FORENSIC COUNSELING ASSOCIATES, P.C.

124 Edinburgh Court, Suite 105, South Carolina, 29607
Phone: (864) 607 – 2833 	Fax: (864) 412 – 3351
Email: dscott6884@gmail.com

Client Information Sheet for Medical Billing
Please complete this form COMPLETELY 
Date: _______________________  
Client Name (Formal Name):___________________________________________________
Date of Birth: _______________________				     Sex: □ Male □ Female 
Marital Status: □Married □Single □Other 
Address: _____________________________  City, State, Zip Code ___________________
Email Address_____________________________________________  
Phone Number: Home (______) _______________ Cell (______) _____________ 
Work (______) ______________  Employment: _________________________________  

Insurance Information – PLEASE FILL OUT ALL INFORMATION COMPLETELY  Primary Insured Name (Formal Name) ____________________________
Date of Birth_______________________  
Address if different then above  __________________________________________________ Phone Number of Primary Insured __________________________ 
SS# of Primary Insured_____________________  
Email Address of Primary Insured ________________________________________ 
Sex: □Male or □Female 	Marital Status of Primary Insured: □Married □Single □Other 
Insurance Company Name ______________________________ 
Member ID #______________________________ 
Customer Service Phone Number (Back of Card) __________________________  
Name of employer: _________________________ 
Who is financially responsible for this bill?  ___________________  
Do you have secondary insurance coverage??	 □YES		 □NO 


Release of Information for Insurance Verification/Authorization of Benefits /Claims Processing/Fee/Payment  
Please initial below 

_____I authorize MSW, LISW-CP and its subsidiaries, to check/verify insurance coverage and benefits. 
_____I authorize the release of any medical or other information necessary to process claims related to services  provided by Doris Scott, MSW, LISW-CP.  
____I authorize payment of medical benefits to TDoris Scott, MSW, LISW-CP for services provided. 
 ____I understand and agree that I am financially responsible to pay for co-pay/coinsurance/deductible/other services not covered by my insurance. I assign all benefits from insurance or other third-party coverage to Doris Scott, MSW,  LISW-CP. Further, I understand that by signing this form I acknowledge that if my insurance carrier or HMP/PPO does not cover certain services, I will pay for them in full. I authorize the release of any medical information necessary to  process any claim for services provided by Doris Scott, MSW, LISW-CP. 
Client Signature/Authorized Person’s Signature______________________________ 
Date __________________  

For Therapist only:  
All Diagnosis Codes: ______________________________________________ 



FORENSIC COUNSELING ASSOCIATES, P.C.
124 Edinburgh Court, Suite 105, South Carolina, 29607

Fax: (864) 412 – 3351
Doris Scott, MSW, LISW-CP
Phone: (864) 607 – 2833 
Email: dscott6884@gmail.com
Tara Brown, MSW, LISW-CP
Phone: (303) 817 – 0645 
Email: tarabrowncounseling@gmail.com


Adult (18+) Intake Form

Name: ____________________________________	Date of Birth: ____________________________________
Current address: _______________________________________________________________________________
Preferred phone number(s): _______________________________________________________________________
Is it okay to leave a voicemail at this number? 	YES 	NO
Is it okay to send text messages to this number? 	YES	NO
Preferred email: ___________________________________	Is it okay to correspond via email? 	YES 	NO
Emergency contact name & number: __________________________________ Relationship: __________________

Please give a brief description of why you are seeking treatment
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe any known family history of mental health or substance abuse issues (please include grandparents, aunts, uncles, siblings, parents, etc)
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Previous Mental Health History
	Provider/Agency name and address: 
	Reason for treatment:


	Length of treatment:

	Provider/Agency name and address: 
	Reason for treatment:


	Length of treatment:

	Provider/Agency name and address: 
	Reason for treatment:


	Length of treatment:



Academic History
What is the highest grade you have completed? ________________________
Have you ever been diagnosed with any intellectual/cognitive disabilities?	YES 	NO

Employment
Are you currently employed? 	YES	NO
What is your professional title? _______________________________

Medical History
	Name of Primary Care Doctor:
	Address of provider:

	Phone #

Fax #::

	Name of Psychiatrist (if applicable):
	Address of provider: 


	Phone #

Fax #::



List any known allergies (medication or otherwise):
__________________________________________________________________________________________________________________________________________________________________________________________

List any medical issues (current or past) as well as any medications prescription (including dosages): 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List any history of drug/alcohol abuse (including specific substances and approximate date of use): 
__________________________________________________________________________________________________________________________________________________________________________________________

Over the past 90 days, have you experienced any of the following:
· Trouble sleeping and/or nightmares
· Eating more or less than usual
· Sleeping more of less than usual
· Fatigue/lack of energy
· Loss of interest or pleasure in formally enjoyable activities 
· Difficulty focus 
· Change in sex drive
· Flashbacks of traumatic events 
· Suicidal or homicidal thoughts
· Excessive worry or anxiety 
· Avoiding specific events, places, objects, or people 
· Racing thoughts
· Pressured speech
· Irritability/Anger outbursts
· Mood swings
· Difficulty with interpersonal relationships at home, at work, or in the community
· Challenges related to impulsivity (i.e. participating in risky behaviors without considering their consequences)


Signature: ______________________________________________	Date: __________________________

FORENSIC COUNSELING ASSOCIATES, P.C.
124 Edinburgh Court, Suite 105, South Carolina, 29607
Fax: (864) 412 – 3351
Doris Scott, MSW, LISW-CP
Phone: (864) 607 – 2833 
Email: dscott6884@gmail.com
Tara Brown, MSW, LISW-CP
Phone: (303) 817—0645 
Email: tarabrowncounseling@gmail.com


The Rights of Clients
1. You have the right to decide not to enter therapy with me.
2. You have the right to end therapy at any time. The only thing you will have to do is to pay for any treatments you have already had. You may, of course, have problems with other people or agencies if you end therapy-for example, if you have been sent for therapy by a court.
3. You have the right to ask any questions, at any time, about what we do during therapy, and to receive answers that satisfy you.
4. You have the right to keep what you tell me private. Generally, no one will learn of our work without your written permission. There are some situations in which I am required by law to reveal some of the things you tell me, even without your permission, and if I do reveal these things I am not required by the law to tell you that i have done so. Here are some of these situations:
a. If you seriously threaten to harm another person, I must warn that person and the authorities.
b. If a court orders me to testify about you, I must do so.
5. You have the right to review your diagnostic assessment and/or individual plan of care at any time, to add to or correct them, and to get copies for other professionals to use.

Clients are in charge of their healing, and generally have the right to: 
· Know about the therapist's training.
· Discuss their therapy with anyone they choose.
· Have any therapy procedure or method explained to them before it is used.
· Ask the therapist about anything about therapy. If not satisfied, file a complaint with the S.C. LLR. 
· Read the therapist's guidelines or rules about practicing therapy, such as the NASW code of ethics. 
· Refuse any evaluation, or therapy of any kind.


FORENSIC COUNSELING ASSOCIATES, P.C.

Doris Scott, MSW, LISW-CP

124 Edinburgh Court, Suite 105, South Carolina, 29607
Phone: (864) 607 – 2833 	Fax: (864) 412 – 3351
Email: dscott6884@gmail.com

CONSENT TO TREATMENT

I acknowledge that I have received, have read (or have read to me), and understand the “Information for Clients” brochure and/or other information about the therapy I am considering. I have had all my questions answered fully. 

	I do hereby seek and consent to take part in the treatment by the therapist named above. I understand that developing a treatment plan with this therapist and regularly reviewing our work towards meeting the treatment goals are in my best interest. I agree to play an active role in this process. 

