Client Intake Information Sheet
Date: ________________
Client Name: First _______________________ Middle_______________ Last __________________________
Address: _____________________________________ City ________________ State_____ Zip_____________
Phone _____________________________		 How long at this address? __________
Date of Birth _______________ 			Place of Birth ______________________
Age ______ Sex ______ Weight ______ Height ______ Hair ______ Eyes ______
Race/Ethnic Background _____________________________________________________________
Referral Source/Name________________________________________________________________
Employer/School Name_______________________________________________________________
 Marital Status ____________ Spouse Name ______________________________________
Emergency Contact Person ________________________________ Phone _________________
Guardian(s) Name and phone if applicable
Mom ________________________________________ Phone _______________________________
Dad _________________________________________ Phone _______________________________
Address: ____________________________________ City __________________ State_____ Zip ___________
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Primary Insurance ____________________________	Insured Name _____________________________ 
Member ID# _________________________________	Insured DOB ______________________________
Insured’s Relationship to Patient _________________

Secondary Insurance _________________________	Insured Name _____________________________
Member ID # ________________________________	Insured DOB _____________________________
Insured’s Relationship to Patient ____________________

Presenting Problem __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Confidential Brief Health Information Form

Today’s Date: 	__/	__/	__
	
Name: 		Birth Date: 	/	/	
Please check any of the following for which you or your child have current  medical concerns or are currently being treated for:
	 allergies		 headaches		 heart disease		 asthma
	 irritable bowel		 diabetes		 sleep problems		 chronic pain
	 epilepsy/seizures		 emotional problems		 arthritis		 hearing problem	 vision problems		 stomach problems		 cancer		 thyroid problems
	 blood pressure		 head injury
Please list any prior mental health services received: _______________________________	
Previous Therapist: ________________________________________________________________
Primary Care Physician: ____________________________ Date of last physical: 	
Please check any area where you believe is a CURRENT problem or issue:
	 anxiety, nervousness		 dental health		 work/academic
	 behavioral problems		 depression		 ADHD
	 parenting		 sleep		 stress
	 physical health		 trauma		 anger
	 guilt		 relationships		 eating/nutrition
	 weight/body image		 self-esteem		 alcohol/other drugs
	 compulsive behavior            ____ Other_________________________________________
Briefly describe you or your child’s:
Eating habits	
Sleep/rest	
Use of alcohol/other drugs	
Caffeine intake	
Smoking: 	
Physical exercise	
Hobbies/play	
Please describe any past or current medical concerns not listed above that you believe relevant
	
			
Client/Guardian Signature		Date



[bookmark: _GoBack]
Consent for Treatment
I hereby agree to treatment with Yountina Tona Ambis CADC, LCSW, BCN
I understand that all information regarding diagnosis and/or treatment is confidential and will not be released to any other agency or individual without my knowledge and written consent, except when required by law. I understand that Yountina Tona Ambis CADC, LCSW, BCN is required to report knowledge of current child abuse or neglect. I also understand that Yountina Tona Ambis CADC, LCSW, BCN may be released from confidentiality statutes if there is a serious intent to harm myself or others, and in cases of abuse or neglect. I have been provided an information card on Yountina Tona Ambis CADC, LCSW, BCN which includes an emergency/crisis process.
I further understand that Yountina Tona Ambis CADC, LCSW, BCN may consult with other professionals in order to provide the best treatment possible. Staff and any consulting psychiatrist may also speak with each other, as necessary, concerning my care. I understand that no identifying information will be used unless it is necessary. 
Additionally, I understand that as part of my healthcare record or treatment, I/my child may be photographed for internal identification purposes only. Client Photographs are part of the client health care record and intended for internal identification purposes only. Images cannot be reproduced or released to anyone without expressed written consent of the client, their legal guardian or their designated representative.
Email and texting are not always secure mediums of communication and confidentiality cannot be ensured; nor is it a reliable method of contacting counselors in crisis or non-crisis situations. Please telephone Yountina Tona Ambis CADC, LCSW, BCN directly to ensure prompt, confidential response.
In the event that Yountina Tona Ambis CADC, LCSW, BCN or staff must contact me, I give my permission for the following mediums, and my order of preference. 

My INITIALS here and signature below indicate my agreement to these forms of contact.
 
(    ) telephone call X____________ (    ) email message X____________ (    ) text message X ____________
X______ (initial) If you are unable to keep an appointment, please call the office 24 hours in advance or your absence will be counted as a session and you or your insurance or you will be charged for a no show fee of $30, some insurances cover this charge and some do not. If you are unable to keep your appointment, please contact us as soon as possible. Everyone's time is valuable, so if you consistently miss appointments without proper notification you will be removed from the schedule.
I have read, understand, and agree to the foregoing.

