
	  
NAME	  OF	  CHILD	  ___________________________________________	  	   DOB___/___/___	  	  
ADDRESS	  WHERE	  CHILD	  RESIDES	  ________________________	  CITY__________	  STATE____	  ZIP______	  
LIST	  NAMES	  AND	  AGES	  OF	  SIBLINGS	  _________________________________________________________	  
HAS	  CHILD	  EVER	  BEEN	  IN	  COUNSELING	  BEFORE?	  	  	  YES	   	  NO	  	  	  WHEN?	  ______________________________	  
REASON	  _____________________________________________________________________________	  
WHAT	  ISSUES	  DO	  YOU	  WISH	  YOUR	  CHILD	  TO	  DISCUSS	  AND	  ADDRESS	  IN	  COUNSELING	  AT	  THIS	  TIME?	  
______________________________________________________________________________________________________	  
SCHOOL	  CHILD	  ATTENDS____________________________________	  GRADE____________	  
CHILD’S	  PHYSICIAN	  _______________________________________	  PHONE#	  __________	  
CURRENT	  MEDICATIONS	  _____________________________________________________	  
	  

PARENT/	  LEGAL	  GUARDIAN	  INFORMATION:	  
NAME	  OF	  FATHER	  ______________________________________DATE	  OF	  BIRTH	  ____________	  	  
ADDRESS_________________________CITY________________STATE____ZIP____	  
PHONE	  #	  ____________________________	  
EMPLOYER	  __________________________________	  PHONE#	  ____________________________	  
	  

NAME	  OF	  MOTHER	  __________________________________DATE	  OF	  BIRTH	  __/__/_____	  
ADDRESS_________________________CITY________________STATE____ZIP____	  
PHONE	  #	  ___________________________	  
EMPLOYER	  ___________________________	  PHONE#	  ___________________________	  
	  

IS	  THERE	  A	  CUSTODY	  ORDER	  IN	  EXISTENCE?	  	  __	  YES	  	  	  __	  NO	  	  
IF	  YES,	  WHO	  IS	  THE	  PRIMARY	  CUSTODIAN?	  ____________________________________________	  _________	  
ARRANGEMENTS?	  ______________________________________________________________________	  

	  

HAVE	  YOU	  EVER	  BEEN	  INVESTIGATED	  BY	  CHILD	  PROTECTIVE	  SERVICES	  OR	  DEPARTMENT	  OF	  SOCIAL	  SERVICES?	  
IF	  YES,	  PLEASE	  SHARE	  DETAILS:	  _______________________________________________________	  
	  

LOCAL	  PREFERENCE	  OR	  RELIGIOUS	  PREFERENCE	  _______________________	  
HOW	  DID	  YOU	  HEAR	  ABOUT	  OUR	  OFFICE?	  ____________________________	  	  

	  
	  

Policy	  Holder’s	  Information:	  	  
POLICY	  HOLDER’S	  NAME:	  __________________________________________________	  
POLICY	  HOLDER’S	  BIRTH	  DATE:	  __________________________	  
POLICY	  HOLDER’S	  EMPLOYER:	  _______________________________________________	  
AUTHORIZATION#	  ___________________________________	  
#	  OF	  SESSIONS	  AUTHORIZED:	  ______________________________	  
	  

Person	  Responsible	  for	  Bill:	  (if	  different	  from	  above)	  

NAME:	  ______________________________________________________________	  
ADDRESS:	  ____________________________________________________________	  
PHONE#:	  _________________________________________	  
	  

Authorization	  To	  Pay	  Benefits	  to	  Practitioner	  and	  to	  Release	  Information.	  	  
	  

