HOPE for Recovery

Client Intake
[bookmark: Text1]Date:      /     /     
Client Name:       DOB:      /     /     
Parent/Guardian Name (if under 18 years old):      
Street Address (include apt/unit # if applicable):      
City:          State:         Zip Code:      
Cell Phone: (     )     -      Work Phone: (     )     -     
Home Phone (if available): (     )     -     
Email address:      

Emergency Contact Name:      
Relationship to Client:       Phone:(     )      -     

Name of Party Responsible for Payment:      
Phone (if someone other than yourself): (     )     -     
Address (if someone other than yourself):      
City:       State:       Zip Code:      

Referral Source:      
Previous Treatment/Therapy:      

Do you have a physical or medical disability? (Check one):	☐YES		☐NO
If YES, please describe:      

(Complete if applicable)
Attorney Name:      
Phone: (     )     -     	Fax: (     )     -     
Address:      
COORDINATION OF TREAMENT:	It is important that all health care providers work together. As such, we would like your permission to communicate with your primary care physician and/or psychiatrist. Your consent is valid for one year. Please understand that you have the right to revoke this authorization, in writing, at any time by sending notice. However, a revocation is not valid to the extent that we have acted in reliance on such authorization. If you prefer to decline consent no information will be shared. (Check one)

☐You may inform my physician(s)		☐I decline consent to inform my physician(s)

Physician Name:      
Name of Clinic:      
Adress:      
Phone: (     )     -     	Fax: (     )     -     
Date of last physical exam:      /     /     

Signature:      	Date:      /     /     
Minor Client Signature (12+ yrs. old):      	Date:      /     /     


Notice of Privacy Practices
Effective date: December 8, 2022
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.
D’Amico & Associates in Counseling, LLC has been and will always be fully committed to maintaining clients’ confidentiality. We will only release healthcare information about you in accordance with federal and state laws and ethics of the counseling profession.
This notice describes the policies related to the use and disclosure of your healthcare information.
Uses and disclosures of your health information for the purposes of providing services: Providing treatment services, collecting payment and conducting healthcare operations are necessary activities for quality care. State and federal laws allow us to use and disclose your health information for these purposes.
Treatment: We may use or disclose health information about you to provide, manage or coordinate your care or related services. This could include consultants and potential referral sources.
Payment: Information about you will be necessary to verify insurance coverage and/or benefits with your insurance carrier to process your claims, as well as information needed for billing purposes. We may bill the person in your family who pays for your insurance.
Healthcare Operations: We may need to use information about you to review my treatment procedures and business activity. Information may be used for certification, compliance and licensing activities.
Other uses or disclosures of your information which do not require your consent: There are some instances where we may be required to use and disclose information about you without your consent. For example, but not limited to: Information you and/or your child(ren) report about physical or sexual abuse: then by Illinois State Law, we are obligated to report this to the Department of Children and Family Services; If you provide information that informs us that you are in danger of harming yourself or others; Information to remind you of, or to reschedule, appointments or treatment alternatives; Information shared with law enforcement if a crime is committed on our premises or against our staff or with child representatives/GALs for compliance purposes as required by law such as a subpoena or court order. Court-related services are typically limited in their protection of confidentiality.
Court-Related Services: Court-ordered visitation, mediation and other court-requested evaluations require periodic and final report/recommendations. Your verbal communications and session records may be available through a court order. Please know that only the information pertinent to the court’s proceedings will be released. Court-related counseling allows session confidentiality but may require participation verification and recommendations. We will request you to sign a consent to release any private communications to the court; however, the law requires our compliance in providing information which is subpoenaed or ordered released by a judge.
I have read the Notice of Privacy Practices and understand its content.
Signature:      	Date:      /     /     
Minor Client Signature (12+ yrs. old):      	Date:      /     /     
[bookmark: _Hlk95761697]Informed Consent to Telehealth
Telehealth allows my therapist to diagnose, consult, treat and educate using interactive audio, video or data communication regarding my treatment. I hereby consent to participating in psychotherapy via telephone or the internet (hereinafter referred to as Telehealth) with the clinician listed below:
[bookmark: Text2]Client Name:      	Counselor:      
I understand I have the following rights under this agreement:
I have a right to confidentiality with Telehealth under the same laws that protect the confidentiality of my medical information for in-person psychotherapy. Any information disclosed by me during the course of my therapy, therefore, is generally confidential.
There are, by law, exceptions to confidentiality, including mandatory reporting of child, elder, and adult-dependent abuse and any threats of violence I may make towards a reasonably identifiable person. I also understand that if I am in such mental or emotional condition to be a danger to myself or others, my therapist has the right to break confidentiality to prevent the threatened danger. Further, I understand that the dissemination of any personally identifiable images or information from the Telehealth interaction to any other entities shall not occur without my written consent.
I understand that while psychotherapeutic treatment of all kinds has been found effective in treating a wide range of mental disorders, personal and relational issues, there is no guarantee that all treatment of all clients will be effective. Thus, I understand that while I may benefit from Telehealth, results cannot be guaranteed or assured.
I further understand that there are risks unique and specific to Telehealth, including but not limited to, the possibility that our therapy sessions or other communication by my therapist to others regarding my treatment could be disrupted or distorted by technical failures or could be interrupted or accessed by unauthorized persons. In addition, I understand that Telehealth treatment is different from in-person therapy and that if my therapist believes I would be better served by another form of psychotherapeutic services, such as in-person treatment, I will be referred to a therapist in my geographic area that can provide such services.
I have read and understand the information provided above. I have the right to discuss any of this information with my therapist and to have any questions I may have regarding my treatment answered to my satisfaction.
I understand that I can withdraw my consent to Telehealth communications by providing written notification to D’Amico & Associates in Counseling. My signature below indicates that I have read this Agreement and agree to its terms.
[bookmark: Text3]Signature:      	Date:      /     /     
[bookmark: _Hlk95762041]Minor Client Signature (12+ yrs. old):      	Date:      /     /     


