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Patient Intake Form
ELEASE PNINTCLEANLYAND COMPLETE ALL PAGESI

PATIENT:

LASTNAME FTRSTNAME M.I.

ADDRESS CITY STATE ZTP

TELEPHONE: HOME WORK ( CELL (

PAGER( )

DATE OF BIRTH- sEx 

- 

soctAl SECURITY NO.

MARITAL STATUS: (circtc) SINGLE Manied DMRCED WIDOWED

STIJDENT STATUS: (circlc): FLTLL-TIME PART-TIME NONSTUDENT

EMPLoYMENISTATUS: (circIc): FULL-TIME PART.TIME RETIRED DISABLED UNEMPLOYED

EMPLOYERS NAME

EMPLOYERS ADDRESS CITY, STATE, ZIP

ernergency notifln Case of an

Relationship: Telephone:

PRIMARY INSURA}.ICE COMPANY:

PATIENT'S INSURANCE ID#:

INSURANCE PLAN NAME: INSI.JRANCE GROI.JP NUMBER:

PREAUTHORUZATION III]MBER Of aoolicable):

(Onlv fill out if resoonsible oa4v different than above):

LASTNAME FIRSTNAME

RELATIONSHIP TO PATIENT: ! Parent; tr Legal Guardiaq tr O Other

AGE DATE OF BIRTH sEx SOCTAL SECURITYNO.

ADDRESS CITY STATE

TELEPHONE: HOME woRK(____J CELL( )

M.I.

ZIP

POLICYHOLDER'S INSURANCE ID#:

INSURANCE PLANNAME: INSURANCE GROUP NUMBER:

MARITALSTATUS:(Ci'GIE): MARRIED SINCLE DTVORCED WIDOWED

STIJDENTSTATUS:(ciro|e): FULLTIME PART-TIME NONSTTJDENT

EMPLOYMENT STATUS: (circle) FULL-TIME PART-TIME RETIRED DISABLED UNEMPLOYED

EMPLOYERSNAME



Client Name
SERVICE FEE AGREEMENT

D BClSA_1rcq. physiqt prior to 2nd scssion) O BgOpC
FEP (R Rcquircd)

Messa

ss#

O MEI}IC{D
SA (Mcdicrid. ABW or Bloct Grrnr)
COMpCARE (ConmChoicq Molinr Crerr Lrkcr)
H&TLTH PLUS P^RTNERS
MCIJI'REN HEAI.TH PTAN

fiITATHETLTHCARE
OTHER

oMEDIcARE(p^@
O CONN GEN OpC (CM*rirsr 20 vitit, il tO()'C ncxt tS r TSX)

O HAP
O VALI,E OPTIONS

O HEAI,THPLUS
O OTIIER INSURANCE

O PRIVATE pAy - f.- pcr initid intrlca, S pct 45-60 min. individuaUfamity scsrion" t pal'4

f 106( No shott Cailkl Yt',
-- 

-l,s, 

/a
hour groupldidactic scssion

ST of MI tS I St t & t t 8t9 prior appmrd req - Mrgcthr)
Managed Carc (Ford€hqrtcr)

_Bf1c 
Card (Our of Sratc ptan)

O BCA,{ASTER MEDICA.L Oi[od by tnsisnr?.id b cticril _

o coNN cpl s.r ,.Jl';'r*:1I# Ar 8c MrEs)

B PPOM

n'*, fil*n*"iJl:lliTFfiirffinff-*-:r9,.o.qv*,*rn orrhiaminor, r arn responribre
anothcr rcrpo-iul, 

"ail ;;;;;: 
co-p+'mco'+ or noa-rcinfiurubt" r.r"L*--iny rilemcne withr courl ordaod, ir u rgreorurl bctwecn thll prrty urd myrelf

,''., 
"."i 

lffr:::l"f i"#r""Tl*T*tffiff;:tr1#"#,*:ffif *rrrich wcre rnewered ro my

-PAYMENT 

IS DUE AND PAYABLE AT THE TIME THE SERYICE IS RENDERED.
lnitirl Hert

Clicnt Signaturc

Witness Signaturc

Gurrd ian/Guarantor Sigrature

Date

Date

Date

45-60 minute-ses$i

em reponsibr. tor O.r-

ln my lnsu'ncc covc'gc,

O:\spm2word\fuA\Oupatient Scrvicc Fec Agreenrcntdoc



To my Patients:

As you know if you have ever checked into a hotel or rented a car, the flrst thing you are asked for is a

credit card, which is imprinted and later used to pay your bill. This is an advantage for both you and the

hotel or rental company, since it makes checkout easier, faster, and more efficient.

