Jill W. Coxen, Licensed Professional Counselor

15215 S. 48th Street #152, Phoenix, AZ 85044
www.jillcoxen.com   ~     (480)203-0928 Phone     ~     jillwcoxen@gmail.com     ~     (480) 907-1215 Fax


 Patient Information
Name______________________________________________
Date of Birth_____________


Patient Partner/Parent Information (if applicable)

Name______________________________________________
Date of Birth_____________

Informed Consent for Consultation, Counseling and/or coaching

The Counseling “Fit”, Relationship, Purpose, Limitations & Risks: I understand that psychotherapy is a unique relationship (a combination of qualities similar to other professional relationships as well as qualities similar to other personal relationships).  I understand that I have a right to receive professional services and that counselor will set boundaries necessary and appropriate to the therapeutic relationship.  I understand that counseling may or may not be of benefit immediately, or may bring benefit at a later unexpected time in my life, if at all.  I understand that treatment may appear at times to be making the situation worse rather than better.  I understand that it is important to address any concerns with counselor and that I have the right to refuse any recommended treatment or to withdraw consent to treat and to be advised of the consequences of such refusal or withdrawal.  I understand that counselor uses a progressive, holistic and goal-oriented style of therapy which may or may not be comfortable for some people.  I understand that counselor will refer to a therapist that may be a better match for me if it is not an appropriate fit.

Counselor Experience, Qualifications and Style: I understand that the initial visit begins with a short consultation to ensure that counselor has qualifications, experience and services offered to meet client needs.  Counselor is a Licensed Professional Counselor (LPC) in the state of Arizona treating individuals, couples, families and groups for the purpose of providing counseling/psychotherapy, coaching and/or consultation.  Counselor does not prescribe medication.

Contact Agreement.  I authorize the provider or administrative/billing personnel above to contact me by any method provided during telephone and/or electronic client registration process.

Shared Office Space.  I understand that counselor is a sole proprietor and the practice is independent from other professionals in the building, including any and all professionals that share the office space in which treatment is provided.  I understand that my personal information may also be accessible to and/or exchanged with the other counselors who share office space and administrative/billing personnel.  I understand that therapeutic notes will not be exchanged with any other counselors without my written consent.

Treatment Process, Client Rights & Confidentiality: I understand that I have both the right and the obligation to participate in treatment planning and decisions and in the development and periodic review of progress. I understand that it is important to address any concerns that might get in the way of effective treatment as soon as possible; this includes therapeutic, scheduling or financial issues. I understand that either of us may discontinue services at any time; during the initial intake process or during treatment, for any reason (including failure to cancel appointments, non-compliance and non-payment).  I understand that information exchanged with counselor will remain confidential except in cases of danger to self, danger to others, abuse, neglect, court order, billing, harm to company (EAP only) or otherwise required by law.  I understand that if I choose to use a third party pay source (EAP/Insurance) counselor cannot guarantee confidentiality of such information as diagnosis and appointment dates.  I understand that I have a right to receive a copy of HIPAA NOTICE OF PRIVACY PRACTICES (federal law) and STATE OF ARIZONA CLIENT RIGHTS.

Appointments and Availability of services.  I understand that counselor attempts to offer all clients the ability to get the support they seek in a timely manner and that office hours range from 7:00a to 8:30p on weekdays.  High demand appointment times (after school, evenings and weekends) are likely to be limited in availability.  I understand that counselor has the right to limit scheduling of high demand appointment times to any particular client in order to meet the needs of other clients.  I understand that regular scheduling and attendance at appointments is one of the keys to a successful outcome in counseling.  

Missed/Cancelled Appointments.  I understand that I may be charged up to $50.00 for missed appointments or appointments cancelled with less than 24 hours notice.  I understand that repeated late cancellations or missed appointments will likely result in termination of treatment, or if I am using benefits provided through an Employee Assistance Program, I will be directed back to my company for a referral to another counselor.  

.

In the case of a minor child, I hereby affirm that I am a legal guardian of the child and that I authorize services for the child under the terms of this agreement.  I understand that all individuals with guardianship privileges have access to records.

