38][bookmark: Text39][bookmark: Text40][bookmark: Text41][bookmark: Text42][bookmark: Text43][bookmark: Text44][bookmark: Text45][bookmark: Text46][bookmark: Text47][bookmark: Text48][bookmark: Text49][bookmark: Text50][bookmark: Text51][bookmark: Text52][bookmark: Text53]Name:                     Number:                    Relationship:                  Primary Care Physician(Name/Number):                                              
[bookmark: Text54][bookmark: Text55][bookmark: Text56][bookmark: Text57][bookmark: Text58][bookmark: Text59][bookmark: Text60][bookmark: Text61][bookmark: Text62]Psychiatrist (if applicable) (Name/Number):                                              
Medical Information
[bookmark: Text63][bookmark: Text64][bookmark: Text65][bookmark: Text66][bookmark: Text67][bookmark: Text68][bookmark: Text69][bookmark: Text70][bookmark: Text71][bookmark: Text72][bookmark: Text73][bookmark: Text74][bookmark: Text75][bookmark: Text76][bookmark: Text77][bookmark: Text78][bookmark: Text79][bookmark: Text80][bookmark: Text81][bookmark: Text82][bookmark: Text83][bookmark: Text84][bookmark: Text85][bookmark: Text86][bookmark: Text87][bookmark: Text88][bookmark: Text89][bookmark: Text90][bookmark: Text91][bookmark: Text92][bookmark: Text93][bookmark: Text94][bookmark: Text95][bookmark: Text96][bookmark: Text97][bookmark: Text98][bookmark: Text99][bookmark: Text100][bookmark: Text101][bookmark: Text102][bookmark: Text103][bookmark: Text104][bookmark: Text105][bookmark: Text106][bookmark: Text107][bookmark: Text108][bookmark: Text109][bookmark: Text110][bookmark: Text111][bookmark: Text112][bookmark: Text113][bookmark: Text114][bookmark: Text115][bookmark: Text116][bookmark: Text117][bookmark: Text118][bookmark: Text119][bookmark: Text120][bookmark: Text121][bookmark: Text122][bookmark: Text123][bookmark: Text124][bookmark: Text125][bookmark: Text126][bookmark: Text127][bookmark: Text128][bookmark: Text129][bookmark: Text130][bookmark: Text131][bookmark: Text132][bookmark: Text133][bookmark: Text134][bookmark: Text135][bookmark: Text136][bookmark: Text137]Current Medication:                                                              Allergies:                                                                       Significant Medical/Psychological History:                                                                                                                                                                                                                                                      
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435 Main Street Islip, Suite 5 Islip, NY 11730
                            (631) 664-1582 • nylifeworks@gmail.com 			
www.nylifeworks.com
                                                      CONSENT TO TREATMENT
[bookmark: Text138][bookmark: Text139][bookmark: Text140][bookmark: Text141][bookmark: Text142][bookmark: Text143][bookmark: Text144][bookmark: Text145][bookmark: Text146][bookmark: Text147][bookmark: Text148][bookmark: Text149][bookmark: Text150][bookmark: Text151][bookmark: Text152][bookmark: Text153][bookmark: Text154][bookmark: Text155]Name:                                                               Date:                              
I, the undersigned, hereby attest that I have voluntarily entered into treatment, or give my consent for the minor or person under my legal guardianship mentioned above, at LifeWorks Mental Health Counseling Services, PLLC, hereby referred to as LWC. Further, I consent to have treatment provided by a psychiatrist, nurse practitioner, mental health counselor, social worker, marriage and family therapist or intern in collaboration with his/her supervisor. The rights, risks and benefits associated with the treatment have been explained to me. I understand that the treatment may be discontinued at any time by either party. LWC encourages that this decision be discussed with the treating clinician. This will help facilitate a more appropriate plan for the future. 

Recipient’s Rights: I certify that I have received the Recipient’s Rights notice and certify that I have read and understand its’ content. I understand that as a recipient of services, I may get more information from the Recipient Rights Advisor, the owner of the practice. 

Non-Voluntary Discharge from Treatment: A client may be terminated from LWC non-voluntarily, if A) the client exhibits physical violence, verbal abuse, carries weapons, or engages in illegal acts at the facility, and/or B) the client refuses to comply with the stipulated program rules, refuses to comply with the treatment recommendations or does not make payment or payment arrangements in a timely matter. The client will be notified of the non-voluntary discharge by letter. The client may appeal this decision with the owner of the practice or request to re-apply for services at a later date. 

