Katt Keller, LMFT

Licensed Marital and Family Therapist

Child, Individual, and Couple Therapy

CLIENT INTAKE INFORMATION
Date:_______________

Client Name

Client pronouns



Client DOB

Address
City
State
Zip

Client SS#
Marital Status

Referred by

Client E-mail Address

Phone #
Other #

Permission to text cell phone number listed above: Yes □  No  □
Permission to leave a voicemail on cell phone listed above:  Yes □  No  □ Other phone Yes □  No  □
Permission to email regarding scheduling or updates from therapist: Yes □  No  □

SPOUSE/SIGNIFICANT OTHER:

Name
Employer
Occupation/Title
Phone #

HOUSEHOLD/FAMILY MEMBERS:

Name
Pronouns

Relationship

DOB


Age

1) _______________________________________________________________________________________________________

2) _______________________________________________________________________________________________________
3) _______________________________________________________________________________________________________
4) _______________________________________________________________________________________________________
5) _______________________________________________________________________________________________________
Primary Care Physician

Phone #
Fax #

__________________________________________________________________________________

Emergency Contact

Relationship
Phone #

RESPONSIBLE PARTY (if other than client):

Name
Address
City
State
Zip


Relationship to client

SS#
DOB


Phone

NOTICE OF PRIVACY PRACTICES - HIPAA
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS To THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
What is "Medical Information"?