Client Printed Name: __________________________________	DOB: _____________________

_____________________________					_____________________
Signature of Client/Guardian						Date

Consent for Insurance Release

Yountina Tona Ambis CADC, LCSW, BCN is committed to protecting your confidentiality and right to privacy. In accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), Yountina Tona Ambis CADC, LCSW, BCN is required to obtain consent from you prior to releasing any information to your insurance agency. If you desire Yountina Tona Ambis CADC, LCSW, BCN to prepare your insurance claim, she needs your consent. This will also permit her to respond to requests by your insurance company for explanation of treatment necessity or authorizations request for services. Both are common requests by insurance companies necessary to complete authorization for services with Yountina Tona Ambis CADC, LCSW, BCN claim processing & reimbursement. Please understand this in no way allows for her to release any information regarding you or your treatment to any contractors, employers, government agencies, or any other third parties, except when stipulated by law. This is a strict statement regarding provision of information to your insurance company.


__________________________________				__________________
Client Printed Name					      	Date of Birth



__________________________________________________ 	__________________
Signature of Client/Guardian					Date


HIPAA Privacy Authorization for Use and Disclosure of Personal Health Information
This authorization is prepared pursuant to the requirements of the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its implementing regulations as amended from time to time.

You may refuse to sign this authorization.
By my signature below, I acknowledge that I have received and read the Notice of Health Information Privacy Practices. I have been provided a copy of, read and understand (agency name) HIPAA Privacy Notice containing a complete description of my rights, and the permitted uses and disclosures of my protected health information under HIPAA. Further, I acknowledge that any information used or disclosed pursuant to this authorization could be at risk for re-disclosure by the recipient and is no longer protected under HIPAA.
Client Printed Name: 	
	
Date of Birth: 	

Signature of Client/Guardian___________________________________________ Date __________

For office use only
_______________________________________________________________
This acknowledges that I have reviewed and answered questions about the client’s right to privacy.

			
Signature of Clinician	Date



Client Rights and Confidentiality Acknowledgement
Yountina Ambis CADC, LCSW has a commitment to keeping the information you provide and your clinical record confidential. Beyond our commitment to Ethical Standards, HIPAA and state law require it. You can give permission to our clinic in writing if you wish your information to be shared with specific persons outside our agency. There are exceptions when we can/must release information without your written permission. Your clinical information will be released without your written consent if: (1) it is necessary to protect you or someone else from imminent physical harm; (2) we receive a valid court order or subpoena that mandates we release your information; or (3) you are reporting abuse of children, the elderly, or persons with disabilities.
Clinician may, at times, consult with others regarding your treatment in order to provide you with the best possible services to meet your needs.
If your child is in treatment with Yountina Ambis CADC, LCSW and is a minor, she asks that parents/guardians agree and understand that most details of what their child or adolescent tells the therapist be kept confidential.
However, parents/guardians do have the right to general information about progress in treatment. The therapist may also have to share information that indicates the child/adolescent is in danger.

This is to acknowledge that I have read, understood, and agreed with the above information.

Client Printed Name: 	


			
Signature of Client/Guardian	Date

This acknowledges that I have reviewed and answered questions about the client’s rights and confidentiality as well as available services.

			
Signature of Clinician	Date




Consent for Electronic Calendar
Yountina Tona Ambis CADC, LCSW, BCN is committed to protecting your confidentiality and right to privacy. In accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), Yountina Tona Ambis CADC, LCSW, BCN is required to obtain consent from you prior to releasing or using any identifying information about you in correspondence, or utilizing methods such as the internet which are not secure, she needs your consent. Yountina Tona Ambis CADC, LCSW, BCN would like to utilize an electronic calendar which can be unsecure due to the limits of internet security. This will permit her to respond to requests for changes to her schedule or your appointment time more timely and increases available times that you may call or text her with any changes. Please understand this in no way allows for her to release any information regarding you or your treatment to any contractors, employers, government agencies, or any other third parties, except when stipulated by law or agreement. This is a strict statement regarding use of an electronic calendar that can be accessed via the internet. 

My INITIALS here and signature below indicate my consent.


First name with initial of last name, if needed X_______________




__________________________________				__________________
Client Printed Name						Date of Birth


________________________________________________ 		__________________
Signature of Client/Guardian				          	Date




---------------------------------------------------------------------------------------------------------------
OFFICE USE ONLY

Approved and Witnessed by

This acknowledges that I have reviewed and answered questions about confidentiality and the limits of internet security.

