A Place Called ‘There’ Counseling

Autumn Austin MA, LPC, NCC, LCAS
Client Information

Date: _______________________ 


SS#: _________________________   DOB: _________________
Full Name: ________________________________________     Gender:  M / F
Parent / Guardian: ______________________________________________

Address: _________________________________________________________



Street



City

State  

Zip
Home Phone: ______________________ Mobile Phone: ______________________

Work Phone: _______________________  
 Is it ok to leave a message? Yes  /  No
Email Address: ____________________________________________________
Marital Status:  Single   /   Married   /   Separated   /   Divorced   /   Committed Relationship
Insurance: _________________________   Employer: ____________________

Subscriber ID: ___________________   Group #: ______________________
Name of Insured Person: __________________________________________  

Insured’s DOB: _________________   Insured’s SS #: ___________________________

Address: _________________________________________________________


Street



City

State  

Zip
In Case of Emergency whom may we contact? 

Name: _______________________________   Relationship: _________________

Phone: ___________________________________________________________
Please list any current physical illnesses/conditions: 

______________________________________________________________________

Are you currently taking any prescription medications? Please list:

Prescribing Physician/Psychiatrist’s name: ________________________________
Have you been in counseling before? Yes /  No  
If yes, where/with whom? _________________________________

Have you ever been hospitalized for emotional problems or suicide:  Yes / No
When and for how long? _______________________________________________

Do you smoke?  Yes / No   
  Any use of Alcohol?    Yes / No  

Other mood altering drugs?    Yes / No
Have you ever been involved in a 12 step program? Briefly describe: _______________________________________________________________
Please list the names, ages and relationship of individuals currently living with you. _______________________________________________________________

_______________________________________________________________

How did you hear about us/who referred you? ________________________
Client/Guardian Signature: ______________________________ Date:_________

My Signature authorizes the release of Information to Insurance Carrier.  Signature also acknowledges I have received HIPPA information, the confidentiality policy and professional disclosure statement, in addition to giving my consent for treatment. 

Consent for Treatment

By signing below, you indicate that you have read this disclosure, that your questions have been answered and that you understand the above information.   Your signature also indicates that you are consenting to receive counseling services.

Acknowledgement of Notice of Privacy Practices 

My signature indicates that I have received a copy of the HIPAA Notice of Privacy Practice and had an opportunity to ask any questions I may have.

Grievance Process

I have received a copy of and understand the grievance process.

Client Rights, Responsibility and Confidentiality

My signature attests that I have read, and fully understand my rights as a client, as well as my responsibilities.  Additionally I am aware of the limits of confidentiality.
______________________________________________     ____________

Client Signature






 
 Date

______________________________________________     ____________

2nd Client Signature  Or  Parent/Guardian Signature       

 
 Date

__________________________________________     ____________

Witness Signature






 
 Date
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