I	  hereby	  authorize	  CC	  at	  Concord	  to	  release	  any	  information	  acquired	  in	  the	  course	  of	  my	  treatment	  necessary	  to	  process	  insurance	  
claims	  and	   to	  submit	  claims	   for	  and	  receive	  any	  benefits	   for	  which	   I	   (or	   the	  patient)	  may	  be	  eligible	   for	   services	   rendered	  by	   the	  
practitioner,	  realizing	  I	  am	  responsible	  to	  pay	  non-‐covered	  services.	  
___________________________________________________________________________	  
SIGNATURE	  (CLIENT	  OR	  PARENT	  IF	  MINOR)	  
	  



	  

Notice	  of	  Privacy	  Practice:	  
DURING	   THIS	   INITIAL	   CONTACT	   WITH	   YOU,	   WE	  WANT	   TO	   NOTIFY	   YOU	   OF	   CONFIDENTIALITY	   AND	   PRIVACY	   ISSUES.	   	   THESE	   PRACTICES	   ARE	   DESIGNED	   TO	   PROTECT	   YOUR	  
INDIVIDUAL	   INFORMATION	   AND	   CONFIDENTIALITY.	   	   ALTHOUGH	   WE	   HAVE	   NOTIFIED	   YOU	   WITH	   OUR	   PRIVACY	   AND	   CONFIDENTIALITY	   PRACTICES,	   WE	   WILL	   GIVE	   YOU	   A	  

WRITTEN	   COPY	   OF	   OUR	  NOTICE	   OF	   PRIVACY	   PRACTICES	   IF	   YOU	   REQUEST.	   	   THE	  WRITTEN	  NOTICE	   OF	   PRIVACY	   PRACTICES	  OUTLINES	   HOW	  WE	   CAN	   USE	   AND	   DISCLOSE	  
INFORMATION	  ALONG	  WITH	  THE	  RIGHTS	  THAT	  YOU	  HAVE	  REGARDING	  YOUR	  INFORMATION	  MAINTAINED	  BY	  US.	  
	  

ALSO,	  WE	  MUST	  OBTAIN	  WRITTEN	   ACKNOWLEDGEMENT	   THAT	  WE	  HAVE	  NOTIFIED	   YOU	  OF	  OUR	   PRIVACY	   PRACTICES	  WITH	   YOU.	   	   BY	   SIGNING	   THIS	   FORM,	   YOU	   ARE	  ONLY	  
ACKNOWLEDGING	   THAT	   YOU	   HAVE	   BEEN	   INFORMED	   ABOUT	   OUR	   PRACTICES	   TO	   MAINTAIN	   PRIVACY	   AND	   CONFIDENTIALITY,	   AND	   HAVE	   READ	   THE	  NOTICE	   OF	   PRIVACY	  
PRACTICES.	  
	  

CHARGES	  AND	  PAYMENT	  INFORMATION:	  
THE	  STANDARD	  CHARGE	  FOR	  A	  SESSION	  (60	  MINUTES)	  IS	  $135.00	  FOR	  INITIAL	  INTAKE	  ($125.00	  FOR	  EACH	  VISIT	  AFTERWARD).	  	  IN	  SOME	  SITUATIONS	  
WHERE	   THE	   STANDARD	   FEE	  WOULD	   CAUSE	  A	   SEVERE	   FINANCIAL	  HARDSHIP,	   CLIENTS	  MAY	  APPLY	   FOR	   REDUCED	   CHARGES.	   	   CLIENT	  ASSISTANCE	   FUNDS	  
COME	  FROM	  DONATIONS	  FROM	  INDIVIDUALS,	  CHURCHES,	  AND	  BUSINESSES.	  	  	  
	  

WE	   HAVE	   CONTRACTUAL	   ADJUSTMENTS	  WITH	   DIFFERENT	   SPONSORING	   ORGANIZATIONS	  WHICH	   ALLOW	   FOR	   ADJUSTED	   FEES.	   	   	   YOUR	   FEE	  WILL	   BE	  
DISCUSSED	  WITH	  YOUR	  COUNSELOR.	  	  ANYTIME	  YOU	  HAVE	  FINANCIAL	  QUESTIONS,	  PLEASE	  DISCUSS	  THEM	  WITH	  YOUR	  COUNSELOR.	  
	  

