Melissa L. Kilbride, LICSW
316 F Street, NE  Suite #212
Washington, DC   20002
Phone: 202-630-4553
  
melissakilbride@gmail.com         

Identifying Information

Name:_______________________________Date:________________

Birthdate:______________________                 

Local Address:_________________________________________________




(street)

(city)

(state)

(zip)

Permanent Address:_________________________________________________

(street)

(city)

(state)

(zip)

To (re)schedule appointments, where may I contact you?

(Home phone________________________    (Cell/Work:___________________________

May I leave a message at this number?

Home

(  Yes   (  No








Cell

(  Yes   (  No
Who may I contact in case of an emergency?

Name:   __________________________________________  
Phone:  _____________________

Address: _________________________________________________




(street)

(city)

(state)

(zip)

Relationship to you:____________________________

Were you referred by someone?

(  Yes
   by whom?____________________________________

(  No 
Please complete the following:

Gender:  
M(    F(
Relationship Status:        ( Committed Relationship         (  Single      
 (  Married                                                     (   Separated/Divorced   (  Domestic Partnership             (  Widowed

Ethnic/Racial Identity:________________________________________
Religious/Spiritual Identity:
Education/Profession:

Highest level of education achieved:

(     High School                Graduated:  yes/no
·  College

  Graduated:  yes/no
·  Graduate School        Graduated:  yes/no
Highest degree obtained                _____

Current profession: __________________________________
Current employer: ______________________________________
Clinical Information:

Have you ever had previous counseling or psychotherapy?  ( Yes    ( No

If “yes,” by whom, when and for what? ____________________________

_______________________________________________________

_______________________________________________________

Have you ever taken psychotropic medications?                    (  Yes    ( No 

(Psychotropic medications are those prescribed for mental illnesses or related issues like sleep disorders, depression, anxiety, bipolar disorder, schizophrenia, etc…)

If so, which ones? ___________________________

Have you ever been hospitalized for a psychiatric reason?   (  Yes    ( No

Have you ever made a suicide attempt/gesture?   ( Yes    ( No

Please list any current or chronic health problems:
_______________________________________________________
_______________________________________________________

_______________________________________________________

Please list any current medications, including birth control (prescribed & OTC): _______________________________________________________
In the space below, please describe your reason(s) for seeking services: ______________________________________________________________________________________________________________

_______________________________________________________

___________________________________________________
___________________________________________________

___________________________________________________
Please use the scale below to indicate your current level of distress 
on the following items:

	                                                                                     No                         Minimal                      Moderate                     Urgent    

                                                                                 Concern

	Academic/Occupational Concerns
	0
	1
	2
	3
	4
	5

	Perfectionism
	0
	1
	2
	3
	4
	5

	Financial Concerns
	0
	1
	2
	3
	4
	5

	Relationship w/ Family or friends
	0
	1
	2
	3
	4
	5

	Relationship w/ romantic partner
	0
	1
	2
	3
	4
	5

	Sexual orientation concerns
	0
	1
	2
	3
	4
	5

	Racial/Cultural issues or conflict
	0
	1
	2
	3
	4
	5

	Recent loss or death
	0
	1
	2
	3
	4
	5

	Loneliness
	0
	1
	2
	3
	4
	5

	Low self-esteem, self-confidence
	0
	1
	2
	3
	4
	5

	Depression
	0
	1
	2
	3
	4
	5

	Anxiety, fears, worries
	0
	1
	2
	3
	4
	5

	Irritability, anger
	0
	1
	2
	3
	4
	5

	Sleep problems
	0
	1
	2
	3
	4
	5

	Eating problems
	0
	1
	2
	3
	4
	5

	Body image concerns
	0
	1
	2
	3
	4
	5

	Sexual concerns
	0
	1
	2
	3
	4
	5

	Concerns regarding sexually transmitted diseases
	0
	1
	2
	3
	4
	5

	Survivor of abuse (emotional, physical, sexual)
	0
	1
	2
	3
	4
	5

	Problems with alcohol 
	0
	1
	2
	3
	4
	5

	Problem with drugs
	0
	1
	2
	3
	4
	5

	Other addictive concerns
	0
	1
	2
	3
	4
	5

	Cutting/Self-injurious behavior
	0
	1
	2
	3
	4
	5

	Suicidal thoughts/behaviors
	0
	1
	2
	3
	4
	5

	Fear of endangering others
	0
	1
	2
	3
	4
	5


Thank you for completing the paperwork.  Data is solely used for the purpose of understanding treatment concerns and will be held strictly confidential.