Many of us psychologists have implemented a similar policy. You will be asked for a valid credit card or

debii card number (please provide the card to make a copy) at the time you enter treatment. The

information is held securely while your insurance company is billed and pays their portion. After that

time, any remaining balance owed by you will be charged to your card on file, and a copy of the charge

will be mailed to you upon request. As well, any no show or cancelation fees (5100.(X)) without the

required zlg hour notice will be charged to your card on file (insurance does not pay for these charges),

as stated in the agreement for services herein.

This will be an advantage to you, since you will no longer have to write out and mail checks. lt will be an

advantage to my services since it will greatly decrease the number of invoices needed to be generated.

you will also receive an EoB from your insurance with charges you owe such as deductibles and

copayments that are your responsibility. This will aid with any misunderstandings between you and

your insurance in terms of copayments, deductibles, etc. The combination will benefit everybody in

helping keep costs down, along with paying any outstanding fees for services rendered.

This in no way willcompromise your abiliw to dispute any charge or question your insurance company's

determination of payment. Thank you for your understandingl

Sincerely Yours,

Dr. Debra Lewis

Licensed Psychologist

I authorize Dr. Lewis to charge any outstanding balances on my account that will include charges such as

co-payments, deductibles, missed appointmentt and or fees my insurance company does not cover for

services rendered.

Visa ( 3 letters on back of cardl MasterGard {-3 numbers on back of card}

Account Number Exp. Date

Name on care (Please Print)

Address

Signature.

City

Date

Z,ip



Eave you been in trcatnent (for nental hcel.th isgues and/or drug/Plcohol)
bef,ore?
CIRCLE) YES NO (If .veg, pleege c@Dlete infornation belor:

REA,SOII FOR wHEtt (datcs) ? TrITS }IHOI{ A}ID HAERE? OIIrcOME?

IIEDICATIONS: (Pleaee ].igt qedicationr you are preaerrtly taking):

MEDICATION DOSAGA TIIIES PER DAT EiOR TREArIIEITT OF:

FAMILT
PBYSICIN{:

TELPHONE #: (-*L FAX #: (__J

PRESENTING PROBLEM: (WHY ARE YOU CURRENTLY SEEKING PSYCHOLOGICAL SERVICES)?



Patient Contract Form

When people start counseling they usually have a lot on their minds and do not always

remember details about my office policy and the required documentation to get started.

Therefore, I am providing my policies in writing. I encourage you to take this time to read these

through before your first appointment. Please feel free to bring up any questions you may have

concerning my policies.

1. Fees: Fees are S150.00 for the standard 45-minute individual psychotherapy session, 5225.00

for 60 minute couples/family therapy. The initial intake fee for individual (&couplesfamily

therapy) is 5250.

2. Cancellations: Cancelled appointments 48 hours in advance will relieve you of any financial

obligation for your reserved time slot. Failure to cancel 48 hours in advance will result in you

being billed the full fee of your scheduled session for individual, couples, and or family therapy.

This time is scheduled only for you so that without notice someone else in need of an

appointment time cannot fill it. You will be responsible for payment for that missed

appointment. Insurance reimbursement does not cover missed appointments. Payment in full
for the missed appointment is charged to your credit card on file or expected at the next

appointment.

3. Payment for professional services is expected at the time of each individual/couple/family
session. Checks can be made out to Dr. Lewis and given to me at the beginning of the session.

Or you may use Visa, MasterCard, or cash. You willthen be given a receipt if needed.

4. lnsurance: Many of the costs of outpatient psychotherapy are covered by health insurance.

Please check with your insurance company. Your insurance will be billed, but it is your

responsibility to know your deductible and or copayment information. There are a growing

number of insurance companies with an assortment of different types of policies and contracts.

It is crucialthat you find out what your individualcoverage is. These companies most often will
only provide you with the information regarding your coverage. Benefit information can be

obtained either through your personnel office at work or directly from your insurance company

by dialing the number on the back of your insurance card. The following guidelines will be

helpful:

Ask for details (how many visits per year, authorization requirements, copayment/deductible,

etc.) about outpatient substance abuse and or mental health coverage .

These services are for outpatient psychotherapy by a fully licensed psychologist in-network o



5. Termination: An orderly end of therapy has positive effects for patients. lt is suggested you

discuss openly with me your wish to end therapy at least few sessions prior to your last session.

A final closure session has proved to be very important for patients. Closure sessions help you

acknowledge and summarize what you have accomplished and discuss any unfinished concerns

you may have. While not required they are strongly recommended.