The term "medical information" is synonymous with the terms "personal health information" and "protected health information" for purposes of this Notice. It essentially means any individually identifiable health information (either directly or indirectly identifiable), whether oral or recorded in any form or medium, that is created or received by a health care provider (me), health plan, or others and 2) relates to the past, present, or future physical or mental health or condition of an individual (you); the provision of health care (e.g., mental health) to an individual (you); or the past, present, or future payment for the provision of health care to an individual (you).
I am a mental health care provider. More specifically, I am a Marriage and Family Therapist, licensed in the state of Missouri. I create and maintain treatment records that contain individually identifiable health information about you. These records are generally referred to as "medical records" or "mental health records," and this notice, among other things, concerns the privacy and confidentiality of those records and the information contained therein.
Uses and Disclosures Without Your Authorization - For Treatment, Payment, or Health Care Operations
Federal privacy rules (regulations) allow health care providers (me) who have a direct treatment relationship with the patient (you) to use or disclose the patient's personal health information, without the patient's written authorization, to carry out the health care provider's own treatment, payment, or health care operations. I may also disclose your protected health information for the treatment activities of any health care provider. This too can be done without your written authorization.
An example of a use or disclosure for treatment purposes: If I decide to consult with another licensed health care provider about your presentation, I would be permitted to use and disclose your personal health information, which is otherwise confidential, in order to assist me in the diagnosis or treatment of your mental health condition.
Disclosures for treatment purposes are not limited to the minimum necessary standard. because physicians and other health care providers need access to the full record and/or full and complete information in order to provide quality care. The word "treatment" includes, among other things, the coordination and management of health care among health care providers or by a health care provider with a third party, consultations between health care providers, and referrals of a patient for health care from one health care provider to another.
An example of a use or disclosure for payment purposes: If your health plan requests a copy of your health records, or a portion thereof, in order to determine whether or not payment is warranted under the terms of your policy or contract, I am permitted to use and disclose your personal health information.
An example of a use or disclosure of health care operations purposes: If your health plan decides to audit my practice in order to review my competence and my performance, or to detect possible fraud or abuse, your mental health records may be used or disclosed for those purposes.
PLEASE NOTE: I, or someone in my practice acting with my authority, may contact you to provide appointment reminders or information about treatment alternatives or other health-related benefits and services that may be of interest to you. Your prior written authorization is not required for such contact.
Other Uses and Disclosures Without Your Authorization:
I may be required or permitted to disclose your personal health information (e.g., your mental health records) without your written authorization. The following circumstances are examples of when such disclosures may or will be made:
1) If disclosure is compelled by a court pursuant to an order of that court
2) If disclosure is compelled by a board, commission, or administrative agency for purposes of adjudication pursuant to its lawful authority
3) If disclosure is compelled by a party to a proceeding before a court or administrative agency pursuant to a subpoena, subpoena duces tecum (e.g., a subpoena for mental health records), notice to appear, or any provision authorizing discovery in a proceeding before a court or administrative agency.
4) If disclosure is compelled by a board, commission, or administrative agency pursuant to an investigative subpoena issued pursuant to its lawful authority.
5) If disclosure is compelled by an arbitrator or arbitration panel, when arbitration is lawfully requested by either party, pursuant to a subpoena duces tecum (e.g., a subpoena for mental health records), or any other provision authorizing discovery in a proceeding before an arbitrator or arbitration panel.
6) If disclosure is compelled by a search warrant lawfully issued to a governmental law enforcement agency.
7) If disclosure is compelled by the patient or the patient's representative.
8) If disclosure is compelled by the State of Missouri or one of its regulating agencies.
9) If I have a reasonable suspicion of elder abuse or dependent adult abuse.
10) If disclosure is compelled or permitted by the fact that you are in such mental or emotional condition as to be dangerous to yourself or to the person or property of others, and if I determine that disclosure is necessary to prevent the threatened danger.
11) If disclosure is compelled or permitted by the fact that you tell me of a serious threat (imminent) of physical violence to be committed by you against a reasonably identifiable victim or victims.
12) If disclosure is compelled or permitted, in the event of your death, to the coroner in order to determine the cause of your death.
13) As indicated above, I am permitted to contact you without your prior authorization to provide appointment reminders or information about alternatives or other health-related benefits and services that may be of interest to you. Be sure to let me know where and by what means (e.g., telephone, letter, email, fax) you may be contacted.
14) If disclosure is required or permitted to a health oversight agency for oversight activities authorized by law, including but limited to, audits, criminal or civil investigations, or licensure or disciplinary actions. If disclosure is compelled by the U. S. Secretary of Health and Human Services to investigate or determine my compliance with privacy requirements under the federal regulations (the "Privacy Rule"). 
15) If disclosure is otherwise specifically required by law.
PLEASE NOTE: The above list is not an exhaustive list, but informs you of most circumstances when disclosures without your written authorization may be made. Other uses and disclosures will generally (but not always) be made only with your written authorization, even though federal privacy regulations or state law may allow additional uses or disclosures without your written authorization. Uses or disclosures made with your written authorization will be limited in scope to the information specified in the authorization form, which must identify the information "in a specific and meaningful fashion." You may revoke your written authorization at any time, provided that the revocation is in writing and except to the extent that I have taken action in reliance on your written authorization. Your right to revoke an authorization is also limited if the authorization was obtained as a condition of obtaining insurance coverage for you. In general, uses or disclosures by me of your personal health information (without your authorization) will be limited to the minimum necessary to accomplish the intended purpose of the use or disclosure. Similarly, when I request your personal health information from another health care provider, health plan or health care clearinghouse, I will make an eff01t to limit the information requested to the minimum necessary to accomplish the intended purpose of the request. As mentioned above, in the section dealing with uses or disclosures for treatment purposes, the "minimum necessary" standard does not apply to disclosures to or requests by a health care provider for treatment purposes because health care providers need complete access to information in order to provide quality care.
Your Rights Regarding Protected Health Information
l) You have the right to request restrictions on certain uses and disclosures of protected health information about you, such as those necessary to carry out treatment, payment, or health care operations. I am not required to agree to your requested restriction. If I do agree, I will maintain a written record of the agreed upon restriction.
2) You have the right to receive confidential communications of protected health information from me by alternative means or at alternative locations.
3) You have the right to inspect and copy protected health information about you by making a specific request to do so in writing. This right to inspect and copy is not absolute — in other words, I am permitted to deny access for specified reasons. For instance, you do not have this right of access with respect to my "psychotherapy notes." The term "psychotherapy notes" means notes recorded (in any medium) by a health care provider who is a mental health professional documenting or analyzing the contents of conversation during a private counseling session or a group, joint, or family counseling session and that are separated from the rest of the individual's medical (includes mental health) record. The term excludes medication prescription and monitoring, counseling session start and stop times, the modalities and frequencies of treatment furnished, results of clinical tests, and any summary of the following items: diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date.
4) You have the right to amend protected health information in my records by making a request to do so in a writing that provides a reason to support the requested amendment. This right to amend is not absolute — in other words, I am permitted to deny the requested amendment for specified reasons. You also have the right, subject to limitations, to provide me with a written addendum with respect to any item or statement in your records that you believe to be incorrect or incomplete and to have the addendum become a part of your record.
5) You have the right to receive an accounting from me of the disclosures of protected health information made by me in the six years prior to the date on which the accounting is requested. As with other rights, this right is not absolute. In other words, I am permitted to deny the request for specified reasons. For instance, I do not have to account for disclosures made in order to carry out my own treatment, payment or health care operations. I also do not have to account for disclosures of protected health information that are made with your written authorization, since you have a right to receive a copy of any such authorization you might sign.
6) You have the right to obtain a paper copy of this notice from me upon request.
PLEASE NOTE: In order to avoid confusion or misunderstanding, I ask that if you wish to exercise any of the rights enumerated above, that you put your request in writing and deliver or send the writing to me. If you wish to learn more detailed information about any of the above rights, or their limitations, please let me know. I am willing to discuss any of these matters with you. As mentioned elsewhere in this document, I am the Privacy Officer of this practice.
My Duties
I am required by law to maintain the privacy and confidentiality of your personal health information. This notice is intended to let you know of my legal duties, your rights, and my privacy practices with respect to such information. I am required to abide by the terms of the notice currently in effect. I reserve the light to change the terms of this notice and/or my privacy practices and to make the changes effective for all protected health information that I maintain, even if it was created or received prior to the effective date of the notice revision. If I make a revision to this notice, I will make the notice available at my office upon request on or after the effective date of the revision and I will post the revised notice in a clear and prominent location.
As the Privacy Officer of this practice, I have a duty to develop, implement and adopt clear privacy policies and procedures for my practice and I have done so. I am the individual who is responsible for assuring that these privacy policies and procedures are followed not only by me, but by any employees that work for me or that may work for me in the future. I have trained or will train any employees that may work for me so that they understand my privacy policies and procedures. In general, patient records, and information about patients, are treated as confidential in my practice and are released to no one without the written authorization of the patient, except as indicated in this notice or except as may be otherwise permitted by law. Patient records are kept secured so that they are not readily available to those who do not need them.
Because I am the Contact Person of this practice, you may complain to me and to the Secretary of the U.S. Department of Health and Human Services if you believe your privacy rights may have been violated either by me or by those who are employed by me. You may file a complaint with me by simply providing me with a writing that specifies the manner in which you believe the violation occurred, the approximate date of such occurrence, and any details that you believe will be helpful to me. My telephone number is (816) 878-0778. I will not retaliate against you in any way for filing a complaint with me or with the Secretary. 

