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Please Note: This office is closed all Federal Holidays
Client Information:






Date: _____________

Client’s Name: __________________________________   Date of Birth: ______________________

Home Address: _______________________ Mailing Address ______________________

City, St. Zip    _______________________

City, St. Zip

 ______________________

May we send correspondence to your address?   Yes___ No___

E-Mail:____________________________________________May we contact you via E-mail?  Yes___ No___

Preferred Telephone Number: ______________________  (circle one)  Home    Cell  
Can we leave a message at this number   Yes___ No___
PCM:____________________________ May we contact your PCM?  Yes___ No___

Social Security Number: _____-____-_____
   (IF sponsor as well as client)

Sponsor Information (If different from client information):

Name: __________________________________________ 
 Relationship to Client: _____________________________

Home Address: _______________________ Mailing Address (If Different)______________________

City, St. Zip    _______________________

City, St. Zip

 ______________________

May we send correspondence to your address?   Yes___ No___

E-Mail:____________________________ May we contact you via E-mail?  Yes___ No___

Preferred Telephone Number: ______________________Home  - Cell

Can we leave a message at this number   Yes___ No___


Social Security Number: _____-____-_____
       
Emergency Contact:  (Living outside the household)

Name: _______________________________

Phone Number: __________________________

Relationship to Client: ______________________________

Who may we thank for referring you to our office: _______________________________________ 

New Hope Counseling

210 North 3rd East

Mountain Home, ID 83647

208-284-0959

208-587-4269 Fax

newhopecounselingmh@gmail.com
www.newhopecounselingmh.com
Consent for Outpatient Treatment

Welcome to my office!  I understand that it is difficult to seek outside help.  I appreciate your confidence in me.  Please read this consent and talk to me about any questions.

By my signature below, I acknowledge my request for outpatient counseling from Larry W. Lutz II, LCPC-S LMFT NCC. He earned a BS in Psychology from Boise State University in 2003, and an MS in Marriage and Family Counseling from Northwest Nazarene University in 2005. His theoretical basis for counseling is Rational Emotive Behavior therapy (REBT).

I affirm that I have been given sufficient information to understand the nature of counseling and the counselor’s theoretical orientation, education and licensure.  I voluntarily consent to treatment and routine diagnostic procedures.  

As licensed psychotherapists, counselors are required to participate in continuing education to maintain licenses and professional growth. I further understand and give consent for my counselor to seek confidential consultation as needed on my behalf.  I understand that my counselor confers with other counselors, formally and informally, about cases and that details of my counseling may be anonymously discussed.  In some cases, psychological testing may be used to facilitate treatment or answer specific referral questions.  I understand that I may discontinue testing at anytime.  I further acknowledge that I have been informed of the reasons for psychological testing, including its potential risks and benefits.

I do understand that therapy is a process of change.  Change can be painful.  It should be noted that as change occurs, one’s view of his/her relationship with significant others may also change and may possibly have a serious impact on those relationships.  Additionally, clients’ recollections and experiences of trauma may dramatically change as a result of treatment.  I am aware there are no real clear guarantees for outcome in treatment.  I understand the importance of regularly reviewing treatment goals, and I agree to participate fully in this process.  I also understand that I may choose to seek the services of another therapist or end treatment at any time.  

I acknowledge that if I become a threat to others, or myself or if a child or elder in treatment discloses being abused, staff will take the necessary interventions to protect me, my child, and/or others.  I understand that any disclosures of abuse will be reported to law enforcement and/or Child Protective Services.

I understand that a photographic record of sand trays, art or play therapy may be kept as part of the permanent client file.  I give permission for photos to be used for educational purposes, and I understand that no personal information will be disclosed that would allow anyone other than staff to identify my child or myself.  I give permission for my therapist to videotape sessions for therapeutic purposes.  I understand that tapes will be erased when their specific purpose has been satisfied and that tapes will be kept confidential unless my written consent is obtained to share them outside the therapeutic setting.  