Melissa L. Kilbride, LICSW

316 F Street, NE  Suite #212
Washington, DC   20002
Phone: 202-544-4466/202-630-4553

     

melissakilbride@gmail.com         

Outpatient Services Contract
Welcome

The Outpatient Treatment Contract contains important information about my professional services and business policies, and answers the questions clients often ask about therapy.
What can you expect from therapy?
Therapy assists in resolving personal difficulties and enables people to acquire skills, attitudes, and knowledge necessary to live a more positive and productive life. Many people enter therapy hoping to get quick relief from the distress they are experiencing and they want to see immediate results. It is important for us to talk about your needs, expectations, and therapeutic goals at the onset of therapy as well as to assess this regularly. Like every relationship, it takes time to establish trust and to build rapport with your therapist. It is not uncommon for people to resist change and, because of this, your symptoms may feel worse before they feel better. Because therapy can be hard work people are often tempted to quit prematurely. If this is something you are struggling with, please bring it to my attention so we can work through it. Treatment length varies and it often depends on the severity of difficulties that you present. If at any point you are dissatisfied with the services you are receiving please discuss this with me so we can find a viable solution.    

I believe that incorporating qualities like honesty, humor, and candidness, can be beneficial both in developing the therapeutic connection and reaching goals. Ultimately, I find that my therapeutic style is led by your needs and desires. Some people may enjoy more directed or guided therapy while others want it to be less interactive. As we get to know one another we will work towards finding the style that feels most comfortable to you and will be most advantageous in reaching your goals. 
Sessions are typically once per week for 50 minutes.
What can you expect from the initial visit and assessment?

During our first meeting, I will be asking questions to gather information about your personal, social, occupational, developmental, and psychiatric functioning and history to learn about you and the concern(s) that have brought you to therapy.  This meeting should help clarify and identify your treatment options.  Our initial assessment may take 1 to 3 sessions.  During this time, I may ask your permission to contact previous providers to obtain past treatment information.  This is an essential time period for you to ensure that I am a good fit for your personal needs. Establishing a professional, therapeutic relationship with me is a mutual decision based on these factors.  If you choose not to receive services with me, I can provide you with the names of other qualified professionals that may better assist you.

My credentials and clinical background
I completed my undergraduate studies at the University of Michigan – Ann Arbor with a Bachelor of Arts Degree in Communication Studies. I earned my Master’s Degree in Social Work, with a concentration in Mental Health, from the Jane Addams College of Social Work at The University of Illinois at Chicago. I hold clinical licenses in the District of Columbia, Virginia, Maryland and Illinois. I have worked with clients of varying ages across a multitude of settings including:  schools, inpatient facilities, hospitals, outpatient clinics, and in my private practice.
How much do services cost?

The fee for one therapy session (50 minutes) is $140. If other professional services are requested such as report writing, telephone consultations longer than 10 minutes, or preparation of treatment records, my hourly fee is $140, which would be prorated if necessary. Payment is expected at the end of each session in the form of cash or check. Returned checks are subject to an additional charge equal to the bank fee that I incur.  If you refuse to pay your debt, I reserve the right to use an attorney or collection agency to secure payment.  If you plan to use in-network health insurance benefits, it is your responsibility to know your co-payment and deductible. Please note that you will be responsible for the full fee up until your deductible has been reached.  All copayments are due at the time of session.  You are fully responsible for fees for services rendered should your insurance company deny any claims. If you plan to use out-of-network benefits, I can supply you with a receipt of payment for services which you can submit for reimbursement. Please note that not all insurance companies reimburse for out-of-network providers, you should contact them directly to ensure eligibility. 
What if you need to cancel or reschedule a session?

Any cancellations of appointments must be made at least 48 hours in advance of the scheduled session.  If you do not call to cancel and/or fail to show, you will be charged the full fee ($140) for that appointment.  I cannot bill insurance companies for missed appointment fees. Missed appointment fees will be charged to client’s credit card unless alternate arrangements are made. 
Please note that I reserve a weekly agreed upon time spot specifically for you. If you must cancel your appointment time for more than two weeks consecutively, I will no longer guarantee that time slot for you. If you know in advance that you will need to miss several consecutive appointments, please notify me as early as possible. 
In the case of inclement weather, please contact me as early as possible to let me know whether or not you will be able to make your scheduled session. I make every attempt to be in the office as planned and will notify you in the event I am unable to get there.

In the case of therapist emergency which results in the cancellation of your scheduled session, I will do my best to reschedule your appointment for an alternate time in the same week. However, if this is not possible, we will resume sessions at the regularly scheduled time. 

