Mary K. Williams, LCSW

CLIENT REGISTRATION FORM

	ALL information is needed for registration

	Today’s date:
	OFFICE USE: Fee collected   ___________ 

                    Prelim DX

	CLIENT INFORMATION (guardian info on pg 3)

	Client last name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is this client’s legal name?
	If not, what is client’s legal name?
	Former name (s):
	Birth date:
	Age:
	Gender:

	( Yes
	( No
	
	
	       /          /
	
	( M
	( F

	Street address:
	Social Security no.:
	Phone no.:(if OK to call)

	
	
	(          )

	P.O. box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Employer:
	Employer phone no.:(if OK to call)

	
	
	(          )

	Found me / Referred to me  by (check all that apply):
	( Dr.:
	( Insurance Plan
	( Hospital

	( Family
	( Friend
	( Website
	( Phone Book
	( Other:

	Other friends, colleagues or family members who have ever been seen here:



	Client’s email address (if OK to email): 

	RESPONSIBLE PARTY BILLING/INSURANCE INFORMATION

	Please provide your insurance card.

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:(if OK to call)

	
	       /         /
	
	(          )

	Is this person a client here?
	( Yes
	( No
	
	

	Occupation:
	Employer:
	Employer address:
	Employer phone no.:(if OK to call)

	
	
	
	(          )

	Is this client covered by insurance?
	( Yes
	( No
	Responsible person’s email address (if OK to email):

	Please indicate primary insurance
	( United Healthcare
	( QualChoice
	( BCBS
	( Cigna/Tyson
	( Aetna

	( CorpHealth
	( NovaSys
	( Corporate Family Network
	( Other:

	Subscriber’s name:
	Subscriber’s S.S. no.:
	Birth date:
	Group no.:
	Policy no.:
	Co-payment:

	
	
	       /       /
	
	
	$

	Client’s relationship to subscriber:
	( Self
	( Spouse
	( Child
	( Other:

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	
	
	
	

	Has a certification/authorization been requested?
	( Yes       ( No     ( Not required       Certification number:

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to client:
	Home phone no.:
	Work phone no.:

	
	
	(          )
	(          )

	The client registration information is true to the best of my knowledge.

	
	

	Client or Guardian signature
	Date
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	(Please Print)

	CURRENT Medical INFORMATION

	Primary Care Physician’s Name (your regular doctor):



	Street address, if known:


	Phone no.:

	
	(          )

	City:


	State:
	ZIP Code:

	Last Date Seen:
	Date of last physical:
	Have you ever been admitted to a psychiatric hospital?

	_____ / _____ / __________
	_____ / _____ / __________
	Have you ever had a traumatic injury?

	Secondary Physician Name:  (OB/Gyn, psychiatrist, neurologist, endocrinologist etc.)



	Street address, if known:


	Phone no.:

	
	(         )

	Medications that I currently take, dosage and frequency:                                                                      Purpose of the medication:



	Vitamins, herbal supplements that I take, dosage and frequency:                                                         Purpose:



	Health problems and/or disabilities that I presently have are:



	Previous mental health diagnoses (depression, ADHD, PTSD etc.) that I have had are: 



	Have you ever had trouble with using alcohol or drugs of any kind?  If so, please explain:

Please describe your present alcohol and drug use, including whether you are in recovery, feel you are addicted or abusing, or wanting to reduce:



	Please list ANY mental health or substance abuse counselors, therapists, psychologists, psychiatrists, clinics or facilities that you have EVER visited:




Mary K. Williams, LCSW
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	gUARDIAN INFORMATION (IF CLIENT HAS A GUARDIAN)

	Guardian’s last name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is this the legal name?
	If not, guardian’s  legal name:
	Former name (s):
	Birth date:
	Age:
	Gender:

	( Yes
	( No
	
	
	       /          /
	
	( M
	( F

	Street address:
	Social Security no.:
	Home phone no.:(if OK to call)

	
	
	(          )

	P.O. box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Employer:
	Employer phone no.:(if OK to call)

	
	
	(          )

	Guardian’s email address (if OK to email): 

	Household information

	Please list all persons living in the client’s household

	Name
	Age
	Relationship to the client

	

	

	

	

	

	

	Please indicate if any family member is an

Adoptive parent

Birth parent (relinquished a child for adoption)

Adoptee



	FAMILY HEALTH HISOTRY

	Please list any known mental health or medical disorders in client’s biological family



	


THANK YOU FOR YOUR PARTICIPATION!  ALL INFORMATION PROVIDED IS KEPT CONFIDENTIAL.

