PATIENT REGISTRATION - INSURANCE

(Please Print)

Patient’s Full Name: 







SS#: 






Street Address: 





City: 


 State: 

 Zip: 



Date of Birth: 
/
/
     Age:

    

 Please check one:     FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female

Please check one:     FORMCHECKBOX 
 Married           FORMCHECKBOX 
 Single           FORMCHECKBOX 
Divorced           FORMCHECKBOX 
 Separated           FORMCHECKBOX 
Widowed



May we leave a message for you at the telephone numbers below?



Yes
No

(Patient)


Home Phone:
(
     )

  


 FORMCHECKBOX 

 FORMCHECKBOX 


(Patient)


Cell Phone: 
(
     )




 FORMCHECKBOX 

 FORMCHECKBOX 


(Parent, if patient is a minor)
Cell Phone: 
(
     )




 FORMCHECKBOX 

 FORMCHECKBOX 


(Patient)


Work Phone: 
(
     )




 FORMCHECKBOX 

 FORMCHECKBOX 


(Parent, if patient is a minor)
Work Phone: 
(
     )




 FORMCHECKBOX 

 FORMCHECKBOX 

Patient’s Employer:






 
If Student, Name of School:






Grade:






If Minor, Name of Parent/Legal Guardian:










*If Parent/Legal Guardian is divorced and seeking treatment for a minor, please provide a copy of legal custody arrangements.

Parent/Legal Guardian’s Employer:







 

Family Physician:




 City: 



 Phone: 



Referred By:





Emergency Contact:



 Relationship to Patient:

            
  Phone:




INSURANCE INFORMATION

Insured’s Full Name:






 Relationship to Patient:



Insured’s SS#:







 Date of Birth:

/
/


Employer:















Primary Insurance Company:





Group #:




ID# if Different from SS#:






Do you have Secondary Insurance?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If Yes, please provide information below:

    Secondary Insurance Company:




Group #:




    Insured’s Full Name:





Date of Birth: 

/
/

    Insured’s SS#:




 Employer:





· I understand that payment (cash or check) is due at the time of service unless prior arrangements have been made.

· I authorize use of this form on all my insurance submissions.

· I authorize Matthews and Associates to release information to my insurance company(ies).

· I authorize my insurance company to make direct payment to Matthews and Associates.

· I understand that I am responsible for the full amount of my bill for services provided.

· I hereby permit a copy of this form to be used in place of an original.
Patient/Client Signature:







 Date



Parent/Legal Guardian Signature:





 Date



CONSENT FOR TREATMENT
This is to certify that I give permission to Matthews and Associates to provide psychotherapy treatment for myself and/or my child(ren).

I will be treated with respect and honesty throughout treatment.  I am expected to benefit from treatment, but there are no guarantees. Outpatient psychotherapy does not have significant risks.  Maximum benefits will occur with regular attendance, but I understand that I may feel temporarily worse while in treatment.

While under most circumstances all communication between the client and the therapist is confidential, Illinois state law mandates the reporting of actual or suspected child or elder abuse to the appropriate agency.

It has also upheld that if an individual intends to take harmful or dangerous actions against another, it is the therapist’s duty to warn the person or the family of the person who is likely to suffer the results of harmful behavior.  Similar actions are taken with clients who may have suicidal thoughts and desires.

Every reasonable effort will be made to appropriately resolve these issues or to notify the client before such a compromise of the client-therapist relationship is made.

Your therapist has staff meetings with colleagues and/or supervisors on a weekly basis.  Some limited confidential information may be shared during this time.  Clinical consultation is a necessary and ethical component that helps in the provision of the best treatment possible.

I have the right to terminate the therapeutic relationship at any time that I should desire without fault. 

I have read this consent thoroughly and have been offered the opportunity to ask questions.

A copy of this authorization shall be considered valid.

Patient/Client Name:











Patient/Client Signature:











Parent/Legal Guardian Signature:









Parent/Legal Guardian Relationship to Client:







Staff/Witness Signature:











RELEASE OF INFORMATION
I authorize Matthews and Associates to contact my primary care physician (name), 






, regarding an appointment being made for follow-

up, as well as information pertaining to psychological and emotional function.

Patient Signature:







Date:




Parent/Legal Guardian Signature:





Date:




CONSUMER RIGHTS

1. You have the right to care and treatment that respects your personal dignity and privacy regardless of race, religion, sex, ethnicity, age or handicap.

2. You have the right to be informed of the cost of services rendered to you.

3. All services offered through Matthews and Associates are available to you regardless of your source(s) or support.

4. Your record and counseling plan is confidential and cannot be released to anyone without you or your guardian’s written consent unless there is a court ordered subpoena.

5. You have the right to an individual treatment plan and to participate in the formation of that plan.

6. Upon written request, you have the right to review your current clinical records, under the supervision of your therapist.

7. You have the right to treatment in an environment that is the least restrictive.

8. You have the right to refuse treatment or any specific treatment procedure and a right to be informed of the consequences resulting from a refusal of treatment or of a treatment procedure.

9. You have the right to request and/or be informed of alternative treatments available.

10. If you have any concerns or complaints regarding your treatment you have the right to communicate your concerns directly to your therapist and/or that therapist’s immediate supervisor.

11.
In the event of an emergency, dial 911 or go to the nearest emergency room.

I have been given a copy of my consumer rights.

Patient’s Signature



 




Date

Parent/Legal Guardian’s Signature






Date

Witness’ Signature








Date
Therapist:









Therapist Supervisor:















CONSUMER RIGHTS

1. You have the right to care and treatment that respects your personal dignity and privacy regardless of race, religion, sex, ethnicity, age or handicap.

2. You have the right to be informed of the cost of services rendered to you.

3. All services offered through Matthews and Associates are available to you regardless of your source(s) or support.

4. Your record and counseling plan is confidential and cannot be released to anyone without you or your guardian’s written consent unless there is a court ordered subpoena.

5. You have the right to an individual treatment plan and to participate in the formation of that plan.

6. Upon written request, you have the right to review your current clinical records, under the supervision of your therapist.

7. You have the right to treatment in an environment that is the least restrictive.

8. You have the right to refuse treatment or any specific treatment procedure and a right to be informed of the consequences resulting from a refusal of treatment or of a treatment procedure.

9. You have the right to request and/or be informed of alternative treatments available.

10. If you have any concerns or complaints regarding your treatment you have the right to communicate your concerns directly to your therapist and/or that therapist’s immediate supervisor.

11. In the event of an emergency, dial 911 or go to the nearest emergency room.

I have been given a copy of my consumer rights.

Patient’s Signature



 




Date

Parent/Legal Guardian’s Signature






Date

Witness’ Signature








Date
Therapist:









Therapist Supervisor:




















(CONSUMER COPY)
[image: image1.wmf]
MATTHEWS AND ASSOCIATES
109 LOU ANN DRIVE  (  HERRIN, ILLINOIS 62948  (  PHONE (618) 988-1330
FEE STATEMENT FOR INSURANCE CLIENTS

1.   We request 24 hours notice if you will be unable to keep your appointment.
2.  All co-pays, deductibles, and co-insurance are expected at the time of service.  If you have not met your deductible then you are responsible for the total amount due.

Individual and Family Therapy:

Intake/Initial Session:


$120.00

Subsequent Sessions:

First 10-30 minutes:

$  45.00








31-60 minutes:


$  90.00








Per additional 15 minutes:
$  22.50

Group Therapy:



$50.00 / hour

Reports:



Determined by per minute charge as stated above
Testing:




Charge depends on test


Hospital visits:



Determined by per minute charge as stated above







(time begins when therapist leaves office and ends upon return to office)

Court/School Consultations:

Determined by per minute charge as stated above






(time begins when therapist leaves office and ends upon return to office)

File Copies:



$25.00 to cover cost of time, copying, mailing, etc.

3. There will be a $25.00 service charge on all returned checks.

4. Accounts more than 90 days past due may be sent to a collection agency.  In the event that your account goes to collections, there will be a $20.00 collection fee added to your balance. 
Health insurance companies will often cover a portion of the costs for services rendered by our facility’s clinical staff.  We will make all attempts to help our clients get accurate information regarding their insurance plan’s payment limits for the services we provide.  However, we cannot be responsible for the accuracy of the information we receive from the client’s insurance company. We encourage all clients to check coverage information themselves with their health benefits carrier or employer.  Some companies will only give the information to the client.  When Matthews and Associates has a contract with your health benefits carrier, it is easier to get that information. However, we cannot be responsible for changes you, your employer, or your health insurance carrier institutes while you are in treatment.
I HAVE READ AND UNDERSTAND THIS INFORMATION.

Patient Signature








Date

     Parent/Legal Guardian Signature






Date

_________











Therapist Signature







Date    
NOTICE OF PRIVACY PRACTICES

Matthews and Associates

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW THIS NOTICE CAREFULLY.

Your health record contains personal information about you and your health.  This information about you that may identify you and that relates to your past, present or future physical or mental health or condition and related to health care services is referred to as Protected Health Information (“PHI”).  This Notice of Privacy Practices describes how we may use and disclose your PHI in accordance with applicable law and the NASW Code of Ethics.  It also describes your rights regarding how you may gain access to and control your PHI.

We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy practices with respect to PHI.  We are required to abide by the terms of this Notice of Privacy Practices.  We reserve the right to change the terms of our Notice of Privacy Practices at any time.  Any new Notice of Privacy Practices will be effective for all PHI that we maintain at that time.  We will provide you with a copy of the revised Notice of Privacy Practices by sending a copy to you in the mail upon request or providing one to you at your next appointment.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

For Treatment.  Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing your health care treatment and related services.  This includes consultation with clinical supervisors or other treatment team members.  We may disclose PHI to any other consultant only with your authorization.  We may use or disclose your PHI, as necessary, to remind you of your appointment.  Also, we may contact you to provide information about health related benefits and services offered by our office.

For Payment.  We may use and disclose PHI so that we can receive payment for the treatment services provided to you.  This will only be done with your authorization.  Examples of payment-related activities are: making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services provided to you to determine medical necessity, or undertaking utilization review activities.  If it becomes necessary to use collection processes due to lack of payment for services, we will only disclose the minimum amount of PHI necessary for purposes of collection.

For Health Care Operations.  We may use or disclose, as needed, your PHI in order to support our business activities including, but not limited to, quality assessment activities, employee review activities, licensing, and conducting or arranging for other business activities.  For example, we may share your PHI with third parties that perform various business activities (e.g., billing or typing services) provided we have a written contract with the business that requires it to safeguard the privacy of your PHI.  For training or teaching purposes PHI will be disclosed only with your authorization.

Required by Law.  Under the law, we must make disclosures of your PHI to you upon your request.  In addition, we must make disclosures to the Secretary of the Department of Health and Human Services for the purpose of investigating or determining our compliance with the requirements of the Privacy Rule.

Abuse and Neglect.  We may disclose your PHI to a public health authority that is authorized by law to receive reports of child abuse or neglect.  In addition, we may disclose your PHI if we believe that you have been a victim of abuse, neglect, or domestic violence to the governmental entity or agency authorized to receive such information.  In this case, the disclosure will be made in a manner that is consistent with the requirements of applicable federal and state laws.

Judicial and Administrative Proceedings.  We may disclose PHI in the course of any judicial or administrative proceeding, in response to an order of a court.

Serious Threat to Self or Others.  If you communicate a specific threat of imminent harm against another individual or if there is reason to believe that there is clear, imminent risk of physical or mental injury being inflicted against another individual, we may make disclosures that we believe are necessary to protect that individual from harm.  If there is reason to believe that you present an imminent, serious risk of physical or mental injury or death to yourself, we may make disclosures that we consider necessary to protect you from harm.

Family Involved in Care.  Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person that you identify, your PHI that relates to that person’s involvement in your healthcare.  If you are unable to agree or object to such a disclosure, we may disclose such information as necessary if we determine that it is in your best interest based on our professional judgment.  We may use or disclose PHI to notify or assist in notifying a family member, personal representative or any other person that is responsible for your care, general condition or death.  If you are not present to agree or object to the use or disclosure of the PHI, then Matthews and Associates may, using professional judgment, determine whether the disclosure is in your best interest.  In this case, only the PHI that is relevant to your healthcare will be discussed.  

Law Enforcement.  We may disclose PHI, as long as applicable legal requirements are met, for law enforcement purposes.

Public Safety (Duty to Warn).  Consistent with applicable federal and state laws, we may disclose your PHI if we believe that the use or disclosure is necessary to prevent or lessen serious and imminent threat to the health or safety of a person or the public.  We may also disclose PHI, if it is necessary for law enforcement authorities, to identify or apprehend the individual.

