
Lifesong Client Intake Form 
 

Name:_________________________________    Today’s Date:_________________ 

If minor, what is parent's name? __________________________________________ 

Email:__________________________________ 

May I contact you by email: Yes ____   No ____  

Date of Birth:_________________   Age:_________________ 

Gender: Male ___   Female ___  Other _____________ 

Marital Status: ________________________ 

Race: ________________________ 

Social Security #: ________________________ 

Drivers License #: ________________________ 

Address: ____________________________________________________ 

               ____________________________________________________ 

City: __________________________ State: _______  Zip: ______________ 

Home Phone: __________________________ 

Cell Phone: __________________________ 

Work Phone: __________________________ 

May I call you at work, home, or cell? __________________ 

Children & Ages: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 



Referred By: 

______________________________________________________________________

______________________________________________________________________ 

Select Staff Member: (Select One) 

❏ Shelly Foster 

❏ Stephen Hansen 

❏ Adina Loomis 

❏ Joe Madrid 

❏ Sheri Miller 

❏ Veronica Pedersen 

❏ Mary Jane Schultz 

❏ Tori Towers 

❏ Nolan Vitzthum 

 

Why have you come to see me today? 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

How long have you been experiencing this? 

______________________________________________________________________ 

Any prior counseling experience?  Yes ____   No ____  When?: 

___________________ 



Length of counseling: _______________________________ 

For what reason: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Status of your health: 

❏ Excellent 

❏ Very good 

❏ Good 

❏ Fair 

❏ Poor 

Physical condition: 

❏ Excellent 

❏ Very good 

❏ Good 

❏ Fair 

❏ Poor 

Health or physical issues I should know about: 

______________________________________________________________________

______________________________________________________________________ 

Physician's Name: ______________________________________________________ 



Physician Address and Phone: 

______________________________________________________________________

______________________________________________________________________ 

Are you currently taking any medications? Please list: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Employment: 

❏ Full Time 

❏ Part Time 

❏ Unemployed  

❏ Student 

Employer: _____________________________________________________________ 

Employer Address:  

______________________________________________________________________

______________________________________________________________________ 



Health Insurance 
Please provide a copy of your card. 

Please complete insurance information even if you have an EAP 

 

Name of Insurance Company: _____________________________________________ 

Policy #: ____________________________ Group #: __________________________ 

Policyholder's Name: ____________________________________________________ 
Policyholders DOB: ___________________________ 

TriCare and TriWest SPONSER'S SS#: ______________________________ 
Contact in case of emergency(name and phone #): 

______________________________________________________________________ 

Is this an EAP? 
Yes ____   No ____ 

Please provide the phone number to your EAP: ________________________________ 
How many sessions are covered? _________________ 

What is the authorization case number?: ____________________ 

 

INSURED OR AUTHORIZED PERSON'S SIGNATURE: I authorize the payment of medical 
benefits to the signing provider or supplier for services described on the submitted 
HCFA 1500 forms. 
 

Sign: _____________________________________________________________ 

 

Consent to Treatment 

I give consent for Lifesong Counseling to treat me and agree that I am financially 

responsible for my sessions at the hourly rate discussed: 
Yes ____   No ____ 



Email/Text/Phone Consent 

Patient HIPAA Acknowledgement and Consent Form January 1, 2016. Consent to 
Email, Text or Cell Phone Usage for Appointment Reminders and Other Healthcare 

Communications: Patients may be contacted via email, cell phone or text messaging to 
remind you of an appointment, to obtain feedback on your experience, and to provide 

general health reminder/information.  

 
If I provide an email or text address at which I may be contacted, I consent to receiving 

appointment reminders and other healthcare communications/information at this email 
or text address from the Practice. Please initial: __________ 

 

I consent to receive text messages from the practice on my cell phone and any number 
forwarded or transferred to that number or emails to receive communication as stated 

above. I understand that this request to receive emails and text messages will apply to 
all future appointment reminders/feedback/health information unless I request a change 

in writing (see revocation section below). The cell phone number that I authorize to 

receive text messages for appointment reminders, feedback and general health 
reminders/information is. Please initial: ________ 

 
The email that I authorize to receive email messages for appointment reminders and 

general health reminders/feedback/information is. Please initial: ________ 

 
I do not charge for this service, but standard text messaging rates may apply as 

provided in your wireless plan (contact your carrier for pricing plans and details). 

 

I hereby revoke my request to receive any future appointment reminders, feedback, and 

general health via text messages:   Yes ____   No ____ 
 

Note: This revocation only applies to communications from this practice.  



Disclosure & Informed Consent 
1520 Logan Avenue, Cheyenne, WY 970-817-3426 

 

Shelly Foster, LPC; Stephen Hansen, PCSW; Adina Loomis, LPC; Joe Madrid, LCSW; Sheri Miller, LPC;  

Veronica Pedersen, LCSW; Mary Jane Schultz, LCSW; Tori Towers, PhD; Nolan Vitzthum, LCSW 

 

Pychotherapist-Client Service Agreement: 

Welcome to our practice. This document contains summary information about confidentiality 

including, but not limited to, the Health Insurance Portability and Accountability Act (HIPAA). 

Confidentiality is required by a federal law that provides privacy protections and patient rights 

about the use and disclosure of your Protected Health Information (PHI) for the purposes of 

treatment, payment and healthcare operations.  This Disclosure Statement is required by the 

Mental Health Professions Licensing Act and the Board of Psychology. 

 

Disclosure Statement: 

❖ Shelly Foster, MA, LPC; Master of Arts Degree in Counseling from the University of Northern 

Colorado, obtained in 1988.  Shelly will adhere to the American Counseling Association Code of 

Ethics.  

❖ Stephen Hansen, MSW, PCSW; Master of Social Work from the University of Wyoming in 2019. 

Stephen will adhere to the National Association of Social Workers Code of Ethics and is 

practicing under the supervision of Veronica Pedersen (below), who can be contacted at 

telephone number (307) 274-2428, and at email address vpedersen9545@gmail.com. 

❖ Adina Loomis, MA, LPC; Master of Arts in Clinical Psychology from Wheaton College obtained in 

2010. Adina will adhere to the American Counseling Association Code of Ethics. 

❖ Joe Madrid, MSW, LCSW; Master of Social Work from University of Denver, obtained in 1990. 

Joe will adhere to the National Association of Social Workers Code of Ethics. 

❖ Sheryl Miller, MS, LPC; Master of Science in Counselor Education from the University of 

Wyoming, obtained in 1997.  Sheri will adhere to the American Counseling Association Code of 

Ethics. 

❖ Veronica Pedersen, MSW, LCSW; Master of Social Work from Indiana University, obtained in 

1992.  Veronica will adhere to the National Association of Social Workers Code of Ethics. 

❖ Mary Jane Schulttlz, MSW, LCSW; Master of Social Work from the University of Wyoming in 

2005.  Mary Jane will adhere to the National Association of Social Workers Code of Ethics. 

❖ Victoria Towers, PhD; Doctorate in Psychology from the University of Wyoming obtained in 1996. 

Tori will adhere to the Board of Psychology Code of Ethics. 

❖ Nolan Vitzthum, MSW, LCSW; Master of Social Work from the University of South Dakota 

obtained in 2016.  Nolan will adhere to the National Association of Social Workers Code of Ethics. 

mailto:vpedersen9545@gmail.com


Please note, in these professional relationships, sexual intimacy between a therapist and client is never 

appropriate.  If sexual intimacy occurs it should be reported to the Wyoming Mental Health Professions 

Licensing Board, 2001 Capitol Avenue, Room 104, Cheyenne, WY, 307-777-3628 or to the Wyoming 

Board of Psychology, 2001 Capitol Avenue, Room 103, Cheyenne, WY 307-777-5403.  These Boards 

have the general responsibility of regulating the practice of licensed professional counselors, social 

workers and psychologists, respectively. 

 

Psychological Services: 

Therapy is a relationship between people that works in part because of clearly defined rights and 

responsibilities held by each person.  As a client in psychotherapy you have certain privileges, 

rights and responsibilities that are important for you to understand.  There are also legal 

limitations to those rights that you should be aware of.  Your therapist has corresponding 

responsibilities to you.  These rights and responsibilities are described in the following sections. 

Psychotherapy is a unique process that varies depending on a numerous of factors, including, but 

not limited to, the personalities of the therapist and you, and client and/or the particular issues 

being presented.  There are many different methods we may implement to help you deal with the 

problems you present.  Unlike a visit to your medical doctor, your role in therapy is not a passive 

one.  The process calls for a very active effort and involvement on your part and you may be 

asked to work on things we discuss both during our sessions and at home. 

While the goal of treatment is to benefit you the client, it may also involve risks.  Since therapy 

often involves discussing unpleasant aspects of your life, you may experience uncomfortable 

feelings such as sadness, guilt, anger, frustration, loneliness, helplessness, and or hopelessness. 

Making changes in your beliefs or behaviors may be scary, and sometimes disruptive to the 

relationships you already have.  You may find your relationship with one of us to be a source of 

strong feelings.  On the other hand, psychotherapy has been shown to have benefits for those 

who are committed to the process.  Therapy often leads to better relationships, solutions to 

specific problems, or significant reductions in feelings of distress.  However, there is no guarantee 

of what you might experience; therefore, it is important that you consider whether the potential 

risks are worth the benefits.  The majority of people who do take these risks find that therapy is 

helpful. 

The first few sessions of your therapy will involve an evaluation of your needs, as well as an 

opportunity to gather information about you.  By the conclusion of the evaluation, we will be able 

to offer you some initial impressions of what our work together will include and a more detailed 

treatment plan (verbal and/or in writing if requested) will be developed should you wish to 

continue. You should evaluate this information along with your own opinions as to whether you 

feel comfortable working with your clinician.  Therapy involves a large commitment of time, 

energy and finances; therefore, you should be selective when choosing a therapist.  



 

Appointments: 

Appointment times will ordinarily be 50 minutes in duration, once per week at a time we agree on. 

The rate for a fifty (50) minute sessions is $180.00.  Please note that you may have more or less 

frequency in sessions dependent upon your individual needs.  The time scheduled for your 

appointment is reserved for you and you alone.  If you need to cancel or reschedule an 

appointment we expect at least a a twenty-four (24) hour notice.  If you miss a session without 

canceling, or give less than a 24 hour notice you will be charged a $50.00 No-Show fee (unless 

we both agree you were unable to attend or give notice due to circumstances beyond your 

control). 

 

Confidentiality: 

The maintenance of confidentiality of all written or verbal communications between you and your 

therapist is a privileged communication as defined by W.S. 33-38-113 in Wyoming. This law 

states that, when involved in legal proceedings (civil, criminal of juvenile) you retain the right to 

privacy, unless these specific circumstances exist: a) abuse or harmful neglect of children, the 

elderly or disabled or incompetent individuals is known or reasonably suspected, b) the validity of 

a will of a former client is contested, c) information related to counseling is necessary to defend 

against a malpractice action brought by a client, d) an immediate threat of physical violence 

against a readily identifiable victim is disclosed to the therapist, e) in the context of civil 

commitment proceedings, where an immediate threat of self-inflicted harm is disclosed to the 

therapist, f) the client alleges mental or emotional damages in civil litigation or his/her mental or 

emotional state becomes an issue in any court proceeding concerning child custody or visitation, 

g) the patient or client is examined pursuant to a court order, or court ordered therapy, h) in the 

context of investigations and hearings brought by the client and conducted by the board, where 

violations of this act are an issue. 

 

Contacting Us: 

We are not always immediately available by telephone.  We do not answer phones when we are 

with other clients or otherwise unavailable.  If you feel you cannot wait for a return call or if you 

feel unable to keep yourself safe, 1) go to your Local Hospital Emergency Room, or 2) call 911. 

We will make every attempt to inform you in advance of planned absences and to provide you 

with the name and phone number of the mental health professional covering for us in our 

absence. 

 

Other Rights: 



If you are unhappy with what is happening in therapy we hope you will talk with us so we can 

respond to your concerns.   Such comments will be taken seriously and handled with care and 

respect.  You may also request that we refer you to another therapist and you are free to end 

therapy at any time.  In most cases the client is the one who decides when therapy will end. 

However, should you pose a threat or blatantly threaten to commit violence, either verbal or 

physical, to anyone working at Lifesong, or any family member of those who work here, we 

reserve the right to immediately terminate your therapy.  You have the right to considerate, safe 

and respectful care, without discrimination as to race, ethnicity, color, gender, sexual orientation, 

age, religion, national origin or source of payment.  You have the right to ask questions about any 

aspect of therapy and about your clinician’s specific training and experience.  You have the right 

to expect that we will not have social or sexual relationships with clients or former clients. 

 

Client Consent to Psychotherapy: 

I have fully read this statement, had time to be sure that I considered carefully, asked any 

questions that were necessary and obtained needed clarification, and understand its terms 

completely.  I consent to the use of a diagnosis for billing purposes, and to the release of that 

information and other information necessary to complete the billing process.  I agree to pay the 

fee of $180.00 per 50-minute sessions should insurance not cover the services provided.  I 

understand my rights and responsibilities as a client, and my therapist’s responsibilities to me.  I 

agree to undertake therapy with the Lifesong clinician listed below.  I am aware that I may 

terminate therapy at any time I wish and for any reason I feel necessary and that I may also 

refuse any requests or suggestions made to me by my therapist.  I attest that I am at least 18 

years of age. 

 

Your signature below indicates that you have read the information contained in this document and agree 

to abide by its terms during our professional relationship.  

Sign:_______________________________________________________   Date: __________________  



INFORMED CONSENT FOR IN-PERSON SERVICES DURING COVID-19 PUBLIC HEALTH CRISIS 
 

This document contains important information about our decision (yours and mine) to resume in-person 

services in light of the public health crisis. Please read this carefully and let me know if you have any 

questions.  When you sign this document, it will be an agreement between us. 

 

Decision to Meet Face to Face 

We've agreed to meet in person for some or all future sessions. If there is a resurgence of the 

pandemic or if other health concerns arise, however, I may require that we meet via telehealth. If 

you have concerns about going back to telehealth, we'll talk about it first and try to address the 

issue. You understand that, if I believe it is necessary, I may determine that we return to 

telehealth for everyone's well-being. 

If you decide at any time that you would feel safer staying with, or returning to, telehealth 

services, I will respect that decision, as long as it is clinically appropriate. Reimbursement for 

telehealth services, however, is also determined by the insurance companies and applicable law, 

so that is an issue we may also need to discuss. 

Risks of Opting for In-Person Services 

You understand that by coming to the office, you are assuming the risk of exposure to the 

coronavirus (or other public health risk). This risk may increase if you travel by public 

transportation, cab, or ride sharing service. 

 

Your Responsibility to Minimize Your Exposure. To obtain services in person, you agree to take certain 

precautions which will help keep everyone (you, me, and our families, [my other staff] and other patients) 

safer from exposure, sickness and possible death. Your failure or refusal to adhere to these safeguards 

may result in our starting / returning to a telehealth arrangement.  Put a checkmark on each to indicate 

that you understand and agree to these actions: 

❏ You will only keep your in-person appointment if you are symptom free 

❏ You will take your temperature before coming to each appointment. If it is elevated (100 

Fahrenheit or more), or if you have other symptoms of the coronavirus, you agree to cancel the 

appointment or proceed using telehealth. If you wish to cancel for this reason, I won't charge you 

our normal cancellation fee. 

❏ You will wait in your car or outside [or in a designated safer waiting area] until no earlier than 5 

minutes before our appointment time 

❏ You will wash your hands or use hand sanitizer when you enter the building. 

❏ You will adhere to the safe distancing precautions we have set up in the waiting room and 

testing/therapy room. For example, you won't move chairs or sit where we have signs asking you 

not to sit. 



❏ You will wear a mask in all areas of the office (I [and my staff] will too). 

❏ You will keep a distance of 6 feet and there will be no physical contact (e.g. no shaking hands) 

with me [or staff]. 

❏ You will try not to touch your face or eyes with your hands. If you do, you will immediately wash or 

sanitize your hands. 

❏ If you are bringing your child, you will make sure that your child follows all of these sanitation and 

distancing protocols. 

❏ You will take steps between appointments to minimize your exposure. 

❏ If you have a job that exposes you to those who are infected, you will let me [and my staff] know. 

❏ If your commute or other responsibilities or activities put you in close contact with others (beyond 

your family), you will let me [and my staff] know. 

❏ If a resident of your home tests positive for the infection, you will immediately let me [and my 

staff] know and we will then [begin] resume treatment via telehealth 

My Commitment to Minimize Exposure: 

My practice has taken steps to reduce the risk of spreading the virus within the office and we 

have posted our efforts on our website and in the office. Please let me know if you have 

questions about these efforts. 

If You or I Are Sick: 

You understand that I am committed to keeping you, me, [my staff] and all of our families safe 

from the spread of this virus. If you show up for an appointment and I [or my office staff] believe 

that you have a fever or other symptoms, or believe you have been exposed, I will have to require 

you to leave the office immediately.  We can follow up with services by telehealth as appropriate. 

 

If I [or my staff] test positive for the coronavirus, I will notify you so that you can take appropriate 

precautions. 

Your Confidentiality in the Case of Infection: 

If you have tested positive for the coronavirus, I may be required to notify local health authorities 

that you have been in the office. If I have to report this, I will only provide the minimum 

information necessary for their data collection and will not go into any details of the reason(s) for 

our visits.  By signing this form, you are agreeing that I may do so without an additional signed 

release. 

Informed Consent: 

This agreement supplements the general informed consent/business agreement that we agreed 

to at the start of our work together. 

 

Your signature below shows that you agree to these terms and conditions: 

Sign:_______________________________________________________   Date: __________________  



Telehealth 
Telehealth Informed Consent 

 

I hereby consent to engaging in telehealth counseling with a Lifesong Counseling 
practitioner as part of my psychotherapy.  I understand ‘telehealth’ includes the practice 

of healthcare delivery, diagnosis, consultation, treatment, transfer of mental health data 
and education using interactive audio, visual or data communications 

Yes ____   No ____ 

 
I understand that I have the following rights with respect to telehealth: I have the right to 

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

otherwise be entitled.  

Yes ____   No ____ 
 

I understand that I have the following rights with respect to telehealth: The laws that 
protect the confidentiality of my medical and mental health information also apply to 

telehealth.  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 toward self and/or an 
ascertainable victim; and when I make my mental or emotional state an issue in a legal 

proceeding. 

Yes ____   No ____ 
 

In case of emergency my location is: 
______________________________________________________________________ 

 

I also understand that the dissemination of any personally identifiable images or 
information from the telehealth interaction will not occur without my written consent. 

Yes ____   No ____ 



I understand there are risks and consequences from telehealth therapy including, but 
not limited to, the possibility that the transmission of my medical or mental health 

information could be disrupted or distorted by technical failures; the transmission of my 
medical or mental health could be interrupted by unauthorized persons; the electronic 

storage of my medical information could be accessed by unauthorized persons; and that 

there may be limitations in the ability to respond to emergencies. 
Yes ____   No ____ 

 
Also, I understand that telehealth-based service may not be as complete as face-to-face 

services.  I understand that if my practitioner believes I would be better served by 

another form or psychotherapeutic services I may be referred to a practitioner who can 
provide such services in my area.  Finally, I understand there are potential risks and 

benefits associated with any form of psychotherapy, and that despite my efforts and the 
efforts of my therapist, my condition may not improve and in some case may even get 

worse. 

Yes ____   No ____ 
 

I understand I may benefit from telehealth services, but results cannot be guaranteed or 
assured. 

Yes ____   No ____ 

 
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.  
 

Signature of patient/parent/guardian: 

______________________________________________________________________ 
Relationship to patient: _____________________ 

Date: ______________________ 
  



Release of Information 
Authorization for Use or Disclosure of Protected Health Information  

 

Is there anyone we need to release or receive records from? 

Yes ____   No ____ 

I authorize Lifesong Counseling to release my information to (Name): 

______________________________________________________________________ 

Address of recipient: 

______________________________________________________________________

______________________________________________________________________ 

Phone of recipient: __________________________________ 

 

Lifesong Counseling will only release documents originated by Lifesong Counseling. 

 

Client Initial for verbal and/or written information to be released and/or received (Check 

all that apply):  

❏ Clinical Assessment 

❏ Diagnostic Impressions 

❏ Treatment Plan 

❏ Discharge Summary 

❏ Progress Notes 

Purpose or need for disclosure:  

______________________________________________________________________

______________________________________________________________________ 



I understand that my records are protected under the Federal and Specific State 
confidentiality laws and regulations and cannot be disclosed without my written consent, 

unless otherwise provided for in the regulations. I also understand that I may, in writing, 
revoke this consent at any time, except to the extent that action has been taken in 

reliance on it (such as the provision of treatment upon consent to disclose to third-party 

payers) or after the occurrence of a specified ascertainable event (such as release from 
probation or parole). In any event, this consent expires automatically as described 

below. I acknowledge that the information released was fully explained to me and this 
consent is given of my own free will. The information I authorize for release may include 

records which may indicate the presence of substance abuse or communicable or 

venereal disease which may include, but are not limited to, diseases such as hepatitis, 
or the human immunodeficiency virus, also known as Acquired Immune Deficiency 