Client/Guardian Signature: ___________________________________________________________________________________________  Date: _____________

FINANCIAL AGREEMENT
If you choose to use insurance/EAP benefits, it is your responsibility to complete the insurance/EAP benefit worksheet prior to the first appointment.  The patient or responsible financial person (if patient is a minor) is responsible to ensure that pre-certification or prior authorization is obtained through your insurance company or EAP provider prior to the initial session.

PLEASE CALL YOUR INSURANCE/EAP PLAN TO ANSWER THE FOLLOWING QUESTIONS:

iNSURANCE/EAP PLAN NAME: ___________________________________

insurance/eap PLAN PHONE NUMBER: __________________

Is counseling a covered service under my plan?     (Y)     (N)

Does my plan cover individual counseling?      (Y)     (N)

Does my plan cover couples/family counseling?     (Y)     (N)

Does my plan cover group counseling?     (Y)     (N)

Is preauthorization required for counseling services?     (Y)     (N)

If yes, authorization#: ______________________________________________

Is my provider considered “in network” or “out of network”?   (IN) (OUT)

If “out of network,” do I have “out of network” insurance benefits?(Y) (N)

Do I have a co-pay or co-insurance per visit?     (Y)     (N)   

If yes, how much do I pay my provider at each session?    $​​​​​_________

What is my deductible for counseling services? _____________________

Is my deductible combined with medical or separate? ________________

How much of my deductible have I met this insurance year? ___________

Is there a yearly session limit?     (Y)     (N)

If yes, # sessions allowed _________ # sessions used _________

Is my insurance based on a calendar year?     (Y)     (N)   

If no, what is my insurance year? _________________

Is there a yearly dollar limit?     (Y)     (N)   

If yes, how much have I used this year? ______________________

Is there a limit to the number of daily/weekly sessions?     (Y)     (N)

If yes, what is the limit? ________________________________________

Are there any diagnostic or billing codes my plan does not cover? ____________________________________________________________

Responsible Financial Person/Insured

(if different from Patient/Parent)  (must be age 18 or older)

Name________________________________________________

Address______________________________________________

City_________________
State_________
Zip______________

Phone________________________________________________

Email Address_________________________________________

Date of Birth_____________


Employer ________________________________________________

Responsibility for Payment.   Payment is due at the time service is rendered by cash, check or debit/credit card.  If you choose to use EAP/insurance, Co-Payment will be collected at time service is rendered.  If, for any reason, insurance/EAP fails to pay for part or all service(s) provided, the balance due is to be paid by you.  Insurance does not cover supplies, books, or any charges that are incurred by late cancellations or failure to cancel a session.  Payment for services is ultimately your responsibility.  In the event any balance due is not paid as agreed, the undersigned jointly and severally agree to pay for services provided as well as reasonable collection and/or legal fees incurred by provider to collect, which will not exceed 20% of unpaid balance.

Authorization to Bill Credit/Debit Card.  This provider collects information electronically to secure future appointments and payment (you will need to provide a valid credit or debit card).  Your credit card will be charged only for agreed upon fees such as co-payments, supplies, books, failure to cancel or late cancellation charges and for any sessions not reimbursed by a insurance/EAP and not otherwise collected.

Authorization to Bill Insurance.  Signing this consent authorizes me (the provider) to release/exchange information to any individual/company/insurance carrier necessary based on information provided by client to collect payment.  I have agreed to discount my fees with many insurance companies and employee assistance programs.  I will collect the appropriate co-payment and submit claims directly to your insurance.  You are responsible for co-payments, co-insurance, non-covered services or deductibles.  If pre-certification or prior authorization is not obtained in a timely fashion, the patient will be responsible for the appointment fee. Please note that these fees are adjusted accordingly by your insurance company or EAP if services are covered.  If your insurance company does not provide payment in a timely fashion, a statement will be provided for you.  Upon receipt of the statement, we suggest that you contact your insurance carrier immediately to request they process your claim.  Should you receive any correspondence from your insurance company in regard to your services in this office you must respond to that correspondence n order to have the claim processed and paid.  Please remember that insurance is considered a method of reimbursing the patient for fees paid to the provider and is not a substitute for payment.  Some companies pay fixed allowances for certain procedures and others pay a percentage of the charge.