Workers’ Compensation.  Your PHI may be disclosed as authorized to comply with workers’ compensation laws and other similar legally established programs.

Without Authorization.  Applicable law and ethical standards permit us to disclose information about you without your authorization only in a limited number of other situations.  The types of uses and disclosures that may be made without your authorization are those that are:

· Required by Law, such as the mandatory reporting of child abuse or neglect or mandatory government agency audits or investigations (such as the social work licensing board or the health department)

· Required by Court Order

· Necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public.  If information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or persons reasonably able to prevent or lessen the threat, including the target of the threat.

Verbal Permission.  We may use or disclose your information to family members that are directly involved in your treatment with your verbal permission.

With authorization.  Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be revoked.

YOUR RIGHTS REGARDING YOUR PHI
You have the following rights regarding PHI we maintain about you.  To exercise any of these rights, please submit your request in writing to our Privacy Officer at Matthews and Associates, 109 Lou Ann Drive, Herrin, Illinois 62948.

· Right of Access to Inspect and Copy.  You have the right, which may be restricted only in exceptional circumstances, to inspect and copy PHI that may be used to make decisions about your care.  Your right to inspect and copy PHI will be restricted only in those situations where there is compelling evidence that access would cause serious harm to you.  We may charge a reasonable, cost-based fee for copies.

· Right to Amend.  If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the information although we are not required to agree to the amendment.

· Right to an Accounting of Disclosures.  You have the right to request an accounting of certain of the disclosures that we make of your PHI.  We may charge you a reasonable fee if you request more than one accounting in any 12-month period.

· Right to Request Restrictions.  You have the right to request a restriction or limitation on the use or disclosure of your PHI for treatment, payment, or health care operations.  We are not required to agree to your request.

· Right to Request Confidential Communication.  You have the right to request that we communicate with you about medical matters in a certain way or at a certain location.

· Right to a Copy of this Notice.  You have the right to a copy of this notice.

COMPLAINTS
If you believe we have violated your privacy rights, you have the right to file a complaint in writing with our Privacy Officer at Matthews and Associates, 109 Lou Ann Drive, Herrin, Illinois 62948 or with the Secretary of Health and Human Services at 200 Independence Avenue S.W., Washington, D.C. 20201 or by calling (202) 619-0257.  We will not retaliate against you for filing a complaint.

The effective date of this Notice is April 14, 2003.
MATTHEWS AND ASSOCIATES

Notice of Privacy Practices

Receipt and Acknowledgment of Notice

Patient/Client Name: 










DOB: 







SSN: 







I hereby acknowledge that I have received and have been given an opportunity to read a copy of Matthews and Associates’ Notices of Privacy Practices.  I understand that if I have any questions regarding the Notice or my privacy rights, I can contact David Matthews at Matthews and Associates, 109 Lou Ann Drive, Herrin, Illinois, 62948. 618-988-1330 Tel 618-988-8321 Fax.


Signature of Patient/Client






Date


Signature of Parent, Guardian or Personal Representative*

Date

*If you are signing as a personal representative of an individual, please describe your


 legal authority to act for this individual (power of attorney, healthcare surrogate, etc.)


 FORMCHECKBOX 
 Patient/Client Refuses to Acknowledge Receipt


Signature of Staff Member






Date
CO-PARENTING COUNSELING PLAN
The goal of Matthews and Associates when counseling a child of divorcing/divorced or separated parents is to provide counseling services to the child that will be child-centered.  The goal of child-centered divorce/separation counseling is to help the child through this difficult and very painful transition period in his or her life.  

At times, conflict with a former spouse has the potential to emotionally harm the child/children involved.  Matthews and Associates requests that both of the child’s parents be involved and/or informed of his or her child’s treatment.  

Matthews and Associates does not provide custody evaluations.  

Matthews and Associates does not make determinations related to parental interaction with the child.

Please provide the following information:

· A copy of the divorce decree stating custody

· The contact information of the mother/father not present at the counseling session

· Name: 











· Address:










· Telephone Number:









Patient/Client Name:











Patient/Client Signature:











Parent/Legal Guardian Signature:









Parent/Legal Guardian Relationship to Client:







Staff/Witness Signature:
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