Mary K. Williams, L.C.S.W.

What You Should Know about Confidentiality in Therapy

I will treat what you tell me with great care. My professional ethics (that is, my profession’s rules about moral matters) and the laws of this state prevent me from telling anyone else what you tell me unless you give me written permission. These rules and laws are the ways our society recognizes and supports the privacy of what we talk about—in other words, the “confidentiality” of therapy. But I cannot promise that everything you tell me will never be revealed to someone else. There are some times when the law requires me to tell things to others. There are also some other limits on our confidentiality. We need to discuss these, because I want you to understand clearly what I can and cannot keep confidential. You need to know about these rules now, so that you don’t tell me something as a “secret” that I cannot keep secret. These are very important issues, so please read these pages carefully. At our next meeting, we can discuss any questions you might have. 

1.  When you or other persons are in physical danger, the law requires me to tell others about it. Specifically:

a.  If I come to believe that you are threatening serious harm to another person, I am required to try to protect that person. I may have to tell the person and the police, or perhaps try to have you put in a hospital.

b.  If you seriously threaten or act in a way that is very likely to harm yourself, I may have to seek a hospital for you, or to call on your family members or others who can help protect  you. If such a situation does come up, I will fully discuss the situation with you before I do anything, unless there is a very strong reason not to.

c.  In an emergency where your life or health is in danger, and I cannot get your consent, I may give another professional some information to protect your life. I will try to get your permission first, and I will discuss this with you as soon as possible afterwards.

d.  If I believe or suspect that you are abusing a child, an elderly person, or a disabled person I must file a report with a state agency. To “abuse” means to neglect, hurt, or sexually molest another person. I do not have any legal power to investigate the situation to find out all the facts. The state agency will investigate. If this might be your situation, we should discuss the legal aspects in detail before you tell me anything about these topics. You may also want to talk to your lawyer.

In any of these situations, I would reveal only the information that is needed to protect you or the other person. I would not disclose everything you have told me.

2.  In general, if you become involved in a court case or proceeding, you can prevent me from testifying in court about what you have told me. This is called “privilege,” and it is your choice to prevent me from testifying or to allow me to do so. However, there are some situations where a judge or court may require me to testify:

a.  In child custody or adoption proceedings, where your fitness as a parent is questioned or in doubt.

b.  In cases where your emotional or mental condition is important information for a court’s decision.

c.  During a malpractice case or an investigation of me or another therapist by a professional group.

d.  In a civil commitment hearing to decide if you will be admitted to or continued in a psychiatric hospital.

Mary K. Williams LCSW

Confidentiality Agreement

Page 2 of 3

e.  When you are seeing me for court-ordered evaluations or treatment. In this case we need to discuss confidentiality fully, because you don’t have to tell me what you don’t want the court to find out through my report.

3.  There are a few other things you must know about confidentiality and your treatment:

a.  I may sometimes consult (talk) with another professional about your treatment. This other person is also required by professional ethics to keep your information confidential. Likewise, when I am out of town or unavailable, another therapist will be available to help my clients. I must give him or her some information about my clients, like you.

b.  I am required to keep records of your treatment, such as the notes I take when we meet. You have a right to review these records with me. If something in the record might seriously upset you, I may leave it out, but I will fully explain my reasons to you.

4.  Here is what you need to know about confidentiality in regard to insurance and money matters:
a.  If you use your health insurance to pay a part of my fees, insurance companies require some information about our therapy. Insurers or managed care organizations ask for much information about you and your symptoms, and some require a detailed treatment plan.

b.  It is against the law for insurers to release information about our office visits to anyone without your written permission. Although I believe the insurance company will act morally and legally, I cannot control who sees this information at the insurer’s office. You cannot be required to release more information just to get payments.

c.  If you have been sent to me by your employer’s Employee Assistance Program, the program’s staffers may require some information. Again, I believe that they will act morally and legally, but I cannot control who sees this information at their offices. If this is your situation, let us fully discuss my agreement with your employer or the program before we talk further.

d.  If your account with me is unpaid and we have not arranged a payment plan, I can use legal means to get paid. The only information I will give to the court, a collection agency, or a lawyer will be your name and address, the dates we met for professional services, and the amount due to me.