	I understand that no promises have been made to me as to the results of treatment or of any procedures provided by this therapist. 

	I am aware that I may stop treatment with this therapist at any time. The only thing I will still be responsible for is paying for the servicing I have already received. I understand that I may lose other services or may have to deal with other problems if I stop treatment. (For example, if my treatment has been court-ordered, I will have to answer to the court). 

	I know that I must call to cancel an appointment as least 72 hours (3 days) before the time of the appointment.

	I am aware that an agent of my insurance company or other third-party payer may be given information about the type(s), cost(s), date(s), and providers of any services or treatments I receive. I understand that if payment for the services I receive here is not made, the therapist may stop my treatment.
	
	My signature below shows that I understand and agree with all these statements.


__________________________________________________________		___________________
	       Signature of client (or person acting for client)				  	 Date


__________________________________________________________	             ____________________
	      		Printed Name					   	Relationship to client
        (if necessary)

I, the therapist, have discussed the issues with the client (and/or his or her parent, guardian, or other representative. My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent. 


__________________________________________________________		___________________
	     	        Signature of therapist							   Date


Copy accepted by client _______		Copy kept by therapist _______	

FORENSIC COUNSELING ASSOCIATES, P.C.

Doris Scott, MSW, LISW-CP

124 Edinburgh Court, Suite 105, South Carolina, 29607
Phone: (864) 607 – 2833 	Fax: (864) 412 – 3351
Email: dscott6884@gmail.com

TELEMEDICINE CONSENT TO TREATMENT

I hereby consent to engaging in teletherapy with my existing therapist at Forensic Counseling Associates, P.C. I understand that “teletherapy” includes the practice of mental health care delivery, diagnosis, consultation, treatment, transfer of medical data, and education using interactive audio, video, or data communications. I understand that teletherapy also involves the communication of my medical/mental health information, both orally and visually, to Forensic Counseling Associates, P.C. via the teletherapy service Doxy.me or SimplePractice (Both HIPAA compliant video platform services).

I understand that I have the following rights with respect to teletherapy:

1. I have the right to withhold or withdraw consent at any time without affecting my right to future care or treatment nor risking the loss or withdrawal of any program benefits to which I would otherwise be entitled.

2. The laws that protect the confidentiality of my medical information also apply to teletherapy. As such, I understand that the information disclosed by me during the course of my therapy is generally confidential. However, there are both mandatory and permissive exceptions to confidentiality, including, but not limited to reporting child, elder, and dependent adult abuse; expressed threats of violence towards an ascertainable victim; and where I make my mental or emotional state an issue in a legal proceeding.

I also understand that the dissemination of any personally identifiable images or information from the telemedicine interaction to researchers or other entities shall not occur without my written consent.

3. I understand that there are risks and consequences from teletherapy, including, but not limited to, the possibility, despite reasonable efforts on the part of my psychotherapist, that: the transmission of my medical information could be disrupted or distorted by technical failures; the transmission of my medical information could be interrupted by unauthorized persons (e.g. hacking); and/or the electronic storage of my medical information could be accessed by unauthorized persons.

4. I understand that I may benefit from teletherapy, but that results cannot be guaranteed or assured.

5. I understand that I have a right to access my medical information and copies of medical records in accordance with South Carolina law.

6. I understand that, per the ethical guidelines of the state of South Carolina teletherapy time of service.

7. I also understand that teletherapy is not always a covered service by my insurance plan, and it is my responsibility to check with my individual plan to determine if teletherapy is authorized. The patient will ultimately be responsible for all fees related to teletherapy that insurance does not cover.

8. Teletherapy will be billed at the same rate of individual therapy services.
9. Teletherapy is a temporary service that is being offered to all Forensic Counseling Associates clients due to extreme circumstances as a precautionary measure. Once these circumstances abate, therapy sessions will return to in-person services as previously scheduled. Please contact your therapist directly if you have any questions.