What if you need to contact me before your scheduled appointment?

I am often not immediately available by telephone. I do not answer my phone when I am with clients or otherwise unavailable.  You may leave a message on my confidential voicemail or send me an email.  I make every effort to return messages within 24 hours.  I do not receive text messages. 
What if you are suffering from a psychological EMERGENCY?

If you are in an emergency situation, call 911 or proceed to your nearest emergency room for immediate care.

What kind of records do I keep?

I am required to keep appropriate records of the psychological services that I provide. Your records are maintained in a secure location. I keep brief records noting that you were here, your reasons for seeking therapy, the goals and progress we set for treatment, your diagnosis, topics we discussed, your medical, social, and treatment history, records I receive from other providers, copies of records I send to others, and your billing records. 
Are my visits confidential?
The information you share in therapy is confidential and, generally speaking, will not be disclosed without your written permission.  There are some exceptions to these rules of confidentiality including: (1) If you are determined to be at imminent risk of self-harm or harm to another person, (2) if you disclose information pertaining to child or elder abuse, and (3) If I receive a court-order for your clinical record or to testify.  Additionally, if you elect to utilize health insurance benefits, identifying information, a mental health diagnosis, and some protected health information, may need to be released to your insurance carrier in order to receive reimbursement.
I certify by my signature below that I have read, fully understand and agree to abide by the terms of the Outpatient Services Contract.

_________________________________
________________

Signature of Client





Date

_________________________________
________________

Legal Guardian (if client is under 18)


Date
Melissa L. Kilbride, LICSW

316 F Street, NE  Suite #212
Washington, DC   20002
Phone: 202-544-4466/202-630-4553

     

melissakilbride@gmail.com         

Consent to Treatment

I acknowledge that I have received, read and understand the “Outpatient Services Contract.”

I do hereby seek and consent to participate in treatment by this therapist.

I am aware that the information I share in a therapy session is confidential and will not be disclosed to anyone without my written permission. Except when disclosure is necessary to protect myself or someone else from imminent harm, and when such disclosure is required by law (including for use of health insurance).

I am aware that the prediction of effects of psychotherapy/counseling is not exact.  I acknowledge that no guarantees have been made to me regarding the results of services provided by this therapist.

I am aware of the fee schedule, payment methods, and cancellation/missed session policies.

I am aware that I may terminate my treatment at any time without consequence, but I will still be responsible for payment of services rendered.  Likewise, nonpayment of fees will result in termination of professional services and fee collection for services rendered.

I am aware that this office and/or therapist are not responsible for any personal property or valuables that I bring into the facilities.

I am aware that this office and/or therapist are not liable for any accidents or physical injuries sustained while on the property.

I certify by my signature below that I have read, fully understand and agree with the content of this Consent to Treatment.

_________________________________
________________

Signature of Client





Date

_________________________________
________________

Legal Guardian (if client is under 18)


Date

Melissa L. Kilbride, LICSW

316 F Street, NE  Suite #212
Washington, DC   20002
Phone: 202-544-4466/202-630-4553
     

melissakilbride@gmail.com         


Financial Contract

This contract outlines my financial and business policies. My professional fee is $140 per therapy session (50 minutes). If other professional services are requested such as report writing, consultation longer than 10 minutes, or preparation of treatment records, my hourly fee is $140 (prorated if necessary).  Payment is expected at the end of each session in the form of cash or check.
If you think you may have trouble paying your bill on time, please discuss this with me so we can arrive at a solution.  If your account has not been paid for more than 30 days and arrangements have not been made, a collection agency may be utilized to secure payment.

Please complete (by initialing) the following:

____     Financial Relationship:  I agree that a financial relationship with this therapist will continue as long as the therapist provides services to me.  I agree to pay for services provided through the termination of services.

____     Accepting financial responsibility:  I understand that I am ultimately responsible for the services provided by this therapist to me, although other persons or insurance companies may make payments on my account.

____     Cancellation Policy:  Any cancellations of appointments must be made at least 48 hours in advance of the scheduled session.  If I do not cancel and/or fail to show, I will be charged the full fee for that appointment.

I understand that I am responsible for any balance due on my account. I authorize that my credit card be used for these balances.  In the event that I do not cancel an appointment within 48 hours, I authorize my credit card to be charged the cancellation fee. 
Type of Card: _________________    Card #: _______________________

Exp. Date: ___________________     3-digit security code: ______________

____________________
____           

_____  
     


Signature of Client

           


Date
     
(or person assuming financial responsibility)

 