6. Notice of Privacy Practices (HIPPA): I acknowledge that I have read and understand the

disclosures for which are included in this intake package, and I am aware of how my medical

records may be used and or disclosed.

Client Name (print)

Client Signature/Date

Psychologist Signature/Date

www.dr.dl125@sbcglobal.net l 248.202.3779 Individual, Couples, and Family Therapy@2011



Itake missed appointments very seriously. I understand that things come up which are out of
your control which prompt the need to cancel an appointment in less than 48 hours. However,

this remains your responsibility to pay for your time. This time is scheduled only for you so that

without notice someone else in need of an appointment time cannot fill it.

Cancelled appointments 48 hours in advance will relieve you of any financial obligation for that

time slot. This can be done by sending a voicemail or email. lf dqne by qglail orjgxt youleed to ,
have confirmation from me stating that I have received it. # tfSi,*/t/o 5 h'ur/C^'rt c-( F--'-

Failure to cancel 48 hours in advance will result in your being billed the full fee of your

scheduled session for individual, couples, and or family therapy.

lf our schedules allow for another appointment in the same week you will not be responsible

for payment for that missed appointment.

lnsurance reimbursement does not cover missed appointments. Payment in fullfor the missed

appointment is charged with your credit card on file or expected at your next appointment.

I am willing to have a telephone session with you if you are unable to make it into the office for

an appointment so that you can still receive my services.

As your Psychologist, I consider any feelings and thoughts you have about being charged for a

missed appointment as therapeutic and invite you to discuss them with me.

Client Name (print)

Client Signature/Date

Psychologist Signatu re/Date

www.dr.dl125@sbcglobal.netl248.202.3779 lndividual, Couples, and Family Therapy@2011



Name

PRESENTING PROBLEM:

INTEGRATIVE FORMULATION (brief summary of assessment)

Adult Intake

DSM DIAGNOSIS AND CODE NUMBERS

Axis I

Axis II

Axis lll
Axis IV

Axis V GAF: Current:

Clinically Recommended LOS: (Months) (# of Sessions)

Type of Treatment: ltndividual lcroup flFamily flDidactics

Frequency:

Modaliry: [oP ntoP [eHn [other

Therapist signature (when needed) Date

'Iherapist signature

Physician's Comments (when ncedcd):

Date

Date

Therapist's Response (when needed):

'Iherapist signature (when needed)

C:\.spm2word\AA\ lntake Assessment for Adults.doc
Date



CONSENT FOR DISCLOSURE

I hereby request and authorize '

medical record to thc sourcc indicated below:

NAME/NTLE

Social Security #:

written, verbal or electronic information or reports from my

'Clicnt Namc:

ADDRESS PHONE CLIENT INITIAI.S

rHospital

rPhysician

Employer B encfits\Pcrsonncl

EAP Representative

CDR\CRO\Catekeeper

Monthly

YN

(Mry bc uscd regrrding rudit or rcinrburscnrcnt rppcals)

Significant Oh",

*Emergency Contact

*Third Party Payor f1s\-\(-q.(\ c e
(Mey bc uscd regarding aridil or rcinrburscmcnt appeels)

Card Holder/Insured

Parole/Probation Offrcer

Parcnt lLegal Guardian

Attomey

YN
Mon0rly

Responsible Parry

Other

This consent may be rcvoked by me at any time by oralor writtcn noticc to this progrsrl cxccpt to the cxtcnt that action has becn takcn in r"li*"" on it If not previouslyrevoked, this conscnt cxpircs onc (l) year from date of signature unless more specific conditions are stated below.

EVENT, DATE, OR CONDITION:

I am rwerc thrt thc purposc or nccd for thi.y'thcsc dirclocure(r) ir to .rrirl lhc $rtf in csteblishing rnd crrrying out my carc plrn. Scc rcvcrscrldcforrpcclllctypcroflnformellontobcdkclorcd. lhrvcrcvlcrcdthclnformrtlononbothsldrsofthlsform.

CLIENT SIGNATTJRE
DATE

Client is unable to give consent because:

AI.J'THOzuZEDSIGNAM
DATE

WITNESSEDBY

(rMurt bc complctcd for cvcry clhnt)

