Please Print Name(s)                     Intake Form                                                   
___________________ _________________     ________       _________    _____  (______-_____-______)  
  Last                                      First                          Middle           DOB              Age             Soc Sec #             
______________________________________    _________________         ______              ___________

Street or Mailing Address                                               City                           State                 Zip Code 

PHONE home ________________  cell __________________ work__________________emerg ___________________ 
Employment_________________________________ Title ____________________  Email________________________
Marital Status  Div  Married   Single  Cohabitating  Widowed   
Relationship to above person ( Partner Parent Guardian  ) Circle one
___________________ _________________     ________       _________    _____  (______-_____-______)  
  Last                                      First                          Middle           DOB              Age             Soc Sec #             

______________________________________    _________________         ______              ___________

Street or Mailing Address                                               City                           State                 Zip Code 

PHONE home ________________  cell __________________ work__________________emerg ___________________ 

Employment_________________________________ Title ____________________  Email________________________
Marital Status  Div  Married   Single  Cohabitating  Widowed   

*****************************************************************************************************************************************************************************

Permission for Treatment/Service
1.  Permission is hereby given to Betty Heck, LCSW, of Life Designs Behavioral Health Center, LLC to render treatment and/or services to:  _______________________________________________whose relationship to me is:  (check one)                                            (Client name or names) 
Self______        Child______        Other ______  (please specify)___________________
2.  Permission is also given for this staff to contact the above named individual(s) in the following ways:   
________Home Phone      _______Cell Phone       ________Mailings  ________ E-mail
Limitations are__________________________________________________________________
3.  If I bring children on the premises, I realize that I am responsible for them, their supervision and their behavior during my time here.  

4.  I have received and read a copy of Life Designs’ Privacy Policy and the Welcome Handbook.
5.  I/we will not use counseling or counseling records in divorce/legal/or disability claims proceedings.
Please sign and date here related to above 1-5: 
___________________                    ___________________________________________
             Date                                                     Client Signature
___________________                    ___________________________________________
             Date                                      Client  Parent or Guardian Signature (circle one)
___________________                    ___________________________________________
             Date                                           Witness
CLIENT RIGHTS
The philosophy at Life Designs Behavioral Health, LLC, is to provide quality, professional, ethical, counseling with respect, consideration, and integrity.   You are important and it is my goal to keep you as a satisfied customer.  I am committed to follow the ethical standards of our professions.  .   
· The right to considerate and respectful care.   As always, you can expect to get considerate and respectful care at Life Designs.  If the opposite ever occurs, please notify Betty Heck immediately and this will be corrected promptly.  
· The right to informed participation. We will involve you in the diagnosis, treatment planning, and delivery of services.  You may request information about your treatment at any time and we will be glad to explain and help you understand any and all parts of the service.  Remember the more understanding and information you have about your issue, the better you will do. You must be totally satisfied with your treatment plan before you sign it. 
· The right to privacy and confidentiality.   We have a room that you can complete your paperwork in that is private and we can discuss any financial arrangements there also.  We strive to keep your name and health information confidential.  Your record will be kept under lock and at night it will be under a minimum of two locks.  The building that I rent has an electronic security system.  Your information will be filed under a number that only Life Designs staff will have access to. We have firewalls in our computer system.  We require a Release of Information to be signed to anyone outside of Life Designs that needs any information.  We will not acknowledge that you are a client to anyone unless we have a Release of Information. 
· The right to participate in ethical discussions arising from your care.   Many times there will be ethical dilemmas arise in counseling.  We are committed to inform you of these if they arise and ask you to participate in their resolution.  
I have read the above information or have had it read to me and I understand it fully.  
________________________________       _________________________________
Client Signature





Date
_________________________________       ________________________________
Client  Parent or Guardian Signature


Date
_________________________________       ________________________________
Witness




Date
******************************************************************************************************************************************
Limits of Confidentiality
I am required to disclose confidential information if any of the following conditions exists:
1. You are in danger to yourself or others.
2. Your therapist was appointed by the courts to evaluate you.
3. Your contact is for the purpose of establishing your competence.
4. You are the victim or perpetrator of child abuse, neglect, or dependency. KRS 620.030
5. You are the victim or perpetrator of adult abuse, neglect, or exploitation. KRS 209.030 (2)
6. You have filed suit against anyone and have claimed mental/emotional damages as a part of the suit.
7. Funding and accreditation bodies often require us to divulge information to substantiate that we provide the services we said we did, and that the services provided met quality standards. 
8. Occasionally a court may, by power or subpoena, attempt to obtain the release of privileged information against the client’s wishes; in such cases, attempts are made to protect the client’s rights, but success at doing so cannot be guaranteed and we may be ordered to release information or take disposition.
9. Release of information necessary to collect just debts (e.g., name, address, telephone number, amount of indebtedness) is not considered breaking confidentiality and is not protected by law.
10. Qualified mental health professionals have duty to warn intended victims of a client’s threat of violence. KRS 202A.400
If you have any questions about these limitations, please discuss them with your therapist.

