
GLENCAIRN MARRIAGE & FAMILY THERAPY CENTER INC. 
INTAKE PACKET
Please complete the entire packet prior to your first appointment.  

Patient Name: __________________________________    Today’s Date: ____________
Birth Date: ________________________ Social Security Number: ___________________

Address: _________________________________________________________________

City, State: __________________________________ Zip: _________________________
Phone Numbers
Home: (_____)________________  Work: (_____)________________  




Cell: (_____)_________________

Marital/Relationship status: ________________ Significant other’s name: _______________
Significant other’s DOB & gender: ________________ How long together? ______________
(If patient is under 18) Parent/legal guardian’s name(s):  __________________________ 
Birth Date: ______________________ Social Security Number: _______________________

Custody status (if applicable) __________________________________________________
School ____________________________________________________________________

Parent:  List the name and location of your children (including adult & step-children) below:

Name



          Age        DOB      Gender

     Location

_______________________________________     M    F    ________________________ _______________________________________     M    F    ________________________
_______________________________________     M    F    ________________________
_______________________________________     M    F    ________________________
_______________________________________     M    F    ________________________
Who else lives with you and what is their relationship?  _____________________________
_________________________________________________________________________
Who shall we contact in case of emergency? Name: _______________________________
Phone: ____________________ Relationship to patient ____________________________
Who referred you to Glencairn?   _______________________________________________
Insurance Information

Policy Holder’s Name: __________________________________ DOB: ________________

Policy Holder’s SSN: ___________________________________

Deductible: $_______________
Has it been met? ________________

Co-payment (amount not covered by your insurance for each visit): $__________________
Who will pay non-insured balance? _____________________________________________
If you are required to get pre-authorization, have you done so? _______________________
# of visits authorized: __________ Auth # ________________________________________
Employer: 

If you do not want us to leave a message on your answering machine or contact you at work, please tell us how you want us to reach you by phone: 
What problem brings you to Glencairn Marriage & Family Therapy?

Primary Care Physician: _______________________________ Phone: __________________

If we may contact your PCP, please sign:  I consent for Glencairn Marriage & Family Therapy to release information to my PCP.  

______________________________________


____________________
Signature of patient or guardian






       Date
List all client’s current medications and dosages:

	Name of medication
	Dosage
	Name of prescribing doctor
	When did he/she start taking it?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


List all medical problems and/or surgeries:


List all therapists and approximate dates of treatment (including inpatient psychiatric and substance abuse treatment):

____________________________________________________________________________________________________________________________________________________
	Symptoms
	Present
	Past
	Family Members

	Suicidal or homicidal thoughts or behaviors 
	
	
	

	Substance / alcohol or drug use
	
	
	

	Sleep problems
	
	
	

	School / work problems
	
	
	

	Difficulty controlling temper
	
	
	

	Change in appetite, weight loss, or weight gain
	
	
	

	Domestic violence
	
	
	

	Inappropriate sexual behavior
	
	
	

	Problems with anxiety/ panic/ worry
	
	
	

	Problems with depression/ sadness/ hopelessness
	
	
	

	Other (please list):


	
	
	


PATIENT CONSENT TO USE AND DISCLOSE HEALTH INFORMATION
FOR TREATMENT, PAYMENT, OR OTHER HEALTH CARE PROCESSES
I, _______________________________, understand that as part of my mental health care, Glencairn Marriage & Family Therapy originates and maintains paper and/or electronic records describing my health history, symptoms, evaluation and test results, diagnoses, treatment, and any plans for future care or treatment.  This information may be used for:

· Planning my care and treatment

· Communicating among my health care professionals

· Applying my diagnosis and service information to my bill

· Verifying to a third party provider that services billed were actually provided

· Assessing quality and reviewing the competence of my health care professional and other routine health care processes
I understand and have been provided a Notice of Information Practices that provides a more complete description of information uses and disclosures.  I have the following rights and privileges:

· The right to review the notice prior to signing this consent

· The right to request restrictions as to how my health information may be used or disclosed 

· The right to object to the use of my health information for any purpose

I understand that Glencairn Marriage & Family Therapy is not required to agree to the restrictions requested.  I understand that I may revoke this consent in writing, except to the extent that Glencairn Marriage & Family Therapy has already taken action in reliance thereon.  I also understand that by refusing to sign this consent or revoking this consent, Glencairn Marriage & Family Therapy may refuse to treat me as permitted by Section 164.506 of the Code of Federal Regulations.

