



           New Perspective Counseling 




             Client Information
Today’s date: ____________________

Client Name: ________________________________________________________ Sex_____________

Age: __________________ Date of Birth: ____________________________________
Social Security Number: __________________________________________________

Home Street Address: ___________________________________________________________________

City: ______________________________ State: _______________________ Zip: ___________________
Home Phone: _________________________________ Cell: ____________________________________
Work Phone: __________________________________ Email: __________________________________
Referred By: ___________________________________________________________________________
If referred by a physician:

Address: ______________________________________________________________________________

City: ________________________________________ State: ____________________________________
Phone Number: __________________________________ Fax: __________________________________
In Case of an Emergency who may we contact? _______________________________________________
Relationship to person: __________________________ Contact Number: __________________________
The above information is accurate to the best of my knowledge.

_________________________________________________________ Date: ________________________
Client/Guardian Signature

If signature is not clients, please print full name: _______________________________________________

  Relationship to client: ____________________________________________________________________
New Perspective Counseling

  Policies, Procedures and Fees
As a client of New Perspective Counseling, you have the right to participate in the creation of your treatment plan and understanding the therapist’s clinical approach. You have the right to ask questions and seek information regarding the therapists preferred treatment modalities for your particular situation. The duration of your treatment and the frequency of your visits are issues that will be discussed with you and influenced by your preferences.  If the therapist believes that you would be best served by another mental health professional, a referral will be provided along with an explanation of why the referral is being offered to you.

Initials __________

Appointments and Cancellations

Appointments typically run 45-50 minutes to allow for record keeping and preparation. Couples sessions can be scheduled for 1.5 hours at a fee of $150.00.  Appointment cancellations or reschedules require a 24 hour notice and any appointment cancelled less than 24 hours from appointment time will incur a $25.00 cancellation fee.  Appointments scheduled for 1.5 hours and are cancelled less than 24 hours in advance will incur a $50.00 cancellation fee. Each time an appointment is cancelled less than 24 hours prior to appointment, there will be an increase in cancellation fees. First time $25.00, second $50.00, third $75.00 and will continue at $25.00 increments

Cancellation fees require payment in full prior to scheduling your next session. Emergencies and sickness will be considered on an individual basis. It is the client’s responsibility to remember and keep scheduled appointments. After three consecutive no-shows or cancellations, transfer of treatment to an appropriate community resource will result.

Clients who arrive late for their scheduled appointment may be seen for the remainder of the counseling hour but will not be extended past allotted time due to courtesy for the next client. Clients who arrive late will still be charged for the full session. Please feel free to ask any questions regarding this policy.

Initials __________  

Hippa 

I have been informed as to the HIPPA Notice of Privacy Practices.        

Initials __________

Medical Issues

Please be advised that I am NOT a medical doctor (MD). Although we may discuss your medical issues/concerns, my comments are not intended to override the recommendation(s) of your medical doctor.

Initials __________
Record Keeping

New Perspective Counseling will maintain medical records for seven (7) years from the date of termination of services. Records will be released ONLY by written consent from client or guardian. Florida law allows New Perspective Counseling to send a report in lieu of full record if beneficial to the client. Please note that New Perspective Counseling does NOT complete any type of legal reporting.

Initials ____________





New Perspective Counseling
Fees

Payment for services are due prior to the start of each session. New Perspective Counseling works on a sliding fee scale for clients and is decided on a case by case basis. Session payments can be paid by cash or check. Receipt for payment will be given with each payment made to New Perspective Counseling. 

I accept ultimate responsibility for payment for the services that I or my dependent(s) receive, whether or not my       insurance covers these services. This includes, but is not limited to fees for: clinical services, cancellation or no-show fees, report and/or letter writing, copies, faxes, and telephone calls.
I understand that there will be a charge to me for all checks returned NSF (non-sufficient funds) or closed accounts in the amount of $54.00. I accept full responsibility for these fees and they are to be paid within 10 days of written notice. I understand that if there is a NSF or closed account check returned to New Perspective Counseling that further sessions will be paid in cash prior to session.

I understand that if there are any unpaid monies due, and arrangements have not been made, that New Perspective Counseling can use legal means (court, collection agency etc) to obtain outstanding balance.

Initials __________
Confidentially and Release of Information:

Information disclosed during session(s) and information which is recorded in your medical record is confidential. This information will not be released without written consent from the client, guardian, parent or dependent adult(s), except in such situations/circumstances as required by law. New Perspective Counseling and Lisa Beilman are mandated by law in defined circumstances to report otherwise confidential information to appropriate agencies and/or authorities. Under these situations and circumstances, a client’s right to confidentiality is automatically waived to allow New Perspective Counseling and Lisa Beilman to release patient information to the extent mandated to comply with the law.

Exceptions to Confidentially:

1. Clients who pose an imminent threat or danger to themselves or someone else.

2. Clients who disclose information regarding suspected abuse and/or neglect (physical, verbal, sexual and/or emotional) abuse of a child.