CANCELLATIONS	  AND	  MISSED	  APPOINTMENTS:	  CLIENTS	  ARE	  REQUESTED	  TO	  GIVE	  A	  MINIMUM	  24-‐HOUR	  NOTICE	  TO	  CANCEL	  APPOINTMENTS.	  
APPOINTMENTS	  CANCELLED	  WITH	  LESS	  THAN	  24	  HOURS’	  NOTICE	  OR	  APPOINTMENTS	  MISSED	  ARE	  SUBJECT	  TO	  A	  CHARGE.	  	  	  
	  

INSURANCE	  COVERAGE:	  
THE	   CENTER	  WILL	   ASSIST	   YOU	   IN	   FILING	   FOR	   INSURANCE	   BENEFITS	   FOR	   COVERED	   SERVICES.	   	   IF	   YOU	   INTEND	   TO	   APPLY	   FOR	   INSURANCE	   COVERAGE,	  
PLEASE	  PRESENT	  INSURANCE	  POLICY	  INFORMATION	  OR	  A	  CURRENT	  INSURANCE	  IDENTIFICATION	  CARD	  AT	  THE	  RECEPTION	  AREA	  PRIOR	  TO	  YOUR	  SESSION.	  	  
A	  PHOTOCOPY	  OF	   YOUR	   INSURANCE	   INFORMATION	  WILL	  BE	  MADE	  TO	  ASSURE	  THAT	  ELIGIBILITY	  OF	  COVERAGE	  CAN	  BE	  VERIFIED	  AND	  THAT	  ACCURATE	  
CLAIMS	  CAN	  BE	  FILED.	  	  FULL	  STANDARD	  FEE	  OF	  $125.00	  ($135	  INITIAL	  VISIT)	  MUST	  BE	  CHARGED	  WHEN	  BILLING	  ALL	  INSURANCE	  COMPANIES.	  
	  

I	   AUTHORIZE	   THE	   RELEASE	   OF	   ANY	   MEDICAL	   INFORMATION	   NECESSARY	   TO	   PROCESS	   INSURANCE	   CLAIMS	   FILED	   ON	   MY	   BEHALF.	   I	   HEREBY	   ASSIGN	  
PAYMENT	   OF	   INSURANCE	   BENEFITS	   TO	   THE	   COUNSELING	   CENTER.	   	   I	   ACKNOWLEDGE	   THAT	   I	   AM	   FINANCIALLY	   AND	   LEGALLY	   RESPONSIBLE	   FOR	   THE	  
PAYMENT	  OF	  SERVICES	  RENDERED	  WHETHER	  MY	  HEALTH	  INSURANCE	  COVERS	  SERVICES	  RENDERED	  OR	  NOT.	  
	  

I	  HAVE	  READ	  AND	  UNDERSTAND	  THE	  CENTER’S	  POLICY	  ON	  NOTICE	  OF	  PRIVACY	  PRACTICES,	  CHARGES,	  INSURANCE	  BILLING,	  CANCELLATIONS	  AND	  MISSED	  
APPOINTMENTS.	  	  I	  AGREE	  AND	  ACCEPT	  FINANCIAL	  RESPONSIBILITY	  FOR	  PAYMENT	  AND	  SERVICES	  RENDERED.	  	  I	  HAVE	  READ	  AND	  BEEN	  INFORMED	  ABOUT	  
HOW	  MY	  PRIVACY	  CONFIDENTIALITY	  WILL	  BE	  MAINTAINED	  BY	  THE	  COUNSELING	  CENTER	  @	  CONCORD.	  	  
	  

X____________________________________________________________DATE__________	  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  CLIENT/RESPONSIBLE	  PARTY	  	  
UPDATED:	  4/10/17	  
	  

	  
	  
	  
	  
	  


