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: __________________________
Contact Info:
 Home (_____)___________________  Work:  (_____)___________________  



 Cell: (_____)____________________  e-mail: _________________________
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 or contact you at work, please tell us how you want us to reach you: 
What problem brings you to Glencairn Marriage & Family Therapy?


Minor child or child client:______________________________________________________
If we are treating a minor child and you have custody, please sign:  I consent for Glencairn Marriage & Family Therapy to treat the above named child.  

___________________________________________


____________________
Signature of parent 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):


	
	
	


PSYCHOTHERAPY DISCLOSURE STATEMENT
INFORMED CONSENT

Therapy is a relationship that works in part because of clearly defined rights and responsibilities held by each person.  Being informed creates a safety net to freely consent so you can take the risks with support that are necessary to be empowered toward change.  As a client in psychotherapy, knowing your rights further empowers you by taking charge of your therapy with the primary goal your well-being.  

Responsibilities to You as Your Therapist:
I. Confidentiality.  You have the absolute right to the confidentiality of your therapy with
the specific exceptions listed below.  Your therapist will not tell anyone what you have said in the therapy room or even that you are in therapy without your prior written permission.  Under the provisions of the Health Care Information Act of 1992, your therapist may legally speak to another health care provider or a member of your family if you are in therapy together or in case of an emergency.  If you are in couples therapy and decide to have some individual therapy sessions, do not tell your therapist things you wish kept secret from your partner.  If your child or adolescent is in therapy, his or her therapist will advise them that they will not keep secrets that are harmful to them from parents.  We will always cautiously protect your privacy to the best of our ability even if you do release sharing of information.  If you are in family or conjoint therapy, everyone involved in the therapy must sign granting permission for anything about the therapy to be released.  Both parents must sign for each minor child.
The following are legal exceptions to your right to confidentiality.  Your therapist will inform you anytime one of these exceptions has been put into effect.

1. If your therapist has good reason to believe you will harm another person, an attempt will be made to warn that person of your intention and we will call the police and ask them to protect the intended victim.
2. If your therapist has good reason to believe that you or anyone else is abusing or neglecting a child or vulnerable adult, or if you report domestic violence we will inform Child or Adult Protective Services (CPS or APS).  If your child or adolescent is over the age of legal consent of 16 to have sex but is having sex with an adult or person in authority like a teacher or coach, we will inform you then report the situation to CPS.
3. If your therapist believes you are in imminent danger of harming yourself or others, we will call the police.  
II. Record keeping.  If you wish to communicate by email, we have encrypted HIPAA

compliant email and it is completely confidential.  All emails are retained in the logs of your and our internet service provider.  Under normal circumstances no one looks at these logs but they are available to be read by system administrators and to be accessed by law enforcement.  All emails we receive and any responses will be printed out and placed in your treatment record.  We keep very brief records, noting only that you have been here, topics discussed, and any symptoms or interventions.  If you prefer that we keep no records, tell us in writing and we will only note the date you attended therapy.  Do not put anything in an email.

We will maintain your record in a secure location that cannot be accessed.  You have the right to a copy of your file and that we correct any errors.  Your first copy is free to any subsequent copies there will be a small charge to cover ink, paper and time. 
III. Managed Mental Health Care.  If your therapy is being paid for in full or in part by a
managed care company, they will require that we give you a mental health diagnosis for us to be paid.  All diagnoses come from the book written by psychiatrists titled the DSM V.  We can discuss your diagnosis and you can learn more about what the book says about your diagnosis at any time.  Also, insurance companies can impose limits including the number of sessions available and the time frame they will pay for therapy, or they may require you to use medication if their reviewing professional deems it appropriate.  They may decide you must see another therapist if your insurance changes and we are not on their list.  Some companies require detailed reports on your progress, copies of case records, or they may perform an audit and read your entire case file.  We do not have control over any aspect of their rules but we will advocate for you or assist you in any way we can.
IV. Approach to Therapy.  You may visit our website at Glencairnmft.com and explore
your therapist’s credentials and approach to therapy.  You are invited to discuss these
matters or ask questions about your therapy at any time.  Our therapists are always willing to discuss how and why they decided to do something or look at alternatives that might work better for you and your family.  Feel free to ask about anything that is on your mind as our goal is to be as transparent with the therapy you are receiving as possible.  You can request to be transferred to another therapist and you are free to leave therapy at any time.

Therapy has potential emotional risks.  Approaching feelings or thoughts that you have tried not to think about may be painful.  Making changes in your beliefs or behaviors can be scary and may even be disruptive to your relationships.  You may find your relationship with your therapist to be a source of strong feelings at times.  It is important that you consider carefully whether the risks are worth the benefits of change.  If you decide to take the risk, most people report that therapy is helpful.
If your therapist believes s/he is not able to help you s/he will inform you and may refer you to another therapist.  We will offer referrals but cannot guarantee that they will accept you for therapy.  If you do violence to, verbally or physically threaten, or harass any Glencairn staff, your therapist reserves the right to terminate you from treatment immediately.  We also will call the police if anyone is harmed or threatened.  You are not permitted to carry weapons onto Glencairn property.    
If you are experiencing problems at times when your therapist is away or not available, please call the office phone number.  We check messages after hours and there will always be someone who will get in touch with you as soon as possible.  If you believe you cannot keep yourself safe, please call 911 or go to the nearest hospital emergency room for assistance.
Your Responsibilities as a Therapy Client:
I. You are responsible for coming to your session on time and at the time we have
scheduled.  If you are late we may end on time if there is someone waiting for their appointment.  If you do not show up for your appointment and do not call, you must pay for that session at our next regularly scheduled meeting.  The answering machine has a time date stamp that will keep track of when you call to cancel.  It should be within 24 hours of your scheduled appointment.  If you do not show up for three sessions in a row and do not call or respond to our attempts to reschedule, we will assume that you have dropped out of therapy and will make the space available to another person.  If we deal with an uncovered check, you must pay expenses of $50.
II. You are responsible for paying for your session weekly unless we have made other
financial arrangements in advance.  Our fee for a one-hour session is $145 and for a two-hour session is $195.  We will be happy to take your phone calls and read your emails but if you want to engage in therapy, we will charge for that at our regularly hourly rate—prorated.  We will provide email or phone therapy for established clients.  
III. If you are unhappy with what is happening in therapy, please speak with your therapist
who will take criticism seriously and respond to your concerns with care and respect.  If you believe your therapist has behaved unethically, you may report him or her to their licensing board.  Please feel free to discuss your complaints with anyone you wish on staff at Glencairn.  You do not have any responsibility to maintain our confidentiality since you are the person who has the right to decide with whom and what you want to discuss about your personal life.

IV. You are responsible for paying all of your co-pay and deductibles required by your
insurance company at each session.  If you are using insurance benefits and request us to bill your insurance for you, you must fill out the credit card authorization form in this packet so that we can collect co-pays and deductibles.  If an overpayment is made, we will credit your account.  We have no way of knowing what your benefits are until we receive an explanation of benefits from your insurance company.  To avoid this find out what your benefits are prior to coming to therapy or we can provide you with an invoice for your insurance company and you can pay the entire fee up front.  It is up to you to get any authorizations required by your insurance.  You must show your driver’s license on the first visit to verify your identity.
Client Consent to Psychotherapy.  I have read this consent form and have had sufficient time to consider the limits of confidentiality required by law.  I consent to the use of a diagnosis for insurance billing and other information to complete the billing process.  I agree to pay the fee and understand my rights as a client.  I agree to enter therapy and understand that I can end therapy at any time for any reason.  I am over the age of 18.
______________________________________

_________________________

Client signature







Date

MINOR INFORMED CONSENT 
AND PARENTAL CONSENT TO TREAT
What to expect:  The purpose of a child meeting with a therapist is generally to help the family find better ways to handle challenges presented by the child.  Child therapy is not recommended without active involvement of parents.  Depending on the age of your child, you will be more or less involved.  If your child is under the age of 5, some play therapy will be necessary in order to assess your child’s developmental flexibility and adjustment.  Family therapy will play an important role in helping your child adjust to life’s challenges in a more relaxed and competent way.  If your child is school-age, he or she is more able to have a conversation about their problems.  Your child’s therapist may want to interact with school personnel and ask for a signed release of confidential information.  Family therapy may become more targeted to address a specific problem.      
The purpose of an adolescent meeting with a therapist is to get help with problems in life that are bothering you or that are keeping you from being successful in important areas.  You may be here because you wanted to talk to a counselor or you may be here because your parent, guardian, doctor or teacher had concerns about you.  When we meet, we will discuss these problems.  Your therapist will ask questions, listen to you and suggest a plan.  It is important that you feel comfortable talking about the issues that are bothering you.  Sometimes these issues will include things you don’t want your parents or guardians to know about.  Knowing the rules about privacy will help you feel more comfortable and have more trust in your therapist.  Privacy, also called confidentiality, is an important and necessary part of good counseling.  
Adolescent confidentiality:  Your privacy cannot be kept when you tell me you plan to cause serious harm to yourself or someone else.  Even when you do not intend to hurt yourself or others, your therapist may need to use professional judgment to decide who if anyone should be informed.  If you are involved in the legal system and are in court, or have a probation officer or another legal supervisor, we will do all we can to protect your confidentiality without written permission.  If we are required to report information about you to someone else, your therapist will inform you that this is happening.

Communicating with your parent(s) or guardian(s):  As a general rule your therapist will keep the information you share private.  This may include things your parent/guardian might not approve of—or would be upset by if they knew—but that do not put you at risk of serious harm.  If your risk-taking behavior becomes serious, your therapist will use professional judgment to decide what should be shared and may tell you to share the information during a family session.  If your behavior becomes alarming and dangerous, your therapist can share the information without your permission.  Even if your therapist has agreed not to tell your parents but now believes that it is important for them to know what is going on in your life, s/he will encourage you to tell your parents and will help you find the best way to talk to them.  During family sessions your therapist will use caution in protecting your privacy but will talk about your problems in order to help them know how to be more helpful to you.   
PARENTAL CONSENT TO TREAT
Adolescent (age 13-17) therapy client:
Signing below indicates that you have reviewed your rights and our policies described above and understand the limits to confidentiality.  If you have any questions as we progress with therapy, you can ask your therapist at any time.

Minor’s signature _________________________________  Date ___________________

Parent / Guardian (for children under 18):
Signing below indicates that I give my permission for a licensed therapist working at Glencairn Marriage & Family Therapy Center, Inc. to provide therapy services to my minor child (under age 18).  I understand that if I share joint custodial privileges with my child’s other parent; I agree to provide the name and contact information so that he or she can be made aware that my child is in therapy.  I understand that both parents in a joint custody situation must agree for the child to be seen by a therapist at Glencairn.  Also, both parents must agree to cooperate in family therapy when it is in the child’s best interest.  You may discuss with your therapist ways this can best be accomplished without undue stress.  I understand that for any records to be released for my child, both parents in a joint custody situation must sign the release.  

Custodial signature __________________________________ Date _________________

Custodial signature ___________________________________ Date ________________   
GLENCAIRN CREDIT CARD FORM 
If you are using the mental health benefits on your health insurance policy and want Glencairn staff to bill insurance for your sessions, you must authorize use of information from an active credit or debit card.  No insurance will be billed without a copy of this authorization completed and signed in your file.

This authorization is intended to be used for co-pays, deductibles and coinsurance owed by you and not paid by your insurance.  We have no way of knowing what benefits are provided to you by your insurance company.  It is your responsibility to be informed of your mental health benefits prior to receiving services.  If you do not know what your co-pays and deductibles are or if, after receiving an Explanation of Benefits (EOB) from your insurance company, they do not match what you have paid, we will use your credit card for the balance owed.  If your insurance has paid more than you expected, we will credit your account.

You have two other options.  You can pay all fees for service on the day service is delivered.  We will provide you with an invoice so you can bill your insurance company for your therapy sessions.  Or if you prefer and know you have a large deductible, you can pay the entire preferred provider amount on the day of service and we will bill your insurance so they will be aware of the amount you have paid toward your deductible.   

By providing the information below you agree to allow Glencairn Marriage & Family Therapy, Inc. staff to bill unpaid fees.  Your signature is authority to bill unpaid copays, deductibles and coinsurance or other fees you may have incurred.  You will receive an EOB from your insurance company explaining what they paid and what fees you are responsible to pay for.  We will also inform you when we have applied a charge to your card.  Please feel free to discuss this matter with your therapist prior to signing this form.
Name as it appears on card:  __________________________________________

Credit card type:  Visa_____  MC_____  American Express_____  Discover_____
     
Credit card number:  ____________________________________________________
Expiration date:  Month_____  Year_____ 

Billing address for card:  ______________________________________________________





Street



City


State

Zip

Signature of Cardholder:  _________________________________  Date  _______________
Email Address:  _______________________________________________
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 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.

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 photocopy fees for all copies after the first free copy.  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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