3. Clients who disclose information regarding suspected abuse, neglect and/or exploitation of an aged and/or disabled adult.

4. Clients who need to be involuntarily hospitalized due to mental illness or alcoholism/addiction.

5. Clients who have insurance policies that request information regarding the diagnosis, treatment and progress of the client to consider/continue provision of benefits. 

6. Clients who are court ordered to undergo an examination.

7. Clients who have their mental or emotional condition being used as a legal defense in any type of legal scenario.

Initials_______________
New Perspective Counseling

Emergency Policy
New Perspective Counseling does NOT provide after hours or weekend care. During the weekday the business number is not answered while the therapist is in session.  In the event of an emergency, dial 911, the National Hotline at 800-784-2433 or proceed to the nearest emergency room.

Initial_____________

Termination of Services

New Perspective Counseling considers all cases to be closed (with or without notice) six (6) months after last visit. Cases can be reopened by scheduling an appointment.

Initials __________
Consent for Treatment
My signature signifies that I have read, understood and agree to the above terms and policies of New Perspective Counseling. I hereby consent for Lisa Beilman LMHC of New Perspective Counseling to provide evaluation and psychotherapy services to me. 

Initial______________

I accept and understand all of the information provided in the procedures and policies of New Perspective Counseling. I understand that by signing this form I acknowledge and accept all of the above listed policies on behalf of myself or as the guardian for the client.

Initial_______________

Client’s signature: ____________________________________________________

Please print client’s full name: ___________________________________________

If guardian, please print full name, sign and state relationship to patient. ___________________________________

_____________________________________________________________________________________________
New Perspective Counseling

Communication

We strive to maintain excellent communication with our clients.  We like to confirm appointments the day before each scheduled visit and occasionally have occasion to contact the client and/or family between visits.

Below, please list a method of communication that you prefer for confirmation calls and other types of communication.  If more than one type of communication is acceptable, please check multiple boxes and include the contact information.

-----
Text me at_______________________________________




Phone number

-----
Email me at______________________________________




Email address

-----
Telephone me at__________________________________





Phone number

I understand that by listing the information above, I am agreeing to allow Lisa Beilman LMHC to utilize such communication methods to reach me.  I understand that Lisa Beilman LMHC uses a confidential email account to reach clients.  I agree that I am solely responsible for the security of emails that I send/receive and that Lisa Beilman LMHC is not responsible for a breech of privacy, confidentiality, or security for emails that I send/receive.

______________________________________

________________

Signature







Date

______________________________________

Print Name
New Perspective Counseling





         Intake Form

Name: _____________________________________________________ Date: _____________________

Date of Birth: ________________________ Age: _____________

Mental Health History:

Please list the reason(s) for today’s visit: ____________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

How long have you been feeling this way? ___________________________________________________

Please list the ways in which you have attempted to alleviate this issue/problem in the past? ___________
_____________________________________________________________________________________

_____________________________________________________________________________________

If you have been in counseling previously, please list names and dates of previous therapist(s):

Name_______________________________________________Dates:____________________________
Name: ______________________________________________Dates:____________________________
Name: ______________________________________________Dates:____________________________
Are you hopeful about your future?   Yes   No
Mood Symptoms:

In the last 4 weeks my mood has been (please circle):     Happy   Sad    Hurt   Frustrated   Other ____________

Please circle any of the symptoms that you have experienced, or had trouble with, in the last month

Sweating


Focus on body/looks
Feeling worthless


Social isolation

Nausea



Anxious


Re-living a bad situation

Body aches/pains

Choking sensation

Nervous


Loss of interest


Self injury 

Insomnia


Racing thoughts

Low self esteem

               Aggression     Dizziness


Crying/Tearful

Risk taking


Mood swings

Shortness of breath

Irritable


Shopping (excessive)

Concentration
Chest pain


Focus on rituals

Gambling
                   Auditory hallucinations      

Excessive energy


Visual hallucinations
Increased/decreased libido

Excessive fears
Feeling invincible

Health concerns

Excessive focus

             completing tasks
During this time has your

Weight changed?    No _____ Yes _____ if yes, please explain __________________________________________
_____________________________________________________________________________________________

Sleep habits changed?  No ____ Yes ____ If yes, (please circle)    can’t fall asleep   excessive sleep   decreased sleep
Can’t stay asleep     early morning awakenings

Psychiatric History:
Have you ever been hospitalized for psychiatric reasons?   No_________ Yes: _____________
If so, please list location(s) and date(s) of hospitalization:

Location: ___________________________________________ Dates: ____________________

Location: ___________________________________________Dates:_____________________

Location: ___________________________________________Dates:_____________________

Have you ever attempted suicide? No_______________ Yes: __________________

If yes, please explain situation, age, date(s) __________________________________________________
_____________________________________________________________________________________