I have read and understand the information provided above. I have discussed it with my psychotherapist, and all of my questions have been answered to my satisfaction. My signature below shows that I understand and agree with all these statements.


__________________________________________________________		___________________
	       Signature of client (or person acting for client)				  	 Date


__________________________________________________________	             ____________________
	      		Printed Name					   	Relationship to client
        (if necessary)

I, the therapist, have discussed the issues with the client (and/or his or her parent, guardian, or other representative. My observations of this person’s behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent. 


__________________________________________________________		___________________
	     	        Signature of therapist							   Date


Copy accepted by client _______		Copy kept by therapist _______	


FORENSIC COUNSELING ASSOCIATES, P.C.
124 Edinburgh Court, Suite 105, South Carolina, 29607
Fax: (864) 412 – 3351

Doris Scott, MSW, LISW-CP
Phone: (864) 607 – 2833 
Email: dscott6884@gmail.com
Tara Brown, MSW, LISW-CP
Phone: (303) 817 – 0645 
Email: tarabrowncounseling@gmail.com


Missed Appointment and Cancellation Policy 
Forensic Counseling Associates, P.C. is a small business solely dependent upon the income generated  from therapy appointments. When clients do not attend their appointments, our company is unable to bill  insurance for the cost of the session. Furthermore, when adequate notice of cancellation is not provided,  we are unable to offer your appointment slot to another client.

You will be charged a $25 no-show fee if:  
· Your appointment is missed without notification. Your therapist can be notified by call, text, or  email.  
· You cancel or reschedule your appointment with less than 24 hours notice and you do not reschedule your appointment within the same week. Please keep in mind that if you are trying to reschedule with less than 24 hours notice, your therapist may not have room in their schedule to see you the same week. If this is the case, you will be charged $25. 

Please note: 
· Client sessions are 53 minutes. Arriving more than 15 minutes late will be considered a missed appointment. 
· If you are running 5-10 minutes late, calls or texts are greatly appreciated so we know that you are on your way.  
· Emergency situations such as major illness or family emergency do not count as missed  appointments. If an emergency situation arises, please do your best to contact our office and notify us that you will not be attending your session.
· If you are unable to attend your appointment in-person, we can provide Telehealth services.
· All missed appointment fees may be paid by debit or credit card and will be collected prior to scheduling your next appointment.

We will kindly refer clients to another provider if: 
· Three appointments in a row are missed or cancelled without sufficient notice (24 hours). 
· We have been unable to reach you to schedule future appointments. We will make two attempts to  reach you at your preferred method of contact and will wait two weeks for a response before closing  your file. 
Thank you for your understanding and we look forward to working with you! 
Client/Guardian Signature: _____________________________________ Date: _______________
x
x
FORENSIC COUNSELING ASSOCIATES, P.C.
124 Edinburgh Court, Suite 105, South Carolina, 29607
Fax: (864) 412 – 3351

Doris Scott, MSW, LISW-CP
Phone: (864) 607 – 2833 
Email: dscott6884@gmail.com
Tara Brown, MSW, LISW-CP
Phone: (303) 817 – 0645 
Email: tarabrowncounseling@gmail.com


Credit Card Authorization Form

Please complete all fields. You may cancel this authorization at any time by contacting us. This authorization will remain in effect until cancelled. 


	Credit Card Information

	Card Type:
· MasterCard
· Visa
· Discover
· Amex
· Other: ________________________

	Cardholder Name (as shown on card): __________________________________

	Card Number: _____________________________

	Expirations Date (mm/yy): ____________________               CVV #: ________________

	Cardholder ZIP Code (from credit card billing address): _______________________





I, ____________________________, authorize Forensic Counseling Associates P.C. to charge my credit card above for agreed upon purchases. I understand that my information will be saved on file for future transactions on my account. 



__________________________________________________________	___________________
	       Signature of client (or person acting for client)		  	 Date