			
Signature of Clinician	Date


Client Bill of Rights / Informed Consent for Biofeedback

Yountina Tona Ambis CADC, LCSW, BCN offers Neurofeedback training for conditions associated with irregular brain and nervous system activity. Conditions may include ADD/ADHD, depression, anxiety, headaches, chronic pain, PMS, addiction disorders, digestive disorders and more.
Yountina Tona Ambis CADC, LCSW, BCN has an MSW in Social Work and is a licensed mental health practitioner by the Board of Examiners for Social Workers. She is trained in Neurofeedback by Stens Corporation and is a member of the National Association of Social Workers and the Association for Applied Psychophysiology and Biofeedback and adheres to the ethical principles and guidelines of these organizations. The following statement is required by the State of Nevada.
The fee for a basic 45 minute Biofeedback/Neurofeedback session is $100.00, some insurances cover this cost. Yountina Tona Ambis CADC, LCSW, BCN is a contracted provider for many insurance plans and for some with those fees are paid. Insurances fees are reimbursed to the provider directly. Clients should check with their insurance plan for details. It is your responsibility to check your coverage.
Biofeedback and Neurofeedback training is a process of providing information to the client about physical, nervous system, and brainwave activity. Sensors are attached around the waist, to the fingers, the jaw, forehead or shoulders, the earlobes and the head to gather information. Nothing is done to the client. The sensors simply measure changes in systems monitored. The information is seen on a computer screen and heard through speakers or headphones. The client is able to see and hear changes in this physiological activity and, by practicing self-regulation techniques such as relaxation and breathing, the client can learn to correct imbalances in the systems being monitored. This process may result in improvement in the client's presenting condition(s) as these functional problems are corrected.
Research has been conducted to study the effects of this intervention and these studies have been published in peer reviewed, professional journals relevant to this field of study. Extensive research and clinical experience have demonstrated the effectiveness of biofeedback interventions for a wide variety of conditions.
These interventions are considered particularly safe and are generally without harmful side effects. However, any intervention that can lead to positive results can also lead to unwanted effects. Because this is a training approach, both desirable and undesirable effects continue for only a short time unless they are reinforced. This characteristic helps limit the potential for lasting negative effects and allows for the selective reinforcement of positive effects.
Yountina Tona Ambis CADC, LCSW, BCN is board certified in nuerofeedback by the Biofeedback Certification International Alliance, and often participates as assistant in the training process of others, and provides these services on the basis of this experience, ongoing training, thorough mentoring, and her review of the research literature. However, beyond this Yountina Tona Ambis CADC, LCSW, BCN makes no claim or guarantee that biofeedback training will be effective for your specific concerns.
Clients have the right to complete and current information about any assessment by her, and the recommended course of training, including how long it is expected to take. 
Clients have the right to choose freely among available practitioners, and to change after services have begun. The client can expect a coordinated transfer if s/he changes service providers. Clients may refuse any service or training approach. Clients may freely assert any of these rights.
I have read and understood this document; I have had the opportunity to ask questions and have had those questions answered to my satisfaction. I have received a copy of this document for my records.
Client Printed Name ____________________________________
Signature of Client/Guardian _______________________________________Date______________________________

 Consent for the Release of Confidential Information
	Client Printed Name
	Date of Birth

	Address



I, or my authorized representative, request that health information regarding my care and treatment as set forth in this form:
In accordance with the Privacy Rule of Health and Insurance Portability and Accountability Act (HIPAA), I understand that:
1. This authorization may include disclosure of information relating to alcohol and drug abuse, mental health treatment, except psychotherapy notes, only if I sign this form. 
2. I have the right to revoke this authorization at any time by writing to the provider listed below. I understand that I may revoke this authorization except to the extent that action has already been taken based on this authorization. 
3. I understand that signing this authorization is voluntary. My treatment will not be conditioned upon my authorization of this disclosure. 
4. Information disclosed under this authorization might be re-disclosed by the recipient, and this re-disclosure may no longer be protected by federal or state law. 
5. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL CARE WITH ANYONE OTHER THAN THE PERSON/AGENCY SPECIFIED IN ITEM 8 (b).
	6.    Name and address of health provider or entity to release this information:


	7.    Name and address of person(s) or agency to whom this information will be released:


	8. (a) Specific information to be released is indicated by my INITIALS and signature below:
x____ Assessment
x____ Treatment Plans/90 day reviews
x____ Attendance Letter
x____ Entire medical record except psychotherapy notes
x____ Other :_____________________________________________________________________________

  (b) By initialing here X_______ I authorize 

          ________________________________________________________

         to discuss this health information with the person or agency listed here:

         _____________________________________________________________________   


	9. Reason for release of information:
____ At request of individual
____ Other: ______________________________
	10. Date or event on which this authorization will expire:


	11. If not the patient, name of person signing form:

	12. Authority to sign on behalf of patient:


All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a copy of the form.

______________________________________		________________________
Signature of Client/Guardian				Date
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