Client Notice of Confidentiality: The confidentiality of patient records maintained by LWC is protected by Federal and/or State laws and regulations. Generally, LWC may not disclose to a person outside of LWC that a client is a recipient of services unless 1) the client consents in writing, 2) the disclosure is allowed by court order, or 3) The disclosure is made to medical personnel in a medical emergency or to qualified personnel for research, audit or program evaluation. 

Violation of federal and/or state law and regulations by a treatment facility or provider is a crime. Suspected violations may be reported to the appropriate authorities. Federal and/or state law and regulations do not protect any information about a crime committed by a client either at the facility, against any person who works at the facility, or about any threat to commit such a crime. Federal law and regulations do not protect any information about suspected child or vulnerable adult abuse or neglect or adult abuse from being reported under federal and/or state law or regulation to the appropriate state and/or local authorities. Health care professionals are required to report admitted prenatal exposure to controlled substances that are potentially harmful. It is the duty of LWC to warn any potential victim, when a significant threat of harm has been made. In the event of a client’s death, the spouse or parents of a deceased client have the right to access their spouse’s or child’s records. Professional misconduct by a health care professional must be reported by other health care professionals, in which related client records may be released to substantiate disciplinary concerns. Parents or legal guardians of non-emancipated minor clients have the right to access the client’s records. When fees are not pain in a timely manner, a collection agency will be given appropriate billing and financial information about the client, not clinical information. My signature below indicates that I have been given a copy of my rights regarding confidentiality. I permit a copy of this authorization to be used in place of the original. Client data of clinical outcomes may be used for program evaluation purposes, but individual results will not be disclosed to outside sources. 

Financial Policy: As a service to you, LWC may bill insurance companies and other third party payers, if the therapist is an in network provider, but cannot guarantee such benefits or the amounts covered, and is not responsible for the collection of such payments. Clients are responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary rates. Insurance companies may deny payment for treatments that they deem unnecessary, and in this instance, the client is responsible for payment. Insurance deductibles and co-payments are due at the time of service. Your signature below indicates authorization for LWC to bill your insurance company for reimbursement unless fees are paid in full at the time of services. 

Clients are responsible for payments at the time of services. The adult accompanying a minor is responsible for payments for the child at the time of services. 
Missed appointments or cancellations less than 24 hours prior to the appointment time are charge at a rate equal to your session fee.  You will be held responsible for this fee. Please provide us with adequate notice. 

Payment methods include cash, check or credit card. Payments not received after 120 days are subject to collections. A 10% per month interest rate is charged for accounts over 60 days late. There will be a $30 fee for checks returned for insufficient funds. 

Clients will be charged a fee for all non-clinical services and reports that are requested of the clinician. The fee for providing documentation, reports, files and/or client records to any third party by way of a release of information are charged at a rate of $100/hour of work and may be prorated when applicable. This fee must be paid before records are released. 

Court Testimony: Clients will be charged a rate of $300 per hour to be paid in advance in the event that expert testimony or judicial interviewing/witness or other in person legal services are required. 

I consent to treatment and agree to abide by the above stated policies and agreements with LWC.
[bookmark: Text156][bookmark: Text157][bookmark: Text158][bookmark: Text159][bookmark: Text160][bookmark: Text161][bookmark: Text162][bookmark: Text163][bookmark: Text164][bookmark: Text165][bookmark: Text166][bookmark: Text167][bookmark: Text168][bookmark: Text169][bookmark: Text170][bookmark: Text171][bookmark: Text172][bookmark: Text173][bookmark: Text174]                                                                                               
Signature of Client or Legal Guardian                             Date                    
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                            	                       CANCELLATION POLICY ACKNOWLEDGMENT
 
Dear Valued Client,
              	Your time and commitment to therapy is extremely important to us. Likewise, our time is also important. Unlike a traditional medical practice, we reserve a room and a licensed specialist specifically for you and/or your family on a regular basis. We do not over book ourselves with clients and we strive to meet with you as close to your appointment time as possible. As a result of these factors, we require more than 24 hours notice should you need to cancel or reschedule your appointment. We do not make exceptions to this policy, except in extreme and dire circumstances. Any client who cancels an appointment less than 24 hours in advance will be responsible to pay the full session fee of $__________.  Clients using their medical insurance for services will be charged a fee of $80, which is not covered by insurance. By signing this form, you are providing consent for your therapist to maintain a copy of your credit/debit card on file and to charge this card in the event of a late cancellation. You also agree to update your credit card information should you get a new card or billing address. Thank you in advance for your understanding.
 