5.  Children, couples and families create some special confidentiality questions.
a.  When I treat children under the age of about 12, I must tell their parents or guardians whatever they ask me. As children grow more able to understand and choose, they assume legal rights. For those between the ages of 12 and 18, most of the details in things they tell me will be treated as confidential. However, parents or guardians do have the right to general information, including how therapy is going. They need to be able to make well-informed decisions about therapy. I may also have to tell parents or guardians some information about other family members that I am told. This is especially true if these others’ actions put them or others in any danger.

b.  In cases where I treat several members of a family (parents and children or other relatives), the confidentiality situation can become very complicated. I may have different duties toward different family members. At the start of our treatment, we must all have a clear understanding of our purposes and my role. Then we can be clear about any limits on confidentiality that may exist.

Mary K. Williams LCSW

Confidentiality Agreement
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c.  If you tell me something your partner does not know, and not knowing this could harm him or her, I cannot promise to keep it confidential. I will work with you to decide on the best long-

term way to handle situations like this.

d.  If you and your partner have a custody dispute, or a court custody hearing is coming up, I will need to know about it. My professional ethics prevent me from doing both therapy and custody evaluations.

e.  If you are seeing me for marriage counseling, you must agree at the start of treatment that if you eventually decide to divorce, you will not request my testimony for either side. The court, however, may order me to testify.

f.  At the start of family treatment, we must also specify which members of the family must sign a release form for the common record I create in the therapy or therapies. (See point 7b, below.)

6.  Confidentiality in group therapy is also a special situation.

In group therapy, the other members of the group are not therapists. They do not have the same ethics and laws that I have to work under. You cannot be certain that they will always keep what you say in the group confidential.

7.  Finally, here are a few other points:

a.  I will not make audio or video recordings of our therapy sessions without your written permission.

b.  If you want me to send information about our therapy to someone else, you must sign a “release-of-records” form. I have copies you can see, so you will know what is involved.
c.  Any information that you share outside of therapy, willingly and publicly, will not be considered protected or confidential by a court.

The laws and rules on confidentiality are complicated. Please bear in mind that I am not able to give you legal advice. If you have special or unusual concerns, and need special advice, I strongly suggest that you talk to a lawyer to protect your interests legally and to act in your best interests.

The signatures here show that we each have read, discussed, understand, and agree to abide by the points presented above.

______________________________________________            ____________

Signature of client (or clients)



Date

______________________________________________            ____________

Signature of guardian (if applicable)


Date

___________________________________________            ____________

Mary K. Williams, LCSW, therapist                                      Date

 Mary K. William, LCSW

Adult Checklist of Concerns

Name: 

Date:

Please mark all of the items below that apply, and feel free to add any others at the bottom under “Any other concerns or issues.” You may add a note or details in the space next to the concerns checked. (For a child, mark any of these and then complete the “Child Checklist of Characteristics.”)

❑ I have no problem or concern bringing me here

❑ Abuse—physical, sexual, emotional, neglect (of children, elderly persons), cruelty to animals

❑ Aggression, violence

❑ Alcohol use

❑ Anger, hostility, arguing, irritability

❑ Anxiety, nervousness

❑ Attention, concentration, distractibility

❑ Career concerns, goals, and choices

❑ Childhood issues (your own childhood)

❑ Codependence

❑ Confusion

❑ Compulsions

❑ Custody of children

❑ Decision making, indecision, mixed feelings, putting off decisions

❑ Delusions (false ideas)

❑ Dependence

❑ Depression, low mood, sadness, crying

❑ Divorce, separation

❑ Drug use—prescription medications, over-the-counter medications, street drugs

❑ Eating problems—over/under eating, appetite, vomiting (see also “Weight and diet issues”)

❑ Emptiness

❑ Failure

❑ Fatigue, tiredness, low energy

❑ Fears, phobias

❑ Financial or money troubles, debt, impulsive spending, low income

❑ Friendships

❑ Gambling

❑ Grieving, mourning, deaths, losses, divorce

❑ Guilt

❑ Headaches, other kinds of pains

❑ Health, illness, medical concerns, physical problems

❑ Housework/chores—quality, schedules, sharing duties

❑ Inferiority feelings

❑ Interpersonal conflicts

❑ Impulsiveness, loss of control, outbursts

❑ Irresponsibility

❑ Judgment problems, risk taking

❑ Legal matters, charges, suits

(cont.)