I acknowledge that I have read completely the form entitled “Privacy of Information Rights” and understand the privacy information presented.  I also acknowledge that I have read the “Payment and Cancellation Policy” and that I understand and agree to abide by it.  I further acknowledge that upon my request I may have a copy of each document cited in this paragraph.
I affirm by my signature that before becoming a client, I have been given sufficient information to understand the nature of counseling, the clinic, billing and payment policies, confidentiality including legal and ethical limits, possible risks and benefits of counseling, and alternative treatments available.  My signature affirms my informed and voluntary consent to receive counseling from New Hope Counseling. 

_________________________________________________

______________________________

Client’s Signature





Date 

_________________________________________________

 _______________________________

Larry W. Lutz II  LCPC-S LMFT NCC



 Date
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Privacy of information rights

This noticed describes how medical/mental health information about you may be used and disclosed and how you can get access to this information.  Please read it carefully.
Our legal duties

State and federal laws require that we keep your medical records private. Such laws require that we provide you with this notice informing you of our privacy and information policies, your rights and our duties. We are required to abide by these policies until replaced or revised. We have the right to revise our privacy policies for all medical records, including records before policy changes were made. Any changes in this notice will be made available upon request before changes take place.

The contents of material disclosed to us in an evaluation, intake, or counseling session are covered by the law as private information. We respect the privacy of the information you provide us and we abide by ethical and legal requirements of confidentiality and privacy of records.

Use of information

Information about you may be used by the personnel associated with this clinic for diagnosis, treatment planning, treatment, and continuity of care. We may disclose it to healthcare providers who provide you with treatment, such as doctors, nurses, mental health professionals, and mental health students and mental health professionals or business associates affiliated with this clinic for purposes such as billing, quality enhancement, training, audits, and accreditation.

Both verbal information and written records about a client cannot be shared with another party without the written consent of the client or the client’s legal guardian or personal representative. It is the policy of this clinic not to release any information about a client without a signed release of information with the exception of emergency situations or exceptions in which client information may be released to others without written consent. Some of these situations are noted below and there may be other provisions provided by legal requirements.

Duty to warn and protect

Once a client discloses intentions or plans to harm another person to a healthcare professional the professional is required to warn the intended victim and required to give this information to legal authorities. In cases in which the client discloses or implies a plan for suicide, a healthcare professional is required to notify legal authorities and make reasonable attempts to notify the family of the client.

Public safety

health records may be released for the public interest and for public health activities, judicial and administrative proceedings, law enforcement purposes, serious threats to public safety, essential government functions, military, and when complying with workers compensation laws.

Abuse

if a client states or suggest that he or she is abusing a child or vulnerable adult, or has recently abused a child or vulnerable adult, or a child (or vulnerable  adult) is in danger of abuse, the healthcare professional is required to report this information to the appropriate social service and/or legal authorities. If the client is a victim of abuse, neglect, violence, or is a crime victim and their safety appears to be at risk, we may share this information with law-enforcement officials to help prevent future occurrences and to capture the perpetrator.

Prenatal exposure to controlled substances

Healthcare professionals are required to report admitted prenatal exposure to controlled substances that are potentially harmful.

In the event of a client's death

In the event of a client's death, the right of privileged information remains with the deceased. If family members or legal representatives request a copy of the client’s record a court order duly signed by the judge or court clerk must be presented and authenticated prior to release of any information.

Professional misconduct

 Professional misconduct by a healthcare professional must be reported by other healthcare professionals. In cases in which a professional or legal disciplinary meeting is being held regarding the health care professionals actions, related records may be released in order to substantiate disciplinary concerns.

Judicial or administrative proceedings

Healthcare professionals are required to release records of clients with a court order has been placed.

Minors/guardianship

Parents or legal guardians of non-emancipated minor clients have the right to access the client’s records. The age of consent in the state of Idaho is 14. Therefore any client age 14 or older has the right to refuse to release information and their record to anyone including their parents absent a court order to the contrary.

Other provisions

when payment for services are the responsibility of the client, or a person who has agreed to provide payment, and payment has not been made in a timely manner, collection agencies may be utilized in collecting unpaid debts. The specific content of the services (for example diagnosis, treatment plan, progress notes, testing) is not disclosed. If the debt remains unpaid it may be reported to credit agencies, and the clients credit report may state the amount owed, the timeframe, and the name of the clinic or collection source.