DATE



/Conscnt for Dieclosurc
Ptgc2

SOTJRCE

iHOSPITAL

*PHYSICIAN

EMPLOYER BENEFITS/
PERSONNEL

EAP REP

cDR/CRO/
GATEKEEPER

SIGNIFICANT
OTHER

TEMERGENCY

CONTACT

*THIRD PARTY
PAYOR

CARD HOLDER/
INSURED

PAROLSPROBATION
OFFICER

PARENT/LEGAL
GUARDIAN

ATTORNEY

RESPONSIBLE
PARTY

OTHER o Status in

INF oRJvTATToN To BE RELEASED (Merr rt o'r rbr. rppry 116 er tr cr (f) cr.r'r{T rNmALs
+

o Erncrgcncy mcdicaVclinical information o Othcr o All

o Emcrgcncy mcdical/clinical information o status in trcatncnt o othcr
o All

o Dalcs of trcatmcnt o sirtus in treatmenr o Diagnosis o Attcndancc
o Trcltmcnr rccornmcndations o Dischargc summrry o Aftcrcarc prar

o Datcs of trrcatncnt o Status in rrcatment o Diagnosis o Attcn&ncc o progrcss rcporaso Trcatmcnt rccornmcndations o Dischrrgc sumrn'ary o Affcrcarc ptur o otircr

o Dates of tscalmcnt o status in trcatmcnt o Diagnosis o Ancndance o progress rcportso Trcatmcnt rccommcndations o Dischargc summiary o Aftcrcarc pran o odrcr

o Datcs of trcatncnt o Status in trcatmcnr o Diagnosis o Attcndancc
o Treatmcnt rccommcndations o Dischargc Sumrn'ary o Aftcrcarc ptur
o All

o _Emcrgcncy mcdicauclinical information o Datcs of treabncnt o status in treatmcnto Diagnosis o Attcndancc o progrcss rcports o Trcauncnt rccommcndations
o Othcr_ oAll

o Basic dcmographic information o Diagnosis o Scrviccs providd o b"t", of trcatmcnl

o Datcs of trlafncnt o Status in trcatmcnt o Diagnosis o Attcndancc O progrcss rcportso Billing o Other_ o All

o Datcs of trcatmcnt o Status in trcatmcnt o Diagnosis o Attcndancc o progrcss rcportso Trcatmcnt rccornmcndations o Dischargc sumriary o Afrcrcarc pran o other

o Datcs of trcatmcnt o Status in trcatrncnt o Diagnosis o Attendancco Trcatmcnt rccommcndations o Dischargc a;;'t o Aftcrcarc plano All

o Datcs of trcatmcnt o status in lrcatmcnt o Diagnosis o AJtcndancc o progrcss rcporlso Trcatmcnl rccommcndations o Dischargc sutiilry o Affcrcarc t"n o otircr--
o Datcs of trcatmcnt o status in treatmcnt o Diagnosis o Attendancc o progrcss rcportso Billing o Othcr_ o All

trcatmcnt (spccifr below exactly what is to be rereased, incruding purpose for rerease):

o Progrcss rcports
o Othcr

o Progrcss rcports
o Othcr

o Cost of scrviccs o Othcr o All

o Progrcss rcports
o Other

If any information to bc released is dilfercnt from above, state here:

ffirurthcr dbclor,rs of oic infonmrion -1.', ru'rllJi*ilt,,Jtl;,.rrry p";r;iJ ty.t'Jii.li il,*n, or,* *r.n ro whom r ocr

"'#l'Tl;1.iff:Hffi1";',h;tr#5fi;X;iiffii"["iffi;K#'ffi:.il":?"roisp*[sc-n;;;;;E:1fiX,;m,:f#,,3'X 
'

(rMurt bc complctcd for cvcry cilcnt)
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TREATMENT PLAN:
Name:

(I have participated in the development of my treotment plan and have been offered a copy of my plan.

Client Signature

Staff Signature
G :spm2word\l P\Treatment Plan.doc
0t/04
08/06, t2/07

Clinical Problem # (in client's own words)

Goal (desired outcome)(in client's own words)
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Strengths: Health & Safety Risks/Needs:

Needs:

Abilities: Relapse Prevention Plan:

Preferences:

PROJECTED DISCHARGE DATE:

Obiectives(steps client will take) lnterventions(methods/modal ities-therapist)

Date



- 
charges in full. (Please read and sign full disclosure of "Financial Agreement and Record Policy'')

$35"00 fee witt Ue charged for all checks returned by the bank for NSF or any other reason (payment is due before

any firttrer sessions).

attempt to call tfyouwill be more than l0 minutes late.

rendered.

deductible.

charges, in addition to a $25.00 administration fee.

letters, etc.

understanding that such fieatnent may or may not be of benefit.

Please Print Patient'slResponsible Parties Name:

Signature of PatienUGuardian/ Responsible Party:

Date:
(Please SignName and date)

(Please Circle Relationship to patient (must be l8 years of age or older)):
Patient; Parent; Legal CustodiaL Parent; Guardian

Ifitneas: Date:


