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PATIENT REGISTRATION

Today’s Date___________________
Patient’s Information

Patient’s Full Name_________________________________     SS#_______________________________
Home Address________________________________  City_____________ State______ Zip___________
Home Phone (    )_______________ Work Phone (    )_______________ Cell (   ) ____________________
DOB ___________ Age____ Patient’s Employer ______________Employer Address_________________
City__________  State _____ Zip _____________

Family Physician __________________________ Referred By ___________________________________
Emergency Contact _____________________ Phone (    ) ________________________
Insured / Policy Holder Information
Full Name of Insured _______________________________ Relationship __________________________

Home Address _________________________ City ________________ State ____ Zip __________

Home Phone (    ) __________Employer____________Employer Address_________________________

City __________________ State ___ Zip _________ Work Phone (    ) ___________________

Insured’s SS# _____________________ DOB ___________________ 

Driver’s License # ___________________ 

Insurance Information
Primary Insurance Company ______________________________________________________________

ID# ______________________ Group# __________________ Phone# (    ) ________________________

Address _____________________________________________________________________________

Secondary Insurance Company ____________________________________________________________

ID# ______________________ Group# _________________  Phone# (    ) _________________________
Address _______________________________________________________________________________

OFFICE BILLING AND INSURANCE POLICY
1. I authorize use of this form on all of my insurance submissions.

2. I authorize the release of information to my insurance company. 

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

4. I authorize direct payment to my service provider. 

5. I hereby permit a copy of this to be used in place of an original.

Name _______________________________ Date _________ Signature ___________________________

It is your responsibility to pay any deductible amount, co pay, co insurance amount or any other balance not paid by your insurance the day and time services are provided. 

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

In the event that you account goes to collections, there will be a 33% collection fee added to you balance. 

There is a 24 hour cancellation policy which requires that you cancel your appointment 24 hours in advance between the hours of 8 am and 4pm Monday through Friday to avoid being charged. 

Signature ________________________________ Date ____________________________________

PERSONAL AND FAMILY RECORD

Name __________________________ 

                                         Date__________________
Occupation ______________________        Highest Level of Education Completed __________________
MARITAL STATUS (Circle One)
Single, Engaged, Living together without marriage, Separated  How Long _______, Divorced How Long ________, Widow/err How Long __________, Married.

Spouse Name ____________ Age ____Occupation _________ Length of marriage _____________

Are you happy in this marriage? __________

Total number prior marriages for you ________ For your spouse ____________

Children          Age          Sex          Relationship to you          Live in your home?
______________________________________________________________________________________

______________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

COUNSELING HISTORY

Have you ever been to counseling for any reason in the past? _______________

What reason? ________________ How Long? ____________ Counselor ___________________________

Are you presently working with any other Counselors, Psychologists or Psychiatrist? _________________

What reason? _______________ How Long? _____________ Counselor ___________________________

Are you involved in any other marriage counseling, family counseling or support groups? ____________
If yes please specify ________________________________________

Briefly state the nature of the problem as you see it? ____________________________________________

______________________________________________________________________________________

What do you want to gain from counseling? __________________________________________________

How specifically would you like your counselor to help you meet your goals? _______________________

______________________________________________________________________________________

What church do you attend? (optional) ______________________________________________________

Pastor’s Name (optional) _________________________________________________________________

How would you describe your relationship with God? (optional)______________________________________________________________________________
FAMILY OF ORIGIN

Briefly describe the quality of your relationships with family members or caretakers while growing up. 

Father ________________________________________________________________________________

Mother ________________________________________________________________________________

Siblings (List first name and age. Also list deceased siblings.)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(Optional) What is your race / ethnic background? _____________________________________________
MEDICAL INFORMATION

Family Doctor ___________________________ Psychiatrist/Psychologist __________________________

Medication(s) List the drug name and reason for taking it. _______________________________________

______________________________________________________________________________________

Who prescribed the medication(s)? _________________________________________________________

How often do you see this doctor? __________________________________________________________

Do you use alcohol? _____________ Amount ______________________ Frequency _________________

Do you use tobacco products? _________ Amount ___________________

Do you use any other recreational drugs? _______ What ______________ Amount/Frequency __________

Describe your physical health: Excellent _____ Good_____ Fair _____ Poor _____

Are you taking prescription drugs for emotional distress? 

If yes state the drug name(s) _______________________________________________________________

Who prescribed the drug(s)? _______________________________________________________________

How often do you see this doctor? __________________________________________________________

Have you ever been hospitalized for mental illness or substance abuse? _____________________________

If yes, what reason? ______________________________________________________________________

How long were you in treatment? ___________________________________________________________

Hospital Name _________________________ Date of treatment _________________________________

Did you continue with outpatient treatment? __________________________________________________

Name of counselor ______________________________________________________________________

IMPACT OF LIFE CIRCUMSTANCES

Circle any losses that you have experienced:

Death of: spouse, child, father, mother, sister, brother, grandmother, grandfather, friend. 