Insurance companies, managed care, and other third-party payers are given information that they request regarding services to the client. Information which may be requested includes type of services, dates/times of services, diagnosis, treatment plan, description of impairment, progress of therapy, and summaries.

Information about clients may be disclosed in consultations with other professionals in order to provide the best possible treatment. In such cases the name of the client, or any identifying information, is not disclosed. Clinical information about the client is discussed. Some progress notes and reports may be dictated/typed within the clinic or by outside sources specializing in (and held accountable for) such procedures.

In the event in which the clinic or mental health professional must telephone the client for purposes such as appointment cancellations or reminders, or to give/receive other information, efforts are made to preserve confidentiality. Please notify us in writing where we may reach you by phone and how you would like us to identify ourselves. For example, you might request that when we phone you home or at work, we do not say the name of the clinic or the nature of the call, but rather the mental health professional’s first name only. If this information is not provided to us (below), we will adhere to the following procedures when making phone calls: first we will ask to speak to the client (or guardian) without identifying the name of the clinic. If the person answering the phone asks for more identifying information we will say that it is a personal call. We will not identify the clinic (to protect confidentiality). If we reach an answering machine or voice mail we will follow the same guidelines.

Your rights

You have the right to request a review or receive your medical files. The procedures for obtaining a copy of your medical information are as follows. You may request a copy of your records in writing with an original (not photocopied) signature. If your request is denied, you will receive a written explanation of the denial. Records for non-emancipated minors must be requested by their custodial parents or legal guardians. The charge for this service is $.25 per page plus postage.

You have the right to cancel a release of information by providing us  written notice. If you desire to have your information sent to a location different than our address on file, you must provide this information in writing. 

You have the right to restrict which information might be disclosed to others. However, if we do not agree with these restrictions, we are not bound to abide by them.

You have the right to request that information about you be communicated by other means or to another location; this request must be made to us in writing.

You have the right to disagree with the medical records in our files. You may request that this information be changed. Although we might deny changing the record, you have the right to make a statement of disagreement, which will be placed in your file.

You have the right to know what information your record has been provided to whom. Request this in writing.

If you desire written copy of this notice you may obtain it by requesting it from the clinic director at this location.

Complaints

If you have any complaints or questions regarding these procedures, please contact the clinic. We will get back to you in a timely manner. You may also submit a complaint to the Idaho Bureau of occupational licenses at 334-3233. If you file a complaint we will not retaliate in any way.

Please direct all correspondence to Larry Lutz at 284-0959.

I understand the limits of confidentiality, privacy policies, my rights, and their meanings and ramifications.

Client’s Name (please print)____________________________ Signature  ____________________________Date:______________

Signed by:     Client
Guardian
Personal representative

New Hope Counseling

210 North 3rd East

Mountain Home, ID 83647

208-284-0959

208-587-4269 Fax

newhopecounselingmh@gmail.com
www.newhopecounselingmh.com
Payment and Cancellation Policy
Payment Policy



Payment is due at the time of service unless arrangements are made prior to receiving services.  Fees for clinical appointments, phone conferences, evaluations, court appearances, and other services are due at the time of each scheduled appointment.  Our office accepts cash, personal checks, Credit/Debit cards and money orders.  Filing insurance claims and other third party payment forms is a courtesy we are happy to provide.  Please bring your insurance or third party provider card and billing information to your first visit.  Copays are due at the time of service. A $20 fee is charged for returned checks.



Credit Policy:  I understand I am responsible for:

1.) Payment of services for the client or myself named above regardless of insurance coverage or policy requirements/restrictions.

2.) $20.00 charge for all returned checks.