I further understand that Glencairn Marriage & Family Therapy reserves the right to change their notice and practices prior to implementation in accordance with Section 164.520 of the Code of Federal Regulations.  Should Glencairn Marriage & Family Therapy change their notice, they will send a copy of any revised notice to the address you have provided.

I wish to have the following restrictions on using or disclosing my health care information:  __________________________________________________________________________

I understand that it may become necessary to disclose my protected health information to another entity, particularly if I use my health insurance.  I consent to such disclosure for these permitted uses, including disclosures via fax.

I fully understand and accept the terms of this consent.

______________________________________

_________________________

Patient’s Signature






Date

GENERAL OFFICE POLICIES AND 

AGREEMENT FOR PROVISION OF MENTAL HEALTH SERVICES
This form provides you (the patient) with information in addition to that detailed in the Notice of Privacy Practices.

CONFIDENTIALITY:  All information disclosed within sessions and the written records pertaining to those sessions are confidential and may not be revealed to anyone without your written permission except where disclosure is required by law.  Provisions explaining when the law requires disclosure are contained in the Notice of Privacy Practices included in this packet.
When disclosure is required by law:  Some of the circumstances where disclosure is required by law are:  Where there is a reasonable suspicion of child, dependent, or elder abuse or neglect or spouse abuse; and where a patient presents a danger to self, to others, to property, or is gravely disabled (see Notice of Privacy Practices).

When disclosure may be required:  Disclosure may be required pursuant to a legal proceeding.  If you place your mental status at issue in litigation initiated by you, the defendant may have the right to obtain the psychotherapy records and/or testimony by Glencairn Marriage & Family Therapy.  During couple or family therapy, or when different family members are seen individually, confidentiality and privilege do not apply between the couple or among family members.  Glencairn Marriage & Family Therapy will use clinical judgment when revealing such information.  No records will be released to outside parties unless authorized to do so by all adult family members who were part of the treatment.

Emergencies:  For the purposes of our work together, an emergency is defined as threat of harm to yourself or others.  For these purposes, you may contact Dr. Smith after hours at her pager number 859-222-5569.  If you feel you are in imminent danger, call 911 for police intervention.  If Dr. Smith becomes concerned about your personal safety, the safety of others, or about you receiving proper psychiatric care, she will take preventative measures within the limits of the law to ensure safety and see that you receive the proper medical care.  

Health insurance & confidentiality of records:  Disclosure of confidential information may be required by your health insurance carrier (HMO/PPO/MCO/EAP) in order to process claims.  Only the minimum information will be provided but Dr. Smith has no knowledge or control over what insurance companies do with the information she submits or who else has access.  Be aware that submitting a mental health invoice for reimbursement carries a certain amount of risk to confidentiality, privacy, or to future eligibility to obtain health or life insurance.  Risk stems from the fact that mental health information is entered into insurance company electronic data banks and/or a centralized National Medical Data Bank.  Computers are inherently vulnerable to unauthorized access and hacking as well as future database use that has yet to be foreseen.

Confidentiality of e-mail, cell phones, and fax communications:  Be aware that e-mail and cell phone communication can be easily accessed by unauthorized people and your confidentiality compromised.  E-mails are especially vulnerable to unauthorized access because all communications are routed through servers at remote locations.  Faxes can be sent to the wrong address.  Dr. Smith does not routinely communicate via e-mail or cell phone.  If you send a fax, please call to make sure it arrived and she will do the same.          
Litigation limits on therapeutic conversations:  Due to the nature of the therapeutic process and the fact that it involves discussing private and confidential matters, it should not be open to perusal, analysis or interpretation by others.  It is therefore agreed that, should there be a legal proceeding such as divorce or custody disputes, injuries, civil lawsuits, etc. that involve you or your family, neither you nor your attorney, nor anyone else acting on your behalf will call on Dr. Smith to testify in court or any other proceeding, nor will a disclosure of the psychotherapy records be requested.  
This paragraph does not apply to forensic work that Dr. Smith has been hired to perform.  If your case is forensic in nature, please talk with Dr. Smith about her structure for court involvement.  