Complaints to the Secretary must be filed in writing. A complaint to the Secretary can be sent to U.S Department of Health and Human Services at 200 Independence Avenue, S.W. in Washington D.C. 20201. [locate regional address at http://www.hhs.gov/ocr/hipaahealth.txt.]
If you need or desire further information related to this Notice or its contents, or if you have any questions about this Notice or its contents, please feel free to contact me. As the Contact Person for this practice, I will do my best to answer your questions and to provide you with additional information.
This notice first became effective on August 1, 2009.
Client Name
Signature
INFORMED CONSENT

Therapist Qualifications- Katt Keller has earned a Master of Arts in Marriage and Family Therapy from The Forest Institute. She is a fully Licensed Marital and Family Therapist in the state of Missouri. Katt is trained to diagnose and treat a wide variety of presenting problems. 

The Therapy Process- Katt will establish therapeutic goals with clients. Assignments and/or recommended changes in behavior are often made in following sessions. Completing these should facilitate therapy and reduce the number of sessions needed. Please mention any concerns you have about therapy or your therapist so they can be resolved. Please be open regarding any issues that relate to you problems; withholding information may cause therapy to take longer. Parents of minor children need to be involved in the therapy process in order for it to be effective. Although therapy may help you personally with you relationships, it may not, by itself, resolve your issues assessment of your progress will be made with you periodically to ensure movement toward your goals.

Contacting Katt Outside of Scheduled Sessions-Unless it is an emergency, if you need to contact Katt, please do so during normal business hours. Katt's contact number is 816-878-0778. When Katt is unavailable (vacation/holidays) you may be provided with a number another therapist for you to call in case of an emergency.

Financial Considerations and Arrangements- Upon request, Katt will provide you the necessary information to file a claim with your health insurance company. You may pay regular session fees by cash, check, debit card or credit card. It is required to keep debit or credit card on file, even if it is not used for regular session fees. Cancellations or no-shows for scheduled appointments will be subject to the full session fee being charged to your on-file card. Account balances over 60 days will incur a finance charge of $5 per month. Any account balance over 90 days will be charged to your card. If there remain any unpaid balances over 120 days, those accounts are subject to being turned over to a collection agency or attorney. Appointment times are typically set at the end of the current appointment or over the phone. Phone calls, texting interactions, and emails to or from you, or on your behalf that are over 10 minutes long may be charged to you at a prorated portion of your session fee (i.e. 15 minutes = 1/4 charge of your regular session fee). These particular fees are not able to be filed with your insurance and will be charged directly to your on-file debit or credit card.