3.) Contacting my insurance carrier for benefit information *KNOW YOUR BENEFITS*
Authorization & assignment of benefits:  I authorize the release of any information necessary to process insurance claims and request payment of benefit be made directly to the provider of services unless payment is made in full at time of services.  I understand my claims are submitted to my insurance as a courtesy and agree to follow up with my insurance carrier if necessary.   _________ Initial.
Fees         As of January 1, 2018
Master Level Counselors
…..$100.00/45-50-minute Session


…..First Visit $125.00


Practicum Students / Interns………………………………………$0.0

Tricare Prime Copay If applicable……………………………..………..$30.00 


Tricare Select AD  Family Members Group A Copay.………..………...$34.00  (Active Duty Prior to Jan. 1 2018)
               Tricare Select retiree  Group A Copay ………………………..………...$45.00 (Active Duty Prior to Jan. 1 2018)
               Tricare Select AD  Family Members Group B Copay.………..………...$25.00 (Active Duty after Jan. 1 2018)
               Tricare Select retiree  Group B Copay ………………………..………...$40.00 (Active Duty after Jan. 1 2018)
                Other plans as indicated by the individual plan.
Cancellation Policy 

If you are unable to keep an appointment, we request that you call the office at the number listed above at least 24 hours in advance, although it is understood that emergencies sometimes happen. After two no-shows the client will be taken off the schedule. Continuation will require reestablishing a schedule.
Privacy of Your Billing Information

As per federal and state laws, our office maintains billing records that include payment information and documentation of the services provided to you.  Your information may be used to obtain payment from you, your insurance company, or other third party providers.  As per federal and state regulation, your personal billing information may be disclosed to our billing service and to collection services without your written authorization.  Because of the sensitive nature of mental health records, only information that is necessary for billing purposes will be disclosed.   All billing agents are required to comply with the same federal and state guidelines as our office regarding protection of health information and privacy.  If you have any questions or concerns about your private medical information or your billing information, please talk to a staff member.  
By my signature below, I acknowledge that I have read this policy discussed with the therapist and that I understand and accept the terms stated herein. 

__________________________________________

            ____________________

Client Signature

                                                                      Date

___________________________________________________            ________________________

Larry W. Lutz II  LCPC-S LMFT NCC


            Date
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      Biopsychosocial History
Name: ________________________________________________    Date: ____________________________

REASONS FOR SEEKING SERVICES;  WHY ARE YOU HERE TODAY?

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

CURRENT PROBLEMS 

Please check any of the following that you feel are problems for you in your life right now:
	_____   Sadness/Depression  
	_____  Relational conflicts
	_____  Panic
	_____  Anger/Temper

	_____   Loneliness
	_____  Health concerns/Illness
	_____  Sexual concerns
	_____  Hopelessness

	_____   Fears/Anxiety
	_____  Guilt
	_____  Expressing feelings
	_____  Finances

	_____  Tiredness/Sleep  

            Problems
	_____  Worthlessness
	_____  Family difficulties
	_____  Self-esteem

	_____   Romantic difficulties
	_____  School/Grades
	_____  Assertiveness
	_____  Parenting concerns

	_____   Stress/Tension
	_____  Sexuality
	_____ Grief
	_____  Self-injury

	_____   Lack of 
             Pleasure/Boredom
	_____  Worry
	_____  Abuse
	_____  Job 
            dissatisfaction/Career

	_____   Irritability
	_____  Spiritual Concerns
	_____  Appearance/Weight
	_____  Divorce

	_____  Shyness
	_____  Suicidal thoughts
	_____  Concentration
	_____  Addiction

	_____  Alcohol/Drugs
	_____  Decision-making
	_____  Eating
	_____  Disorganization


Other problems:______________________________________________________________________________________________

CURRENT MEDICATIONS, INCLUDING DOSAGES

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

EMOTIONAL/PSYCHIATRIC HISTORY

Prior outpatient counseling/psychotherapy? (circle one)   Yes        No     Inpatient treatment? (circle one)  Yes     No  

If yes, what was your diagnosis/problem treated?                                                                   ___________________________________  ________________________________________________________________________________
 

Was it beneficial?  (circle one)   Yes        No

_____________________________________________________________          ________________________

Client Signature

                                                                                         Date

_____________________________________________________________           ________________________
Larry W. Lutz II  LCPC-S LMFT NCC


                                 Date
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