 
[bookmark: Text175][bookmark: Text176][bookmark: Text177][bookmark: Text178][bookmark: Text179][bookmark: Text180][bookmark: Text181][bookmark: Text182][bookmark: Text183][bookmark: Text184][bookmark: Text185][bookmark: Text186][bookmark: Text187][bookmark: Text188][bookmark: Text189][bookmark: Text190][bookmark: Text191][bookmark: Text192][bookmark: Text193][bookmark: Text194][bookmark: Text195][bookmark: Text196][bookmark: Text197]                                                                                                                    Signature of Client or Legal Guardian       	        Date               	Print Client Name
 
[bookmark: Text198][bookmark: Text199][bookmark: Text200][bookmark: Text201][bookmark: Text202][bookmark: Text203][bookmark: Text204][bookmark: Text205][bookmark: Text206][bookmark: Text207][bookmark: Text208][bookmark: Text209][bookmark: Text210][bookmark: Text211][bookmark: Text212][bookmark: Text213][bookmark: Text214][bookmark: Text215][bookmark: Text216][bookmark: Text217][bookmark: Text218][bookmark: Text219][bookmark: Text220]                                                                                                                            

        	Address           	                                                     City                                             	State                                         	Zip Code
                    
[bookmark: Text222][bookmark: Text223][bookmark: Text224][bookmark: Text225][bookmark: Text226][bookmark: Text227][bookmark: Text228][bookmark: Text229][bookmark: Text230][bookmark: Text231][bookmark: Text233][bookmark: Text234][bookmark: Text235][bookmark: Text236][bookmark: Text237][bookmark: Text238][bookmark: Text239][bookmark: Text240][bookmark: Text241][bookmark: Text242][bookmark: Text243][bookmark: Text244][bookmark: Text245][bookmark: Text232]                                                                                                                                                           	                  Phone Number                                                                                 	Email
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RECIPIENT’S RIGHTS NOTIFICATION
As a recipient of services at our facility, we would like to inform you of your rights as a patient. The information contained in this form explains your rights and the process of complaining if you believe your rights have been violated.
Your Rights as a Patient
Complaints – We will investigate your complaints.
Suggestions – You are invited to suggest changes in any aspect of the services we provide.
Civil Rights – Your civil rights are protected by federal and state laws.
Cultural/Spiritual/Gender Issues – You may request services from someone with training or experiences from a specific
cultural, spiritual or gender orientation. If these services are not available, we will help you in the referral process.
Treatment - You have the right to take part in formulating your treatment plan.
Denial of Services – You may refuse services offered to you and be informed of any potential consequences.
Record Restrictions – You may request restrictions on the use of your protected health information; however, we are not required to agree with the request.
Availability of Records – You have the right to obtain a copy and/or inspect your protected health information; however, we may deny access to certain records in which we will discuss this decision with you.
Amendment of Records – You have the right to request an amendment in your records; however, this request could be
denied. If denied, your request will be kept in the records.
Medical/Legal Advice – You may discuss your treatment with your doctor or attorney.
Disclosures – You have the right to receive an accounting of disclosures of your protected health information that you have not authorized.
Your Rights to Receive Information
Costs of Services – We will inform you of how much you will pay.
Termination of Services – You will be informed as to what behaviors or violations could lead to termination of services at LifeWorks Mental Health Counseling.
Confidentiality – you will be informed of the limits of confidentiality and how your protected health information will be
used.
Policy Changes – You will be informed of any policy changes in a timely manner.
Our Ethical Obligation
We dedicate ourselves to serving the best interest of each client.
We will not discriminate between clients or professionals based on age, race, creed, disabilities, handicaps, preferences or other personal concerns.
We maintain an objective and professional relationship with each client.
We respect the rights and views of other mental health professionals.
We will appropriately end services or refer clients to other programs when appropriate.
We will evaluate our personal limitations, strengths, biases and effectiveness on an ongoing basis for the purpose of self- improvement. We will continually attain further education and training.
Patient’s Responsibilities
You are responsible for your financial obligations to LifeWorks Mental Health Counseling as outlined in the
Payment Contract for Services.
You are responsible for following the policies of the facility.
You are responsible to respect the rights of others.
You are responsible to provide accurate information about yourself.
If you believe that your patient/client rights have been violated please contact the Director, Jill Rothar, LMHC
 