Syndrome.  Yes ____   No ____ 
 

This consent expires on (or no later than termination of treatment) Date: ____________ 

 
Sign: ____________________________________   Today’s 

Date:_________________ 

Witness Signature: ______________________________________________________ 

 

 To Recipient: 

This information has been disclosed to you from records whose confidentiality is protected by              

Federal Law. Federal and State regulations prohibit you from making any further disclosure of it               

without the express written consent of the person to whom it pertains, or as otherwise permitted                

by such regulations. A general authorization for the release of medical information is not sufficient               

for this purpose. The Federal rules restrict any use of the information to criminally investigate or                

prosecute any alcohol or drug abuse patient.   



"No Show" Policy 

Definition of a “No-Show” Appointment: Does not arrive to the appointment - Cancels with less 

than 24 hours’ notice - Arrives more than 10 minutes late and is consequently unable to be 

seen. 

 

Impact of a “No-Show” Appointment: 
Potentially jeopardizes the health of the “no-showing” client because treatment is 

interrupted - Is unfair (and frustrating) to other clients who may have needed that 

appointment time - Disrespects the provider’s time and results in lost income to 
the provider, whose only source of income is face to face treatment of clients. 

How to Avoid Getting a “No-Show”: 
Confirm your appointment time - Arrive on time - Give 24 hours’ notice if you 

must cancel. 

Appointment Confirmation: 
Lifesong will send you email or text reminders (unless you opt out of this service); 

please verify this matches your record. Give 24 Hours’ Notice if you need to 
Cancel. 

When you need to cancel or rebook a scheduled visit, we expect you to contact 

us no later than 24 hours before the scheduled visit. This allows us reasonable 
time to reschedule your care as well as giving us an opportunity to rebook the 

now vacant appointment slot for another client. If you have an emergency and 
must cancel with less than 24 hours’ notice, please do give us the courtesy of a 

phone call.  

Consequences of “No-Show” Appointments 
The client will be charged $50.00 for each “no-show” - Three or more “no-shows” 

may result in dismissal by your therapist, including cancellation of any remaining 
booked appointments and a six-month period before reapplication to the practice 

can be commenced.  

I have read and understood the Lifesong Counseling “No-Show” Policy as described 
above: 

Sign: _________________________________________   Date: _________________  



Financial Agreement 
This office will provide insurance billing services as a courtesy to you. Remember that you are ultimately 

responsible for any charges incurred in this office. It is your legal responsibility to pay any deductible 

amount, co-insurance and/or other balances not paid by your insurance carrier. Your signature on this 

form indicates that you agree to pay for any outstanding charges incurred in this office. 

 

Clients who do not have health insurance:  

You are responsible for the full cost of services. Payment is due at the time of service. You may 

negotiate with your therapist for a reduced fee if necessary.  

 

Clients with insurance may incur two types of balances after deductible has been met: 

1. Co-pay: The insurance has a stated amount that you pay for each visit. You pay your co-pay at 

the time of service. We will bill your insurance for the remaining balance. You may have to meet a 

deductible before your insurance starts charging only co-pays. 

2. Co-insurance: The insurance has stated your cost of service based on a percentage of the 

covered charges (for example, insurance pays 80% and you pay 20%). You may have to meet a 

deductible before your insurance starts charging only co-insurance. Payment of deductible and 

co-insurance is due at the time of service.  

 

We will strive to work out feasible payment arrangements: 

Unless other prior arrangements have been made, any outstanding balance over 60 days old will 

be considered delinquent. A re-billing fee of 1% (based on the outstanding balance) may be 

added to accounts that fit these criteria. Office policy dictates that delinquent accounts may be 

referred for collection which may include possible blemishes on your credit record.  

 

If your insurance denies payment for any reason, charges for services become your 

responsibility, and you agree to pay for any outstanding charges incurred.  

 

"No Shows" 

 If you do not show up for your appointment and have not cancelled or rescheduled without at 

least 24 hours’ notice, you will be charged a fee of $50.00.  