Divorce, separation, broken engagement, suicide, miscarriage, abortion, infertility, bankruptcy, homelessness, career or job loss, other: ______________________________________________________

Circle any victimizations you have experienced or been involved with: 

Child abuse: physical, emotional, sexual, incest

Spouse abuse: physical, emotional, sexual

Abandonment, rape, robbery, assault, suicide attempt, auto or industrial accident, alienation, major illness, surgery, physical disability, other: __________________________________________________________
Circle any problems that concern you now:
Relationships(s) with: spouse, children, parents, in-laws, co-workers, friends, teachers.

Alcohol, street drugs, prescription drugs, binge eating, excessive dieting or exercise, shopping, 

work too much, procrastination, communication, depression, anger, grief, gender identity, sex, career, loneliness, mood swings, self esteem, codependency, stress, fear, anxiety, feelings about church or God, other: ________________________________________________________________________________.

INTENSE EMOTIONAL DISTRESS

Current situation                                                                                   Explanation

Suicidal thoughts, plans, attempts. __________________________________________________________

Homicidal thoughts, plans, attempts. ________________________________________________________

Desire to cause pain to self or others.________________________________________________________

In fear for your life or personal safety. _______________________________________________________

Too depressed to care for self or family. _____________________________________________________

Signature: ____________________________________
Effective date: April 1, 2004+
Christian Care Connection, LLC

Notice Of Privacy Practices

As required by the privacy regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

	This notice describes how health information about you (as a client of this practice) may be used and disclosed and how you can get access to your individually identifiable health information. 

Please review this notice carefully.


A. Our commitment to your privacy:

Our practice is dedicated to maintaining the privacy of your individually identifiable health information (also called protected health information, or PHI). In conducting our business, we will create records regarding you and the treatment and services we provide to you. We are required by law to maintain the confidentiality of health information that identifies you. We also are required by law to provide you with this notice of our legal duties and the privacy practices that we maintain in our practice concerning your PHI. By federal and state law, we must follow the terms of the Notice of Privacy Practices that we have in effect at the time.

We realize that these laws are complicated, but we must provide you with the following important information:

•
How we may use and disclose your PHI,

•
Your privacy rights in your PHI, 

•
Our obligations concerning the use and disclosure of your PHI.

The terms of this notice apply to all records containing your PHI that are created or retained by our practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or amendment to this notice will be effective for all of your records that our practice has created or maintained in the past, and for any of your records that we may create or maintain in the future. Our practice will post a copy of our current Notice in our offices in a visible location at all times, and you may request a copy of our most current Notice at any time.

B. If you have questions about this Notice, please contact:

[Jeannie Miller Clarkson -6530 Secor Rd., Lambertville, MI 48144; (734) 854-7061].
C. We may use and disclose your PHI in the following ways:

The following categories describe the different ways in which we may use and disclose your PHI. 

1. Treatment. Your Clinician may consult with a Supervisor, Colleague or other Mental Health Professional to gain additional expertise and feedback when necessary to provide quality care. Your identity will not be disclosed to Mental Health professionals outside our office.

2. Payment. Our practice may use and disclose your PHI in order to bill and collect payment for the services and items you may receive from us. For example, we may contact your health insurer to certify that you are eligible for benefits (and for what range of benefits), and we may provide your insurer with details regarding your treatment to determine if your insurer will cover, or pay for, your treatment. We also may use and disclose your PHI to obtain payment from third parties that may be responsible for such costs, such as family members. Also, we may use your PHI to bill you directly for services and items. We may disclose your PHI to other health care providers and entities to assist in their billing and collection efforts.

3. Health care operations. Our practice may use and disclose your PHI to operate our business. As examples of the ways in which we may use and disclose your information for our operations, our practice may use your PHI to evaluate the quality of care you received from us, or to conduct cost-management and business planning activities for our practice. 

4. Appointment reminders. Our practice may use and disclose your PHI to contact you and remind you of an appointment.

5. Treatment options. Our practice may use and disclose your PHI to inform you of potential treatment options or alternatives. 
6. Health-related benefits and services. Our practice may use and disclose your PHI to inform you of health-related benefits or services that may be of interest to you.

7. Greeting Cards. We frequently send our clients greeting cards for Christmas and other occasions.

8. Disclosures required by law. Our practice will use and disclose your PHI when we are required to do so by federal, state or local law.

D. Use and disclosure of your PHI in certain special circumstances:

The following categories describe unique scenarios in which we may use or disclose your identifiable health information:

1. Public health risks. Our practice may disclose your PHI to public health authorities that are authorized by law to collect information for the purpose of:

•
Reporting child abuse or neglect,

•
Suicidal or homicidal intent


•
Abuse or neglect of an elderly person

•
 

2. Health oversight activities. Our practice may disclose your PHI to a health oversight agency for activities authorized by law. Oversight activities can include, for example, investigations, inspections, audits, surveys, licensure and disciplinary actions; civil, administrative and criminal procedures or actions; or other activities necessary for the government to monitor government programs, compliance with civil rights laws and the health care system in general.