Court Reports/Testimony- There is a separate fee for testifying in court, for depositions, or report preparation. Any court related costs will be charged at $175 per hour, which includes transportation to and from court, copying your records, time spent preparing, and time testifying. A minimum of three hours will be charged for any court-related activity, and the client will be billed this minimum if the court-related activity is cancelled within a week of requested activity. These particular fees are not able to be filed with your insurance.

Cancellations- Cancellations require a 24-hour notice unless there is an emergency or inclement weather. You may call, text, or email Katt about cancelling or rescheduling. If canceling by phone, please do so during normal business hours. In the event f a Monday appointment, you may call and leave a message on the weekend. If less than a 24-hour notice, please refer to the charges referenced in the above paragraph.

Risks and Benefits of Therapeutic Procedures- A benefit is that therapy may help you personally and with your relationships. A risk of therapy is that it may not, by itself, resolve your problem. Katt will assess your progress with you periodically to ensure movement toward your goals. Another risk is that you may feel discomfort in talking about certain topics.

Evening and Weekend Availability- Katt reserves the right to charge separate and augmented fees for sessions held in evenings and weekends. These fees will be discussed with you and agreed upon beforehand.

Limits of Confidentiality- All information in therapy is confidential with some exceptions. In order for Katt to communicate to her billing service, Katt must share pertinent information with that billing service. In order to provide other (including insurance companies) with information about therapy, all participating family members who are 18 or old will need to sign this consent. Other exceptions to confidentiality are:

· if you reveal the intent to harm yourself and/or others

· if there are reasons to suspect child or elder abuse

· when, in the case of a minor, a serious runaway threat is judged to exist

· when, in the case of a minor, a serious suspicion of substance abuse/addiction is judged to exist.

· in legal cases, when the court orders the therapist's records or testimony

My signature below indicates that:

· I understand that I/my child(ren) am/are entering into outpatient therapy. I understand that I/my child(ren) have the right to expect all information shared with Katt Keller will be kept confidential and will not be shared with anyone unless I give expressed written permission to share this information with another person or institution.

· I/we give full and informed consent to receive therapy services from Katt Keller.

· I/we agree to pay all fees at the time services are rendered.

Signature of Client/Parent/Legal Guardian
Printed Name
Date

________________________________________________________________________________________________________

Signature of Client/Parent/Legal Guardian
Printed Name
Date

FINANCIAL POLICIES

	Combined Family Income
	Fee

	$0-$60,000
	$100

	$60,001-$85,000
	$130

	$85,001-$105,000
	$150

	$105,001+
	$170


1. Out of pocket Session Fee: Session fees are on a sliding scale per 50-minute session. Please determine your family's combined income. This number should be approximately the same as the Gross Income amount from your most recent 1040 Form. This amount includes wages, tips, alimony, child support, and other income. If requested, please provide Katt with previous year's tax return.
2. Payment Methods: Cash, check, debit cards, and credit cards are the preferred methods of payment. Checks are to be made payable to Katt Keller. All debit and credit card information is kept securely on file. (Note: A $25 fee will be added to your account for each returned check).

3. Debit/Credit Card: I require a debit or credit care to be kept on file. Regular session fees will only be charged to this card if I am instructed to do so below.

4. Late Cancellations and Missed Appointments: Sessions missed without notice or sessions canceled with less than 24 hours' notice, will result in the FULL session fee charged to your on-file debit or credit card. (Note: you will not be notified before your card is used to pay these fees).

5. Phone Calls, Texting Interactions, and Emails: Calls, texting interactions, and emails to or from you, or on your behalf that are over 10 minutes long may be charged to you at a prorated portion of your session fee (i.e. 15 minutes = 1/4 charge of your regular session fee). These particular fees are not able to be filed with your insurance and will be charged directly to your on-file debit or credit card.

6. Evening and Weekend Availability: Katt reserves the right to charge separate and augmented fees for sessions held in evenings and weekends. These fees will be discussed with you and agreed upon beforehand.

7. Letters: There is an $80 fee for preparation of documents outside of session time.

8. Reports and Court: If you request a report, there will be a charge for its preparation based on the time required to prepare it. There is a separate fee for testifying in court or for depositions. These particular fees are not able to be filed with your insurance.

Debit/Credit Card Information
Name on Card 

Card #

Expiration Date 
Security Code 
Billing Zip Code

□Yes, I would like to pay my regular session fees with the above debit/credit card.

□No, I have another debit/credit card I would like to use to pay my regular session fees. (Please provide)

□No, I would not like to pay my regular session fees with my debit/credit card.

Signature of Client/Parent/Legal Guardian
Printed Name
Date