Client
Date

Client Parent/Guardian Signature




       Date

Witness Signature






       Date
*****************************************************************************************************************************************************************************


Court, Attorney Involvement, Reports & Letters:
I DO NOT DO ANY OF THE FOLLOWING:
· COURT ORDERED ASSESSMENTS or TREATMENT
· ATTORNEY INVOLVED ASSESSMENTS or TREATMENT
· SOCIAL SERVICES RELATED ASSESSMENTS or TREATMENT
· TREATMENT THAT WILL HAVE LEGAL INVOLVEMENT
· MARITAL COUNSELING THAT INVOLVES LEGAL PROCEEDINGS 
· CUSTODY EVALUATIONS OR RECOMMENDATIONS. 
If at any time during the assessment or treatment phase, it appears that the above listed situations are present, a referral will be made to a provider who deals with the above situations at another agency.  
In case the above situations have not been avoided, below you will find the cost:
 If an outside agency needs notification that you have come here, there is a $50.00 reporting fee (effective 1/1/10) for each report.   NO REPORTS WILL BE SENT IF THERE IS AN ACCOUNT BALANCE.  A report is a one page report that identifies that you have been assessed on a specific date, have or have not made progress, have become non-compliant or have completed treatment ONLY. 
 If you or your attorney are in need of anything more extensive, including phone calls to your attorney you will be charged according to the current fee schedule. 
 A deposit must be obtained before contact can be made with a minimum of $200.00 retainer
Court appearances
 If your counselor is subpoenaed to court it is $250.00 per hour from the time the counselor leaves their office until they return. I must have a $1000.00 deposit before attendance will occur. 
Support and paraprofessional staff is $100.00 per hour.  
One Page reports $50.00             
Phone Calls to attorneys, judges, agencies…..$100.00/hour  ($200.00 retainer required)
Letters………….$100.00/hour (Payment must be paid prior to letter being written)   
Deposition/Court appearance………….……..$250.00/hour  ($1000.00 Deposit required)
Cost to notarize and certify Records……35.00 
The first copy of records is free.  It does not matter who gets the first free copy.  Additional copies are $1.00 for each page.  
I understand and state that none of the above situations are present.  I agree to not use marital or any other counseling or notes in legal proceedings.  
______________________________                          ____________________
Client







          Date
______________________________


____________________
Client  Parent or Guardian Signature



Date
______________________________


____________________
Witness







Date                       
*****************************************************************************************************************************************************************************

Appointment, Payment, & Billing Policies
Appointment Policy
When you make an appointment at Life Designs, you are reserving an hour of my time that is that will be specifically devoted to you.  So if you must cancel or reschedule that reservation, it needs to be done AT LEAST 24 HOURS IN ADVANCE of the appointment.  The purpose of this is to allow time to schedule someone else into that space so it won’t be unused.  Monday appointments must be cancelled by Saturday closing.  
Appointments may be cancelled within 24 hours without a charge for the following reasons: *
1. Acute illness in self or immediate family
2.  Dangerous traveling conditions (snow, sleet, or ice)
3.  Lack of transportation if not due to poor planning.
If late cancellations occur on more than one occasion, documentation may be required to be rescheduled.    If you miss 2 out of 3 appointments, documentation may be needed to reschedule.  If this occurs again, you will be given a referral to another provider.
If you fail to show for or cancel late not due to reasons above* you will be charged $50.00. 
Payment/Billing Policy
Payment is collected at time of service.  If this is not possible your appointment will be rescheduled. We currently accept cash, checks, and money orders. You may prepay before your visit by credit card on my website.  If this has not been completed prior to the visit, you are expected to make an alternative payment.  If I must bill you, there is a $3.00 billing fee for each occurrence.  We do not hold checks.  
Returned Check Policy
Returned Checks:  There is a $35 handling fee for all returned checks.  If we receive a returned check for insufficient funds from a client, they will need to pay cash from that time on.  The returned check and handling fee must be paid prior to further services.  All unpaid returned checks will be prosecuted through the Jefferson County Attorney’s Office.  We will only release information necessary for the prosecution.  The client will be given a referral to another agency for future treatment.
_______________________      _______________________
Client Signature                                                               Date
______________________________        _______________________________
Client Parent or Guardian Signature                             Date
______________________________        _______________________________
Witness                                                                            Date                                       