Consent for Treatment of Children or Adolescents
Separate forms are required for each child
I/We consent that (name of minor)       (DOB:      /     /     ) may be treated as a patient by D’Amico & Associates in Counseling.
We ask for your cooperation to provide the most timely treatment for you and your child.
I understand that I have the right to revoke this consent, in writing, at any time by sending notice to D’Amico & Associates in Counseling. I understand that a revocation is not valid to the extent that D’Amico & Associates in Counseling has acted in reliance on such authorization.
      (initial)	      (initials of minor (12+ yrs. old)) 
Client Signature (12+ yrs. old):       Date:      /     /     
Witness Signature:       Date:      /     /     
Parent 1 Signature:       Date:      /     /     
	Relationship:      
Parent 2 Signature:       Date:      /     /     
	Relationship:      


Payment Authorization Form
Please complete all fields, print, and sign the bottom of this page. You may cancel this authorization at any time by contacting us. This authorization will remain in effect until cancelled.

	Billing Information (REQUIRED)

	Billing Street Address
	     

	Billing City, State, & Zip Code
	[bookmark: Text13]                   

	Billing Email Address
	[bookmark: Text4]     

	Billing Phone Number
	[bookmark: Text17]     


PLEASE COMPLETE ONE OR BOTH FOR YOUR CHOICE OF PAYMENT.
	Credit Card Information

	Card Type
	(select one)
	Cardholder Name
(as it appears on card)
	[bookmark: Text9]     

	Card Number
	[bookmark: Text10][bookmark: Text19][bookmark: Text20][bookmark: Text21]     -     -     -     

	Expiration Date
	[bookmark: Text11]     

	CVV (3-digit code)
	     



[bookmark: Text12]I,      , authorize D’Amico & Associates in Counseling to charge my credit card for agreed upon services. I understand that a convenience fee will be added to each credit card transaction (fee schedule available upon request). I understand that my information will be saved to file for future transactions on my account.
	Checking Account Information (for E-Checks)

	Account Holder Name
(as it appears on checks)
	[bookmark: Text14]     

	Routing Number
	[bookmark: Text15]     

	Account Number
	[bookmark: Text16]     



I,      , authorize D’Amico & Associates in Counseling to charge my e-check account for agreed upon services. I understand that a convenience fee will be added to each e-check transaction (fee schedule available upon request). I understand that my information will be saved to file for future transactions on my account.
Agreed upon services for the following clients are authorized to be charged to this credit card or E-check account:
	Authorized Client List

	(Client Name)	(Client Name)
	(Client Name)	(Client Name)
	(Client Name)	(Client Name)

[bookmark: Text5][bookmark: Text6][bookmark: Text7][bookmark: Text8]Signature:      	Date:      /     /     
DUI Evaluation Checklist
Client Provided:
· Uniform Report/Law Officer Sworn Report*
· Court Purposes Driving Abstract*
· Proof of Income (if filing for indigence)*
· Client Identification
· Traffic Ticket
· List of Medications
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