Adult Checklist of Concerns (p. 2 of 2)

❑ Loneliness

❑ Marital conflict, distance, infidelity, remarriage, different expectations, disappointments

❑ Memory problems

❑ Menstrual problems, PMS, menopause

❑ Mood swings

❑ Motivation, laziness

❑ Nervousness, tension

❑ Obsessions, compulsions (thoughts or actions that repeat themselves)

❑ Oversensitivity to rejection

❑ Panic or anxiety attacks

❑ Parenting, child management, single parenthood

❑ Perfectionism

❑ Pessimism

❑ Procrastination, work inhibitions, laziness

❑ Relationship problems (with friends, with relatives, or at work)

❑ School problems (see also “Career concerns . . . ”)

❑ Self-centeredness

❑ Self-esteem

❑ Self-neglect, poor self-care

❑ Sexual issues, dysfunctions, conflicts, desire differences, other (see also “Abuse”)

❑ Shyness, oversensitivity to criticism

❑ Sleep problems—too much, too little, insomnia, nightmares

❑ Smoking and tobacco use

❑ Spiritual, religious, moral, ethical issues

❑ Stress, relaxation, stress management, stress disorders, tension

❑ Suspiciousness

❑ Suicidal thoughts

❑ Temper problems, self-control, low frustration tolerance

❑ Thought disorganization and confusion

❑ Threats, violence

❑ Weight and diet issues

❑ Withdrawal, isolating

❑ Work problems, employment, overworking, can’t keep a job, dissatisfaction, ambition

Any other concerns or issues:

Please look back over the concerns you have checked off and choose the one that you most want help with.  It is:

This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law

FORM 29. Adult checklist of concerns. From The Paper Office. Copyright 2003 by Edward L. Zuckerman. 

Mary K. Williams, LCSW

FEE STATEMENT

as of September 1, 2009

Employee Assistance Program (EAP) sessions: 45-50 minutes

For authorized number of sessions


no charge to client

Intake and registration session: 90 minute session
[image: image1.jpg]


Full fee - with filing of any health insurance claims

$ 150
Discounted fee - for those with BOTH



$ 100

a.) household incomes (before taxes) under $50,000

AND b.) no insurance used

Individual - Sibling - Couple - Family therapy: 45-50 minute session
Full fee - with filing of any health insurance claims

$ 100
Discounted fee - for those with BOTH



$  75

a.) household incomes(before taxes) under $50,000

AND b.) no insurance used

Small group therapy (3 – 5 participants):120 minute session

All incomes







$  75
Client requested clinical reports: per page

All incomes







$  10 

-- PLEASE READ CAREFULLY –

FOR CLIENTS USING INSURANCE: I understand that my insurance company determines my deductible, my co-pay, and the amount that it pays to the therapist.  Although Ms. Williams will be as helpful as possible, I am the primary person responsible for understanding my insurance coverage and obtaining required authorizations, certifications or physician referrals. _____________ (initial)

ALL CLIENTS: According to the Fee Statement, the “full fee” charged for my therapy sessions will be     $ 100  /  $ 75   / $0-EAP sessions only  (circle one), and I will be responsible for paying at the beginning of each session (my “co-pay” or “out-of-pocket” amount due): __________________ (client, please fill in blank).

If the fees increase during my time as a client, I will be informed in writing.

_________________________________


______________________

Signature of client or guardian



Date

Mary K. Williams LCSW
Psychotherapist

Client-Therapist Contract

Consent to treat/consult.  I do hereby seek and consent to take part in the treatment and/or consultation provided by Mary K. Williams, LCSW.  I understand that no promises have been made to me as to the results of treatment or of any procedures or services provided by the therapist.  I am aware that I may stop my treatment with this therapist at any time. 

I am aware that I have the right to ask any questions about my treatment/services, to ask questions about Ms. Williams' training and treatment approach, or voice any concerns that I have.  I am aware that Ms. Williams will keep records of my/my child's treatment, and that I can review these records.

Payment.  I agree to pay this therapist's fees for services according to her Fee Statement.  I agree that I am responsible for the charges for services provided.  When and if I use insurance coverage I agree to remit my insurance co-pay at each session.  I understand that I must provide all information needed to correctly bill my insurance agency or to determine the fee according to the fee statement.  I understand that payment is due on the day of the service, before the session.  I agree that this financial relationship with Ms. Williams will continue as long as she provides services or until I inform her, in person or by certified mail, that I wish to end it.  I agree to meet with this therapist at least once before stopping therapy/consultation.  I agree to pay for all services provided to me until the time I end the relationship.