_____________________________________________________________________________________

Are you currently suicidal? No_______ Yes________ Safety Contract Signed_______________ (clinician initials)

Have you in the past, or currently, under the care of a psychiatrist?   No: _______ Yes: ___________

If yes, please list name and phone number of psychiatrist(s):

Name________________________________________________ Phone: _______________________
Name: _______________________________________________ Phone: ______________________

Name: ______________________________________________   Phone: ______________________

Family psychiatric history (relation and diagnosis): ________________________________________
_________________________________________________________________________________

Please list all psychiatric medications you are taking and who has prescribed them: ______________

_________________________________________________________________________________

_________________________________________________________________________________

or have taken in the past: _____________________________________________________________

__________________________________________________________________________________

Substance History:

Have you ever been treated for a substance abuse issue?
Yes   No

If yes, please describe____________________________________________________________________

Has anyone (family/doctor/friends/partner) asked you to cut down on your drug or alcohol use?      Yes    No
If yes, please explain _____________________________________________________________________

Has the use of drugs or alcohol ever affected your job?      Yes    No   If yes, please explain _____________ _______________________________________________________________________________________
_______________________________________________________________________________________
Please explain your use of the following substances:

Substance
Yes/No
          Previous or Current

Use per week 

Alcohol
              _____

___________

____________
Tobacco
              _____

___________

____________
Caffeine
              _____

___________

____________
Marijuana            _____

___________

____________
Cocaine
              _____

___________

____________
Meth                    _____

___________

____________

Crank                   _____

___________

____________

Heroine
              _____

___________

____________
Steroids
              _____

___________

____________
Medical History:
Do you have a primary care physician? Yes: _____ No: _____

If yes, please list name, address and phone number: _________________________________

___________________________________________________________________________
Please list all past and present medical issues: 

Diagnosis




Date of Diagnosis

_________________________________

____________________

_________________________________

____________________

________________________________

____________________

_________________________________

_____________________

Please list all hospitalizations and surgeries (including dates and reasons):

_____________________________________________________________________________________

_____________________________________________________________________________________
_____________________________________________________________________________________

Please list all non-psychiatric medication(s) including vitamins:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Do you have regular check up’s with your doctor(s) (PCP, GYN, Urology, Cardiology etc.)

Yes _______ No__________

Have you ever had a head injury:  Yes_____ No: _____   Date(s) of injury_________________________

Have you been diagnosed with epilepsy or a seizure disorder: Yes ____________ No: _______________
Please list your family medical history: _____________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
Family/Social History:
Where were you born? ___________________________ Where did you grow up? ___________________

Who raised you? Parents
Adopted
   Foster care   Grandparents     Other __________________________
Did you have a happy childhood?  Yes   No     If no, please explain _______________________________

_____________________________________________________________________________________

Number of brothers_______ sisters______ half /step brother ________ half /step sister _______________
Age(s) of brother(s) ______________ sister(s) _________________________ 
Please describe your past and current relationship with your family of origin: _______________________

_____________________________________________________________________________________
_____________________________________________________________________________________
Who do you live with now? _______________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
Have you ever been physically abused? ____________ if yes, please explain with dates, ages, and by whom:

______________________________________________________________________________________

______________________________________________________________________________________

Relationship History:

Current relationship situation:  in a relationship    married     single     divorced     widowed

Name of partner or spouse: _____________________________ years together/married: ______________

Is your relationship satisfying? ____________________________________________________________

If separated or divorced: date: _______________________ reason: _______________________________

Do you have children? ________________ If so, do they live with you? ___________________________      
Names and ages of children: 

Mine: ________________________________________________________________________________

His/Hers: _____________________________________________________________________________

Ours: ________________________________________________________________________________

Educational History:

Highest grade level completed:  1  2  3  4  5  6  7  8  9  10  11  12  Were you held back? Yes   No
If yes, please explain; ____________________________________________________________________

Last School Attended: ___________________________________________________________________

College Level Completed:
Associates
Bachelors
Masters 

Doctorate

Academic Difficulties: Yes_______________ No: ______________________

If yes, what area(s): _______________________________________________

Employment History: 

Current Employer: ______________________________________ Job Title: ______________________

Duration with Employer: _______________________ Military:   Yes____________ No: ____________

Job/Duties description: _________________________________________________________________

Satisfying/Stressful Relationship with Boss: _________________________________________________

Satisfying/Stressful with Coworkers: _______________________________________________________

Prior Employer: __________________________________ Duration: _____________________________

Prior Employer: ___________________________________Duration:_____________________________

Legal History:

Current Legal issues/preceding:  Yes: _________ No: _________ If yes, please explain_______________

_____________________________________________________________________________________

_____________________________________________________________________________________
Have you ever been arrested: Yes____ No: _____ Incarcerated: Yes________ No___________

Reviewed by: __________________________________________   Date: _____________________
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