***You will need to bring your insurance card to the first appointment***

Patient/Authorized Financial Person Signature: __________________________________________________________________________  Date: _____________

PRESENTING PROBLEM (Briefly describe the reason you are currently seeking counseling services)
	


CURRENT SYMPTOMS (Check only those items that apply)
	
	Mild
	Moderate
	Severe
	
	Mild
	Moderate
	Severe
	
	Mild  
	Moderate
	Severe

	relationship problems
	[  ]
	[  ]
	[  ]
	appetite disturbance
	[  ]
	[  ]
	[  ]
	emotional/verbal/physical/sexual trauma victim
	[  ]
	[  ]
	[  ]

	anxiety
	[  ]
	[  ]
	[  ]
	bingeing/purging
	[  ]
	[  ]
	[  ]
	emotional/verbal/physical/sexual trauma perpetrator
	[  ]
	[  ]
	[  ]

	panic attacks
	[  ]
	[  ]
	[  ]
	laxative/diuretic abuse
	[  ]
	[  ]
	[  ]
	poor grooming
	[  ]
	[  ]
	[  ]

	phobias
	[  ]
	[  ]
	[  ]
	anorexia
	[  ]
	[  ]
	[  ]
	fatigue/low energy
	[  ]
	[  ]
	[  ]

	depressed mood
	[  ]
	[  ]
	[  ]
	hyperactivity
	[  ]
	[  ]
	[  ]
	significant weight gain/loss
	[  ]
	[  ]
	[  ]

	elevated mood
	[  ]
	[  ]
	[  ]
	aggressive behaviors
	[  ]
	[  ]
	[  ]
	obsessions/compulsions
	[  ]
	[  ]
	[  ]

	mood swings
	[  ]
	[  ]
	[  ]
	conduct problems
	[  ]
	[  ]
	[  ]
	paranoid
	[  ]
	[  ]
	[  ]

	irritability/ agitation
	[  ]
	[  ]
	[  ]
	oppositional behavior
	[  ]
	[  ]
	[  ]
	delusions
	[  ]
	[  ]
	[  ]

	guilt
	[  ]
	[  ]
	[  ]
	sexual dysfunction
	[  ]
	[  ]
	[  ]
	hallucinations
	[  ]
	[  ]
	[  ]

	grief
	[  ]
	[  ]
	[  ]
	substance abuse
	[  ]
	[  ]
	[  ]
	dissociative states
	[  ]
	[  ]
	[  ]

	hopelessness
	[  ]
	[  ]
	[  ]
	addictive behaviors
	[  ]
	[  ]
	[  ]
	somatic complaints
	[  ]
	[  ]
	[  ]

	social isolation
	[  ]
	[  ]
	[  ]
	self-mutilation
	[  ]
	[  ]
	[  ]
	suicidal thoughts
	[  ]
	[  ]
	[  ]

	poor concentration
	[  ]
	[  ]
	[  ]
	sleep disturbance
	[  ]
	[  ]
	[  ]
	homicidal thoughts
	[  ]
	[  ]
	[  ]


MENTAL HEALTH TREATMENT (Provide information about previous experiences with counseling or hospitalization)
	REASON FOR TREATMENT?
	WHEN (dates)?
	WITH WHOM AND WHERE?
	OUTCOME?

	
	
	
	

	
	
	
	

	
	
	
	


	MEDICATION
	FOR TREATMENT OF:

	
	

	
	

	
	

	
	

	
	


PSYCHOTROPIC MEDICATION (Provide information about current or past experiences with psychotropic medication)
*** Confidential - contains Privileged Communications protected under A.R.S. 32-3283  and ***
*** Federal Confidentiality Rules (42 CFR Part 2 & 45 CFR Parts 160 & 164)  - Unauthorized disclosure is prohibited ***
*** Confidential - contains Privileged Communications protected under A.R.S. 32-3283  and ***
*** Federal Confidentiality Rules (42 CFR Part 2 & 45 CFR Parts 160 & 164)  - Unauthorized disclosure is prohibited ***

