CULIENT INTAKE INFORMATION

lnsurance / EAP Name: Date: Time:
Menber Munler;

Group Numler:

Clignd Nares: Sex; Age. Birth DA,

sgrEtal Siatus:

Address: Cétu: Steate: Zip

* L4l Phone: A | callleave & seessage o cdll phons?  yES e

¢ ninudd pou ke @ Text MEsSRGE résinder for Gppeinsments? Yo N
s L2l Phone Cavrier

T Howns Phpal May | callerse & messige at home?  Yes_ No_
¢ WOrRk Phons Mg [ cAlLAeove @ m2Ssage R werR? YES N,
L e

NRHE O SPouUse/PRrtner/Paret. Sex: A

Address (FAeeone): City: St A Y

®  Howes Coll Phone: My § cOULA2RVE B megSSRGE T howes? YES L NO
* BNk Phone! May | CRULALRNE & mESSEGE RE W2 Yes____ Ne
Encployer:

Name, Birth date, Age. and Sex of other s Living in the howe.

Néans Biyth date Ag¢ Sex Relationship to client

Swergency Contact (Name and Phowe #):




Cliznt Rights, Responsibilities and tnformed Consent

Counseling s 4 colloberitive process with yowr theripist that Lavolves:

¢ 4.9 6..0

Exploring th icus that Drowdght yow Lo therapy.
Buildling a trusting relpticeship with your therapist,
Deziding umow specific goels awd sdjgctives
Working towert thece goals And objeckives.
EwLuah’»g Usr Proaress on & regular bosis.

! underatand:

Tiot ¢ have cioson to recsive traatvmant services and oy tenuindts my Shentpy At any s, unlzcs orlerzd By tee court
Thot theve is wo Ossuranes that 1 will feel ester.

Thes diering the course of my Sreataent. matzrial may e dissussed that is upsetting in wature. This is a pnt of the therapy
process thet waity) D¢ weeessavy) to resolve vy contoms,

Thot § may be contacted By ey health plon to ensure continuity end quality of therapy or efter the conpletion of treatneent b
fLL25s the cutcoms of trégtimind

100t records mad inforwation collected furing sy treatsent AL be held or releosed Dn acoordionce with federel and Stot lavs
regarding the eonfidentiolity of such rezordls and informution.

T 250tz and Local Laws viguire thet my therapict report all cases of susprote abuse or nzokest: of reinors ov vulneratble adults.
1ot skatz and Lacal Laws require thot v therapist repoet all cases wiere there gxists @ danger o zelf or others.

THat tiere vaay be other clrtunestances i which the Law requives wey theroplst to dicclose confidential infonuation.

1 heve the vight

L I B

To confldentiolity wader fedznal and stete laws riating to e receipt of therdpu.

To be informed of end ac questions aBowt vy thrpy including the qualifiemtions of vy thoanist,
T0 be A coitaborative partnge with kug tHoropist B the dovelopignt of treatiesnt plans and ovals.

To seleet o therapist of my choice 02 ey expenss

To va@Re ow, informed decision Rtiout whether to Accept or refuse treabuent.

To corkntt amd comsult with counset ot ¥y COPORSE

Genaral Offics Priicies:

rissed or camceilen oupointrepats without 24 hours wotice , {ov oAy reason ctier thow o sorgency or illness, will be chrrged at
450, Messeges vly be loft b 513-923-S66E At fny tims to chiinge or canzl Ippointrasnts. A patteon of Mo Shows or Late
Cancellations may reult in dznial of senices.

Smorgency Situations: if You are experisncing @ counseling owergoncy and are undble to reach me, plarse cail Your local 24
howy crisis lime. If You are experiencing a Life threattning enargency, go immediatzly to the »earest hospital omergensy roow or
dial 921. For the Cedar Rapids areq, the orisic ling is through Foundation 2 at 319-362-2174.

t conpierstovd that ney theropist, kealth plin vepresenatives and sy priwary care iiysizian weay exchangs dny ond 2l
infornation pertalining to ey thérfpy to the &xtant that uch diccloiurt L nectsitry for claims proc2ecing, chSE menaoement,
coovslination of care, quality RESurancs, Rwdl/or wiilization review gurposes. | urdzrstnd Lhit | 2o revoie wey Consont at any e
xeept bo the extant that broabwenk hos olveogy bezw yomdered or thot the oetisw has beew takon Dy velidiece on this consant. |
wnderstana thiet i 1 do wot revoie this consent, it will expive dutowmatically on year efter all cloims for treabment have dioe poid Ae
provided i the Dacefit plaw. | have r2ad and undorstaond the abese

Cliznt Sionstw? Date



CLIENT AFPEALS/GRIEVANCES PROCEDURE

A cligwk, who has a complaink about services, including fes issues, sexual hayasswent,
OF Bl okher cONCE. WY YEQUESE A review. The procedure for this is as follows:

1. The client is encouraged o discuss the concern/complaint with her/his
counsélor. Hf this does net satisfactorily resolve the concern/complaing, the
clignt may undertais step 2. f @ client is reluctant or wwwilling to start with
step 1, she/he may begin the appeals process with step 2.

2. The client shall send @ written request for @ review to the appropriate state
licencing board or national certification association (LMHC, NCC, CADC).



Angela Levis, LMHC, NCC, CADC
1450 Boyson rRA. Suite C-2B
Hiawatha, 14 52223

Date:

Teay Dr.

1 anm writing to inform Lou that Your patient
(r.oz) , has begun psyichotherapy with we to address personal

comcerns. i You have any) questions or would LiRe t share information that would be
helpful to the cave of this client, please contact me at 319-929-5662.

Eviclosed ic @ signed copy of the Client Authorization to Release Protected Health
lnformation.

Si.mrdld,

Angela Lewis, LMHC, NCC, CADL

release of Information to Primary Carve Phyjsiciam
i ordeér to providle You with the highest standard of care, we are requesting your
permission to coordinate pour treatment with your Prineary Care Physician. To do
this, we need you to complete and sigm the attached Release of Information.

— ! have a Primary Care Physician and will sign the Release of Information.

__ldownethavear Pri.marg care Phgsi.oiaw or do not want my ‘Primrg Care
Physician contacted.

Clignt Sigwature Date



Authorization and release

* ! RubhoriZe/reguest wuy DnSurBncs ComprngA EAP to pay directly to the provider of care inswrance benefits otherwise
bauable &2 me.

* | Aubhorize the release of necessary inforuation to third pavty payers/insurinse companies ausd/or sther kealth
mcttionsrs,

* 1 have begw lnformed of HIPAA guidelines and regulations related to confidentiality of medical records.

* 1 @ares to e responsibis for payment of all services (to includs self pay) remdered on wmy) benalf or for my dependents.

Dae:

Signature of Clignt or Reesponsible Prrty