Consultation:  Glencairn Marriage & Family Therapy reserves the right to consult with other professionals regarding maintaining the best care for patients.  Names and other identifying information are never used.  The patient’s identify remains completely anonymous and confidentiality is fully maintained.

Confidentiality revisited:  Given the above exclusions, and with a strong warning about signing a waiver of rights for release of therapeutic information, if you wish to release your records you must sign a release separate from this intake packet.  If Dr. Smith determines that releasing such information might be harmful to you in any way, she may advise against release.  

I have read the above General Office Policies and Agreement carefully; I understand and agree to comply.
________________________________________________________________________

Patient name (print)



Date



Signature

________________________________________________________________________
Witness (print)



Date



Signature
BASIC INSURANCE INFORMATION, FINANCIAL POLICY, AND 
AGREEMENT TO PAY FOR ALL SERVICES RECEIVED
BASIC INSURANCE INFORMATION:  It is your responsibility to know and understand your benefits and to monitor your benefits and annual maximum.  Our office will file your insurance if you provide us with the proper information.  You are responsible for filing to any secondary carriers you may have or to pay us in full if the insurance reimbursement is sent directly to you.  You will be expected to pay all copays and deductibles at the time of service.  We will accept benefits for the remaining balance.  In the event you make an overpayment, we will credit your account; we will refund you promptly if you tell us that is your wish or at the end of our treatment if you still have a credit balance.    
Contracted insurance:  If we are contracted with your insurance company, we must follow our contract’s requirements.  The insurance company makes the final determination of your eligibility.  If your insurance company requires a referral and/or preauthorization, you are responsible for obtaining it.  Failure to obtain the referral and/or preauthorization may result in no payment from the insurance company; if this occurs, you will be responsible for paying Dr. Smith’s standard fee.

Non-contracted insurance:  Insurance is a contract between you and your carrier.  We are not a party to this contract in most cases.  At your request, we can complete a HCFA containing the information your insurance company needs to reimburse the expense.  We can provide you with the completed HCFA or other billing form requested if feasible but it is your responsibility to contact your insurance company to determine their billing procedures.  You agree to pay us our standard fee and any reimbursed moneys may be mailed directly to you by your insurance.   
FINANCIAL POLICY AND AGREEMENT:  We feel that everyone benefits when there is a definite and clear understanding of our financial policy prior to treatment.  This is a statement of our financial policy and agreement between Glencairn Marriage & Family Therapy Center and Dr. Susan G. Smith, as creditor, and the Patient/Debtor named on this form.

In this agreement the words “you,” “your,” and “yours” mean the Patient/Debtor.  The word “account” means the account that has been established in your name for charges made and payments credited.  The words “we,” “us,” and “our” refer to Susan G. Smith, Ph.D., LMFT.

By executing this agreement, you are agreeing to pay for all services that are received.

Payment for sessions:  Patients are expected to pay the standard fee, co-payment or deductible at the time of service.  If you are using insurance benefits, it is your responsibility to keep abreast of your deductible/co-pay and make sure payment is given before leaving the premises.

Charges other than scheduled sessions:  Lengthy telephone conversations, site visits, report or letter writing, reviewing records or reports, consultation with other professionals, processing releases of information, longer sessions, travel time, etc. will be charged and prorated at the same rate as our standard fee.  These charges are not billable to insurance benefits and will constitute out-of-pocket expenses.
Monthly statement:  If you have a balance on your account, we will send you a monthly statement.  It will show separately the previous balance, any new charges to the account, the finance charge, if any, and any payments or credits applied to your account during the month.  Unless other arrangements are approved by us in writing, the balance on your statement is due and payable when the statement is issued, and is past due if not paid within thirty (30) days of receipt of the statement. 

Finance charge:  A finance charge may be imposed on each item of your account that has not been paid within thirty (30) days of the time the item was added to the account.  The finance charge will be computed at the rate of two percent (2%) per month or an ANNUAL PERCENTAGE RATE of twenty-four (24%) percent.  The finance charge on your account is computed by applying the periodic rate (2%) to the “overdue balance” of your account.  The “overdue balance” is calculated by taking the balance owed thirty (30) days ago and subtracting any payment or credits applied to the account during that time.  The minimum finance charge is $1.

Returned checks:  There is a $50 fee for any checks returned by the bank due to insufficient funds.  
Missed appointment fee:  The second time a patient does not show up on time for an appointment or cancels with less than 24 hours notice will be charged a $25 fee.  This fee must be paid before a new appointment is scheduled.  Patients with three missed appointments will be provided a referral list for a new doctor.
Divorce:  In case of divorce or separation, the party responsible for the account prior to the divorce or separation remains responsible for the account.  After a divorce or separation, the parent authorizing treatment for a child will be the parent responsible for subsequent charges.  If the divorce decree requires the other parent to pay all or part of the treatment costs, it is the authorizing parent’s responsibility to collect from the other parent.

Credit reporting:  We may not re-bill a fee that is over thirty (30) days past due; we may send the account to our Credit Bureau and they will send a courtesy letter stating that your account is past-due.  We determine if your account is past-due by taking the balance owed thirty (30) days ago and subtracting any payments or credits applied to the account during that time.

Past due accounts:  If your account becomes past due, we will take necessary steps to collect this debt.  If we have to refer your account to a collection or a credit reporting agency, you agree to pay all of the collection costs incurred by Glencairn Marriage & Family Therapy.  If we have to refer collection of the balance to a lawyer, you agree to pay all attorney fees incurred plus all court costs.

Waiver of confidentiality:  Your understand that if this account is submitted to an attorney or collection agency, if we have to litigate in court, or if your past due status is reported to a credit reporting agency, the fact that you received treatment at our office may become a matter of public record.

I have read and understood the above basic insurance information, financial policy, and agreement to pay for all services received, and I agree to abide by its terms.
Patient’s name:  __________________________________________________________

Responsible party (other than patient):  ________________________________________

Signature:  _________________________________   Date:  ______________________
GLENCAIRN MARRIAGE & FAMILY THERAPY CENTER INC.
Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  This is the brief explanation of the new HIPAA regulations.  If you wish to view these in more detail, please ask.   

Uses and disclosures:  We use health information about you for treatment, to obtain payment for treatment, for administrative purposes, and to evaluate the quality of care that you receive.  Continuity of care is part of treatment and your records may be shared with other providers to whom you are referred.  Information may be shared by paper mail, electronic mail, fax, or other methods.  We may use or disclose identifiable health information about you without your authorization in several situations, but beyond those situations, we will ask for your written authorization before using or disclosing any identifiable health information about you.

Your rights:  In most cases, you have the right to look at or get a copy of health information about you.  If you request copies, we will charge you only normal photocopy fees.  You also have the right to receive a list of certain types of disclosures of your information that we made.  If you believe that information in your record is incorrect, you have the right to request that we correct the existing information.

Complaints:  If you are concerned that we have violated your privacy rights, or you disagree with a decision we made about access to your records, you may contact the person listed below.  You also may send a written complaint to the U.S. Department of Health and Human Services.  The person listed below can provide you with the appropriate address upon request.

Our legal duty:  We are required by law to protect the privacy of your information, provide this notice about our information practices, follow the information practices that are described in this notice, and seek your acknowledgement of receipt of this notice.  Before we make a significant change in our policies, we will change our notice and post the new notice in the waiting area.  You can also request a copy of our notice at any time.  For more information about our privacy practices, contact Dr. Susan G. Smith, Glencairn Marriage & Family Therapy Center, 859-263-4687.
Acknowledgement of receipt of Notice of Privacy Practices:

Please sign your name and print your name and date on this acknowledgement form.  

Signature:

________________________________________________

Printed name:
________________________________________________

Date:


________________________________________________
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