 

I authorize payment of insurance benefits directly to Lifesong Counseling AND I authorize the clinician to 

release any treatment information necessary to process Medicaid/Insurance claims. By signing below, I 

indicate that I have read, understand and agree with the terms on this page.  

 

Sign____________________________________________________   Date: ______________________ 



Credit Card Payments 
If you will be using a credit or debit card for payment to Lifesong please provide the following information: 

Card should be charged. 
 

Client Name: __________________________________ 

 

Weekly balance due: ______________ 

Weekly defined amount of $: ______________ 

Monthly balance due: ______________ 

Monthly defined amount of $: ______________ 

 

Cardholder Name: __________________________________ 

Credit/Debt Card Type (Visa, Mastercard, Discover, etc): ___________________ 

Credit Card Number: _______________________________________________ 

Expiration Date (mm/yy): ___________________   CVV Code: _______________ 

 

Cardholder Zip Code from card billing address: 

______________________________________________________________________

______________________________________________________________________ 



Health Insurance Claim Form 

READ BACK OF FORM BEFORE COMPLETING AND SIGNING. Patient's or 

authorized person's signature: I authorize the release of any medical or other 

information necessary to process this claim. I also request payment of government 

benefits either to myself or to the party who accepts assignment below.  

Sign____________________________________________   Date: ________________ 



CLINICAL ASSESSMENT 

Please answer the following questions to the best of your ability. Leave blank any 

section you are not comfortable answering as it can be discussed later with your 

therapist. 

Presenting Problem: What are the present concerns that have brought you here 

today? 
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________ 

Safety Issues (Please explain): 

Do you have any current or past Suicidal ideation or attempts? – please explain 

______________________________________________________________________
______________________________________________________________________ 

Do you have any current or past Homicidal ideation or attempts? – Please explain 
______________________________________________________________________

______________________________________________________________________ 

Do you have any current or past difficulties managing anger or are there other safety 
concerns?_- please explain 

______________________________________________________________________
______________________________________________________________________ 

BACKGROUND INFORMATION: 

Identification: What is your Age, ethnicity, religion, marital status, referral status, etc? 
______________________________________________________________________

______________________________________________________________________ 



History of Present Problem: What current Symptom are you experiencing, when was 
the onset, what is the duration and frequency, etc? 

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________ 

Trauma History: If you are comfortable doing so, please state the nature of trauma, 
when it occurred, persons involved, etc. Please leave blank if you do not wish to write it 

here. 

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Family Psychiatric History: Has anyone in your family History experienced mental 

illness or been diagnosed with a mental illness? Who, and what are the known 
diagnoses, etc.? 

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________ 

Medical Conditions and History: Please list any current and past medical conditions, 

treatments, allergies, etc. 

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________
______________________________________________________________________ 



Current Medications: What medications are you taking, what is the dosage, purpose 
and prescribing physician? 

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________ 

Substance Use: What substance do you use (including alcohol), start date, last use, 
amount, frequency, etc.? Are you concerned about your substance use at this time? 

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________
______________________________________________________________________ 

Family History: What was it like growing up in your family of origin, how did you get 

along with your parents, siblings, significant others, etc. How well did your family 
function? 

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

 



Social History: What current and past significant relationships have you had? Do you 
have social support and connections? What is the nature/quality of your relationships, 

etc.? 
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________ 

Developmental History: Did you meet all of your developmental milestones? (Did you 

have any delays in cognitive, social, emotional, speech, language, fine motor or gross 

motor skills?) 
______________________________________________________________________

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Educational/Occupational History: 

What level of education do you have? 
______________________________________________________________________

Who is your current employer? 

______________________________________________________________________
Do you have difficulty maintaining employment? 

_____________________________________________________________________ 

Legal History: Have you recently or in the past been arrested or sentenced, any DUI 

occurrences, any threat of incarceration or litigation? 

______________________________________________________________________
______________________________________________________________________ 



Strengths/Limitations: What are your strengths/qualities? What limits you from being 
where you would like to be in your life? 

______________________________________________________________________
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Other Issues: Is there anything that was not asked that you believe needs to be 

addressed? 
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
______________________________________________________________________ 

 

Thank you! 

Lifesong Counseling 

 
 

 

 
 

 


