Counselor:

COLUMBIA NORTHEAST COUNSELING SERVICES

9570 Two Notch Road, Suite 8
Columbia, South Carolina 29223
Mailing: Post Office Box 25453, Columbia, SC 29224
PHONE 803-782-5556 FAX 803-788-0914

INITIAL INFORMATION SHEET

Name: DOB:__/_ /__
Last First Middle

Address: City State Zip

Gender: L1Male [IFemale Occupation:

Telephone:(H.) (C) (W.)

E-mail Address:

Marital Status: [1Single [1Married [1Separated [ 1Divorced

Religious Affiliation: Minister:

Children: (Names and Ages)

Name of Your Insurance Company:
Insurance Address:
Primary Card Holder:
Relationship to Patient: [1Self [ISpouse [JChild/Parent
Insurance ID Number:

Security Number: - -

Name of Employer Holding the Policy

Employee Assistance Program: Number:

*Person to Contact in Emergency:
Phone Number: ( ) -




Counselor:

CONFIDENTIALITY
I place a high value on the confidentiality of the information that clients
share. This sheet was prepared to clarify my legal and ethical
responsibilities regarding this important issue.

RELEASE OF INFORMATION TO OTHERS: If for some reason there is
need to share information in your record with someone not employed here
(physician, family member), you will first be asked to sign a “Release of
Information” authorizing your counselor to transfer the information.

EXCEPTIONS TO CONFIDENTIALITY: There are several important

instances when confidential information may be released to others
WITHOUT your permission.

1. IFYOU THREATEN TO HARM YOURSELF OR SOMEONE ELSE and
your threat is believed to be serious, I am obligated under the law to take
whatever actions seem necessary to protect you or others from harm.

2. If we have reason to believe that you are ABUSING OR NEGLECTING A
CHILD OR ELDERLY PERSON, I am obligated by law to report this to an
appropriate state agency. This law also applies if you report that you have
reason to believe ANOTHER PERSON is abusing or neglecting the
same.

3. If you have been REFERRED TO THIS AGENCY BY THE COURT (Court
Ordered) you can assume that the court wishes to receive some type of
report or evaluation.

4. If you are INVOLVED IN LITIGATION OF ANY KIND and you inform
the court of the services that you received from us (MAKING YOUR
MENTAL HEALTH AN ISSUE BEFORE THE COURT), you may be waiving
your right to keep your records confidential.

In summary, I make every effort to safeguard the personal information
which you share with me. However, there are exceptions listed above
which are mandated by law and I want you to be fully aware of them
BEFORE counseling begins. Your signature below lets us know you have
read this and understand.

A

Date Client’s Signature




COLUMBIA NORTHEAST COUNSELING SERVICES

9570 Two Notch Road, Suite 8
Columbia, South Carolina 29223
Mailing: Post Office Box 25453, Columbia, SC 29224
PHONE 803-782-5556 FAX 803-788-0914

Initial Contract Form

Thank you for selecting Columbia Northeast Counseling Services, LLC for your therapy and/or evaluation
needs. So that we may prevent any misunderstanding regarding our policies, we request that you read and
sign this explanation of our policies.

Appointments:

o All new patients will have new patient forms that need to be completed. There are two means to
accomplish this; 1) show up 20 minutes prior to their appointment (the website is
www.colanecounseling.com), or 2) print out the required paperwork from the website and come
in five minutes early.

» From time to time schedules can change and we understand. Please call our office 24 hours in
advance to let us know if you need to cancel or reschedule your appointment or you may be
charged for the visit. The charge for a late cancel, late reschedule, or no show is half of the full fee
charged for a visit.

o Three missed consecutive appointments may terminate the counseling relationship.

If you show up late to your appointment, the appointment may be subject to cancellation.
If, for any reason, the counselor must cancel an appointment, the patient will be advised at the
earliest possible time and will not incur any financial penalty.

Medical Information:

e Form fees such as FMLA, Life Insurance, and other forms will be assessed $50.00 per form.

e Letters from your provider on the Medical Practice letterhead will be made available at a cost of
$50.00.

¢ Itis agreed that any of the counselors in the office may see the notes of the patient if involved in
the case of an emergency of patient care.

s IagreeIhave read and understand the HIPAA Notice of Privacy Practices.

Emergencies/After Hours

e Ifyou are having a life threatening medical or mental health emergency then first utilize the
emergency resources that are available through the local emergency room or you should call 911.

e Ifyou are having a non-life threatening urgent issue, then during normal business hours, the
receptionist will facilitate setting up an emergent/urgent contact.

Payment Policy

e The client is responsible for payments at the time services are rendered. All co-payments are due
at the time of service. Columbia Northeast Counseling Services, LLC accepts cash, personal
checks, MasterCard, and Visa. A $25.00 service charge will be assessed for returned checks.

» Exceptions to the above payment policy will be dealt with on a case-by-case basis.

Presenting your insurance card(s) will allow us to verify whether or not your insurance carrier is
one with which we routinely file claims. Failure to present all insurance information at the time of
service (primary, secondary, and EAP) may result in the loss of your benefit.