[bookmark: Text246][bookmark: Text247][bookmark: Text248][bookmark: Text249][bookmark: Text250][bookmark: Text251][bookmark: Text252][bookmark: Text253][bookmark: Text254][bookmark: Text255][bookmark: Text256][bookmark: Text257][bookmark: Text258][bookmark: Text259][bookmark: Text260][bookmark: Text261][bookmark: Text262][bookmark: Text263][bookmark: Text264]                                                                                               
Client Name                      	Signature                                               	Date
  


	    Authorization to Disclose Protected Health Information`
(If you would like for LifeWorks To Collaborate With A Trusted Medical Provider, Educator or Family Member-please complete this form)

[bookmark: Text265][bookmark: Text266][bookmark: Text267][bookmark: Text268][bookmark: Text269][bookmark: Text270][bookmark: Text271][bookmark: Text272][bookmark: Text273][bookmark: Text274][bookmark: Text275][bookmark: Text276][bookmark: Text277][bookmark: Text278][bookmark: Text279][bookmark: Text280][bookmark: Text281]Patient Name:                                                                                      
[bookmark: Text300][bookmark: Text301][bookmark: Text302][bookmark: Text303][bookmark: Text304][bookmark: Text305][bookmark: Text306][bookmark: Text307][bookmark: Text308]Address:                             Date of Request:                     
As required by HIPAA Privacy Regulations, protected health information may not be used or disclosed to a third party without patient authorization.
I hereby authorize LifeWorks Mental Health Counseling, PLLC and its associates to disclose my Protected Health Information to the following person(s), health care provider(s), or business associate indicated below:
[bookmark: Text309][bookmark: Text310][bookmark: Text311][bookmark: Text312][bookmark: Text313][bookmark: Text314][bookmark: Text315][bookmark: Text316][bookmark: Text317][bookmark: Text318][bookmark: Text319][bookmark: Text320][bookmark: Text321][bookmark: Text322][bookmark: Text323]Medical Doctor:                                                                            
[bookmark: Text324][bookmark: Text325][bookmark: Text326][bookmark: Text327][bookmark: Text328][bookmark: Text329][bookmark: Text330][bookmark: Text331][bookmark: Text332][bookmark: Text333][bookmark: Text334][bookmark: Text335][bookmark: Text336][bookmark: Text337][bookmark: Text338][bookmark: Text339]Psychiatrist:                                                                                 
[bookmark: Text340][bookmark: Text341][bookmark: Text342][bookmark: Text343][bookmark: Text344][bookmark: Text345][bookmark: Text346][bookmark: Text347][bookmark: Text348][bookmark: Text349][bookmark: Text350][bookmark: Text351][bookmark: Text352][bookmark: Text353][bookmark: Text354][bookmark: Text355][bookmark: Text356]Other:                                                                                     
Patient Health Information authorized to be disclosed: Any and all information that may enhance my course of treatment with LifeWorks Mental Health Counseling, PLLC.
For the specific use or purpose of: Serving as an adjunct or enhancement to my course of treatment at LifeWorks Mental Health Counseling, PLLC.
[bookmark: Text357][bookmark: Text358][bookmark: Text359][bookmark: Text360][bookmark: Text361][bookmark: Text362]Effective dates for this authorization:      /     /      through      /     /     . This authorization will expire at the end of the above period.
I understand that the information disclosed above may be re-disclosed to additional parties and no longer protected for reasons beyond your control.
I understand I have the right to:
1. 	Revoke this authorization by sending written notice to this office and that revocation will not affect this office’s previous reliance on the uses or disclosure pursuant to this authorization.
2. 	Knowledge of any remuneration involved due to any marketing activity as allowed by this authorization, and as a result of this authorization.
3. 	Inspect a copy of the Patient Health Information being used or disclosed under federal law.
4. 	Refuse to sign this authorization.
5. 	Receive a copy of this authorization.
6. 	Restrict what is disclosed with this authorization.
I also understand that if I do not sign this document, it will not condition my treatment, payment, enrollment in a health plan, or eligibility for benefits whether or not I provide authorization to use or disclose protected patient health information.
[bookmark: Text363][bookmark: Text364][bookmark: Text365][bookmark: Text366][bookmark: Text367][bookmark: Text368][bookmark: Text369][bookmark: Text370][bookmark: Text371][bookmark: Text372][bookmark: Text373][bookmark: Text374][bookmark: Text375][bookmark: Text376][bookmark: Text377][bookmark: Text378][bookmark: Text379][bookmark: Text380][bookmark: Text381][bookmark: Text382][bookmark: Text383]                                                                                                          Patient Signature                           	                                                                     Date







