	
	
	Client Information
	
	

	Client Name
	
	Date of Birth
	
	

	SSN
	
	Marital Status
	
	

	Address
	
	
	
	

	City
	
	State                    Zip Code
	
	

	Home Phone/Cell
	(     )
	Work Phone  (     )              
	
	

	Is it OK to leave messages at these numbers?
	Yes     
	    No
	
	

	Email _______________________________
	
	
	
	

	Primary Physician
	
	Referred by:
	
	

	Parent/ Guardian if minor
	
	
	
	

	Emergency Contact
	Relation
	                                Home #                    Work #
	
	

	
	
	
	
	

	Insurance Information
	
	
	
	

	Insurance Company
	
	Employer
	
	

	Insured Name
	
	Relation to Client
	
	

	Policy Number
	
	Group Number
	
	

	Phone
	_________________________
	SSN__________________________
	
	

	Date of Birth for the Insured
	_________________________
	
	
	

	
	
	
	
	

	Secondary Insurance
	
	
	
	

	Insurance Company
	
	Employer
	
	

	Insured Name
	
	Relation to Client
	
	

	Policy Number
	
	Group Number
	
	

	Phone


	__________________________
	SSN__________________________
	
	

	Responsible Party
	
	
	
	

	Name
	
	
	
	

	Address
	
	
	
	

	
	
	State                  Zip code
	
	

	Home Phone
	(       )
	Work Phone  (       )
	
	

	
	
	
	
	

	Payment Agreement and Authorization
	

	The patient (or responsible party ) authorize treatment and accept full responsibility of charges for services rendered by Denise C. Powell, LCSW, CEAP dba Transitions Counseling, LLC. 

Benefits for services will be verified however these benefits are not guaranteed. As a service to the patient insurance claims will be filed for the above named patient; however it is not a guarantee of payment. All payments, in full and/or copayment and/or deductibles are expected at the beginning of each session. If after 90 days no payment has been received from the insurance company, payment for services will be due by the patient or responsible party and will be charged to the credit card on file. The patient (or responsible party) assumes responsibility for verifying that the provider is covered by the insurance policy. If services are not covered by the insurance plan; the initial fee is $135.00 and $130.00 for subsequent services. There is a $30.00 fee for any returned checks.
	

	Any missed appointments, that are not cancelled a full 24 hours in advance will be charged $130.00 that is payable by the patient (or responsible party). Any cancellations made within the 24 hour period, will be charged $65.00.

	
	

	I fully and freely consent to authorize Denise C. Powell, LCSW dba Transitions Counseling, LLC  to release any and all such patient information

necessary for the processing and review of health care claims made by or on behalf of the above named patient. 

This consent shall remain in effect until all claims have been fully processed and all review procedures completed.

	The patient (or responsible party) understands that by filing charges to insurance companies, securing benefits under your health plan, or other health plans will require providing plan management with confidential patient information, including diagnosis and the dates and types services rendered. In addition, for continued authorization of services, it is understood that for utilization management, quality assurance, and other claim review purposes, it may sometimes be necessary to provide the plan management with additional information concerning case history, presenting problems, treatment plans, prognosis, and other case information.

In the event of delinquent payment, a collection agency and/or court may be used.  It is understood that you are responsible for any additional fees that may be incurred including attorney fees, court costs, filing expenses and a $10.00/month late fee (beginning the last date of the activity on the account).In the event an attorney is not used, a fee of $130 per hour will be charged for the therapist’s time in collecting the debt.  It is further understood that in the event of such action, it may require information be released that identifies parties involved, patient diagnoses, the dates and nature of services rendered, and all other information contained on any claim filed. 

I further authorize that insurance payment may be made to Denise C. Powell, LCSW dba Transitions Counseling, LLC


	
	

	Print Name
	
	Date
	
	

	
	
	
	
	

	Signature
	
	Parent or Guardian Signature
	


If the patient is a minor and there is a non-custodial or joint custody parent/guardian a copy of the divorce decree must be provided