¢ Any problem with your insurance carrier that delays or prevents payment of claims is the client’s
responsibility.

I have read the above policies, understand, and agree with them.

Patient’s Signature Date



COLUMBIA NORTHEAST COUNSELING SERVICES

9570 Two Notch Road, Suite 8
Columbia, South Carolina 29223
Mailing: Post Office Box 25453, Columbia, SC 29224
PHONE 803-782-5556 FAX 803-788-0914

Medical History

Patient Name:

Family Doctor (PCP):

Have there been any changes in your health since your last appointment?
[INo [lYes
If yes, please describe:

Are you taking any medications, including over-the-counter medications?
[UNo [Yes
If yes, please specitfy name and dosage:

Do you have any problems with your health (e.g. digestive problems, chronic pain)?
[ONo [lYes
If yes, please specify:

Do you now or have you ever had any of the following? (Check all that apply)

[JUnusual habits [OHearing problems
[JNervousness/panic [OVision problems
[JAsthma (UMemory problems
[JSeizures or convulsions [JAnemia

[JHeart conditions [JHigh blood pressure
[JSubstance use [1Tobacco use
[JCaffeine use [1Chronic headaches
[1Diabetes C1Arthritis
(Significant physical injury/trauma  [IBleeding problems
[1Sleep problems (Tics
[1Eating problems [(1Other:

Please chose those illnesses which have been present in family members. Please list the



family member.

[1Allergies [1Asthma

[JSeizures [JNeurological problems
[IDiabetes [OHigh blood pressure
USchizophrenia [JAnorexia/Bulimia

(O Depression [0Obsessive-compulsive disorder

Please rate how your problem(s) or emotional status are currently functioning in the
following areas.

Family Relations: [ ]None LIMild [ IModerate [lSevere
Work/School Performance: [ 1None OMild [1Moderate [Severe
Social Relations:[[1None [IMild [IModerate [ISevere

Signature of Patient Date



COLUMBIA NORTHEAST COUNSELING SERVICES

9570 Two Notch Road, Suite 8
Columbia, South Carolina 29223
Mailing: Post Office Box 25453, Columbia, SC 29224
PHONE 803-782-5556 FAX 803-788-0914

Self-Assessment

Name:

What is happening in your life which resulted in this appointment?

What would you like to see accomplished in therapy?

Chief Complaints (Check all that apply to you)

[JDepression L Thoughts racing

C1Low energy CICannot hold onto an idea
CILow self-esteem [l Excessive behavior

[JPoor concentration L1Delusions/Hallucinations
[JHopelessness [INot thinking clearly
[IWorthlessness Ol Feeling that you are not real
OGuilt [ISleep disturbance (More/Less)
[(Lose track of time [JAppetite disturbance (More/Less)
[1Unpleasant thoughts ~ [JThoughts of hurting self
[JAnger/Frustration [1Isolation

[JEasily agitated/annoyed [1Sadness

O Defies rules [Stress

[CIBlames others [JAnxiety/panic

[JArgues [JHeart pounding/racing

O Excessive use of drugs [1Excessive use of alcohol

[IChest pain ClExcessive use of prescription medications
CJTrembling/Shaking [ISweating

[JBlackouts [JChills/Flashes

CITingling/Numbness [1Physical abuse issues
COFear of dying [ISexual abuse issues



[ INausea LISpousal abuse issues

[1Phobias [JObsessions/compulsive behavior
[(JOther:

Previous outpatient therapy? [1No Yes, with

When?

What was accomplished?

Previous hospitalization for mental health treatment? [JNo [IYes
When?
Where?
Treatment:




COLUMBIA NORTHEAST COUNSELING SERVICES

9570 Two Notch Road, Suite 8
Columbia, South Carolina 29223
Mailing: Post Office Box 25453, Columbia, SC 29224
PHONE 803-782-5556 FAX 803-788-0914

Credit Card Payment Authorization Form

I have provided Suzanne W. Peebles, M.Ed., LPC with my credit card number and
authorize her office to keep my signature on file, and to charge my credit card account
(designated below) for all services, to include any sessions, any missed appointments,
any balances, and for all third party payments paid directly to me, that were due to
Suzanne W. Peebles, M.Ed., LPC.

I understand that this form is valid unless I cancel the authorization through written
notice and that an invoice for all paid balances will be provided to the authorized
cardholder, only upon direct request to the counselor.

Name on Credit Card:

(If a third party is the financially responsible party, client must provide a Release of Client Information
Authorization).

Type of Card: [1Visa [ IMasterCard (No AMEX or DISCOVER
accepted)

Credit Card Number:

CVS #: Expiration Date:

3 digit Security Code on back of card as provided on card

Cardholder’s billing address and zip code:

By signing this agreement, I assume sole responsibility for all unpaid balances; all
unpaid balances must be paid in full before scheduling future sessions with a counselor.

Cardholder’s Signature Date
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NUCC instruction Manual available at: www.nucc.org