                        [image: ]
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I have read the privacy notice and understand my rights contained in the notice. By way of my signature, I provide LifeWorks Mental Health Counseling, PLLC and any associate with my authorization and consent to use and disclose my Protected Health Information for the purposes of treatment, payment and health care operations as described in the privacy notice.
[bookmark: Text384][bookmark: Text385][bookmark: Text386][bookmark: Text387][bookmark: Text388][bookmark: Text389][bookmark: Text390][bookmark: Text391][bookmark: Text392][bookmark: Text393][bookmark: Text394][bookmark: Text395][bookmark: Text396][bookmark: Text397][bookmark: Text398][bookmark: Text399][bookmark: Text400][bookmark: Text401]                                                                                           Client’s Name (Print)      Signature                                Date
[bookmark: Text402][bookmark: Text403][bookmark: Text404][bookmark: Text405][bookmark: Text406][bookmark: Text407][bookmark: Text408][bookmark: Text409][bookmark: Text410][bookmark: Text411][bookmark: Text412][bookmark: Text413][bookmark: Text414][bookmark: Text415][bookmark: Text416][bookmark: Text417][bookmark: Text418][bookmark: Text419]                                                                                            Authorized Facility Signature                                                     	                                        Date
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Agreement Regarding Minors 
The involvement of children and adolescents in therapy can be highly beneficial to their overall development. We will assess whether a minor can benefit from meeting alone or with a parent/caregiver and make recommendations to you. The support of all the child’s caregivers is essential, as well as their understanding of the basic procedures involved in counseling children. In the case of divorce or separation, consent to provide mental health treatment to a child or adolescent must be given in writing by both custodial parents. 
CONFIDENTIALITY The issue of confidentiality is critical in treating children. When children are seen with adults, what is discussed is known to those present and should be kept confidential except by mutual agreement. Children seen in individual sessions (except under certain conditions) are not legally entitled to confidentiality (also called privilege); their parents have this right. However, unless children feel they have some privacy in speaking with a therapist, the benefits of therapy may be lost. Therefore, it is necessary to work out an arrangement in which children feel that their privacy is generally being respected, at the same time that parents have access to critical information. This agreement must have the understanding and approval of the parents or other responsible adults and of the child in therapy. We will identify which topics will be disclosed and which will remain private early in the therapeutic process. The following circumstances override the general policy that children are entitled to privacy while parents or guardians have a legal right to information. • Confidentiality and privilege are limited in cases involving child abuse, neglect, molestation, or danger to self or others. In these cases, the therapist is required to make an official report to the appropriate agency and will attempt to involve parents as much as possible. • Minors may independently enter into therapy and claim the privilege of confidentiality in cases involving abuse or severe neglect, molestation, pregnancy, or communicable diseases, and when they are on active military duty, married, or officially emancipated. They may seek therapy independently for substance abuse, danger to self or others, or a mental disorder, but parents must be involved unless doing so would harm the child. (These circumstances may vary from state to state, and the specific laws of each state must be followed.) • Any evaluation, treatment, or reports ordered by, or done for submission to a third party such as a court or a school is not entirely confidential and will be shared with that agency with your specific written permission. Please also note that we do not have control over information once it is released to a third party.
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image1.png
LifeWorks
Mental Health
°. Counseling, PLLC




image2.png
LifeWorks Mental Health Counseling: Notice of Privacy Practices





image3.png
[ iy

[ el e
o e ok by s s
e s ”
e R ey
et e it o o e, e
o e o e e
e ey oo o e o





image4.png
nterest. we may o share your nformotion when needer tolessm o serious
i

R ———
[ e AR ———
A s e s s e st it
[t e —
e et et e e e Ffoon
e
it iy s o o s e
[t A———— i res

e compereton, o e, gt
o e

erResponier .
et o s ey s s i e