Appointments.  I know that I must call or email to cancel an appointment at least 24 hours (1 full day) before the time of the appointment.  If I do not call to reschedule and do not show up, I will be charged the full fee (not the insurance co-pay) for that appointment.  I am aware that I may phone or email Ms. Williams to negotiate changes in appointment times.  I understand that on days of bad weather, when Fayetteville Public Schools are closed, that Ms. Williams' office will be closed and I will contact her to negotiate another appointment time.

Ms. Williams has provided me with the informational sheet "Confidentiality in Therapy," and the Fee Statement, both of which I have reviewed and signed.

________________________________


_________________________

Signature of client(s)



Date

________________________________


_________________________

Signature of legal guardian, if applicable
Date



I, the therapist, have discussed the issues above with the client.  My observations of the person's behavior and responses give me no reason to believe that this person is not fully competent to give informed and willing consent.

________________________________


________________________

Mary K. Williams, LCSW



Date


PAYMENT AND ATTENDANCE POLICY 

FOR CLIENTS OF MARY K. WILLIAMS, LCSW

I have read and signed my Client-Therapist Contract, Fee Statement, and the Confidentiality agreement.

I understand that:

Intake sessions last approximately 90 minutes and regular sessions last 45 to 50 minutes.  All EAP sessions last 45-50 minutes.

I will be charged my full fee (not just the insurance co-pay amount) for failing to show up or properly cancel an appointment.  However, I can call and reschedule my session for an available time during that week free of charge.

I must provide the full amount of my payment in the form of a check or cash at the beginning of each session.  Credit cards are not accepted at this time.

I cannot receive services or reports without paying for them. 

The therapist usually uses a billing service to file insurance claims.

The office manager, Courtney Montgomery, handles confidential client billing information and may contact clients regarding scheduling or billing.

If the therapist cannot collect fees owed to her, she will forward my account to a collection agency.

I can cancel appointments by phone 24 hours in advance with no charge or obligation to reschedule.

If I arrive late, I am not guaranteed a full 45-50 minute session.

Signature of client
(and guardian if applicable)


Date

Witness








Date

Office of




Client name: ___________________________

Mary K. Williams LCSW




221 N East Avenue

Fayetteville, AR 72701

(479) 575-0529 office


Client DOB: ________/___________/_____________

(479) 587-0350 facsimile

AUTHORIZATION TO RELEASE CONFIDENTIAL RECORDS AND INFORMATION 

TO A HEALTH INSURER OR OTHER THIRD-PARTY PAYER

This form authorizes Mary K. Williams LCSW to release billing information, required treatment plans, dates of service, and diagnostic codes from the client’s records maintained while the client was receiving services covered by the health insurance plan. 

HIV and drug and alcohol information contained in these records will NOT be released under this consent.

This information is to be sent to the third-party payer and/or the billing service for the sole purpose of receiving health insurance benefits, reimbursements, payments for related services, or other similar decisions.  This information is NOT provided for purpose of applying for life, disability or other insurance.

I understand that this information is NOT required for treatment and that I may revoke this release at any time.

The health insurer, billing service or related agents are prohibited by federal and state law from making any further disclosure of the information without the specific written consent of the person to whom it pertains, or as otherwise permitted by such regulations.

This is strictly confidential material and is for the information of only persons who are professionally capable of understanding, appreciating and acting upon it according to their specific and advanced professional training in the mental health field.  

Redisclosure or retransfer of these records by others is expressly prohibited, and such redisclosure may subject violators to civil and criminal liability.

Federal and state rules restrict any use of this information to criminally investigate or prosecute any client for alcohol or drug abuse.

-CONTINUED ON PAGE 2-

Authorization to release confidential records and information to a health insurer

Page 2 of 2

My signature below authorizes the payment, directly to Mary K Williams LCSW, of benefits payable under my policy/policies.  I understand that such payments will be credited to my account with Ms. Williams.  I further understand that I am financially responsible for charges not covered or reimbursed by my policy, up to the fee that Ms. Williams has agreed to accept (the “allowed amount”).

FOR MEDICARE CLIENTS ONLY:  I request that payment of authorized benefits be made to Mary K. Williams LCSW on my behalf.  I authorize any holder of medical information about me to release to the Centers for Medicare and Medicaid Services and its agents any information needed to determine those benefits or the benefits payable for related services.

I affirm that everything on this form that was not clear to me has been explained to my satisfaction.

A photocopy of this release is to be considered as valid as the original.

________________________________


_____________________

Signature of client




Date

________________________________


_____________________

Signature of legal guardian, if applicable
Date

________________________________


_____________________

Mary K. Williams, LCSW



Date