3. Lawsuits and similar proceedings. Our practice may use and disclose your PHI in response to a court or administrative order, if you are involved in a lawsuit or similar proceeding. We also may disclose your PHI in response to a discovery request, subpoena or other lawful process by another party involved in the dispute, but only if we have made an effort to inform you of the request or to obtain an order protecting the information the party has requested. 

4. Law enforcement. We may release PHI if asked to do so by a law enforcement official: 

•
Regarding criminal conduct at our offices,

•
In response to a warrant, summons, court order, subpoena or similar legal process, 

5.  Research. Our practice may use and disclose your PHI for research purposes in certain limited circumstances. We will obtain your written authorization to use your PHI for research purposes except when an Internal Review Board or Privacy Board has determined that the waiver of your authorization satisfies all of the following conditions: 

(A) The use or disclosure involves no more than a minimal risk to your privacy based on the following: (i) an adequate plan to protect the identifiers from improper use and disclosure; (ii) an adequate plan to destroy the identifiers at the earliest opportunity consistent with the research (unless there is a health or research justification for retaining the identifiers or such retention is otherwise required by law); and (iii) adequate written assurances that the PHI will not be re-used or disclosed to any other person or entity (except as required by law) for authorized oversight of the research study, or for other research for which the use or disclosure would otherwise be permitted; 

(B) The research could not practicably be conducted without the waiver, 

(C) The research could not practicably be conducted without access to and use of the PHI. 

8. Serious threats to health or safety. Our practice may use and disclose your PHI when necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the public. Under these circumstances, we will only make disclosures to a person or organization able to help prevent the threat. 

E. Your rights regarding your PHI:

You have the following rights regarding the PHI that we maintain about you:

1. Confidential communications. You have the right to request that our practice communicate with you about your health and related issues in a particular manner or at a certain location. For instance, you may ask that we contact you at home, rather than work. In order to request a type of confidential communication, you must make a written request to [Jeannie Miller Clarkson @ 734-854-7061] specifying the requested method of contact, or the location where you wish to be contacted. Our practice will accommodate reasonable requests. You do not need to give a reason for your request.

2. Requesting restrictions. You have the right to request a restriction in our use or disclosure of your PHI for treatment, payment or health care operations. Additionally, you have the right to request that we restrict our disclosure of your PHI to only certain individuals involved in your care or the payment for your care, such as family members and friends. We are not required to agree to your request; however, if we do agree, we are bound by our agreement except when otherwise required by law, in emergencies or when the information is necessary to treat you. In order to request a restriction in our use or disclosure of your PHI, you must make your request in writing to [Jeannie Miller Clarkson @ 734-854-7061]. Your request must describe in a clear and concise fashion: 

•
The information you wish restricted, 

•
Whether you are requesting to limit our practice’s use, disclosure or both, 

•
To whom you want the limits to apply.

3. Inspection and copies. You have the right to inspect and obtain a copy of the PHI that may be used to make decisions about you, including patient medical records and billing records, but not including psychotherapy notes. You must submit your request in writing to [Jeannie Miller Clarkson @ 734-854-7061] in order to inspect and/or obtain a copy of your PHI. Our practice may charge a fee for the costs of copying, mailing, labor and supplies associated with your request. Our practice may deny your request to inspect and/or copy in certain limited circumstances; however, you may request a review of our denial. Another licensed health care professional chosen by us will conduct reviews.

4. Amendment. You may ask us to amend your health information if you believe it is incorrect or incomplete, and you may request an amendment for as long as the information is kept by or for our practice. To request an amendment, your request must be made in writing and submitted to [Jeannie Miller Clarkson @ 734-854-7061]. You must provide us with a reason that supports your request for amendment. Our practice will deny your request if you fail to submit your request (and the reason supporting your request) in writing. Also, we may deny your request if you ask us to amend information that is in our opinion: (a) accurate and complete; (b) not part of the PHI kept by or for the practice; (c) not part of the PHI which you would be permitted to inspect and copy; or (d) not created by our practice, unless the individual or entity that created the information is not available to amend the information. 

5. Accounting of disclosures. All of our patients have the right to request an “accounting of disclosures.” An “accounting of disclosures” is a list of certain non-routine disclosures our practice has made of your PHI for purposes not related to treatment, payment or operations. Use of your PHI as part of the routine patient care in our practice is not required to be documented – for example, the doctor sharing information with the nurse; or the billing department using your information to file your insurance claim. In order to obtain an accounting of disclosures, you must submit your request in writing to [Jeannie Miller Clarkson @ 734-854-7061]. All requests for an “accounting of disclosures” must state a time period, which may not be longer than six (6) years from the date of disclosure and may not include dates before April 14, 2003. The first list you request within a 12-month period is free of charge, but our practice may charge you for additional lists within the same 12-month period. Our practice will notify you of the costs involved with additional requests, and you may withdraw your request before you incur any costs. 

6. Right to a paper copy of this notice. You are entitled to receive a paper copy of our notice of privacy practices. You may ask us to give you a copy of this notice at any time. To obtain a paper copy of this notice, contact [Office Manager, 6530 Secor Rd.,  Lambertville, MI 48144, (734)854-7061]
7. Right to file a complaint. If you believe your privacy rights have been violated, you may file a complaint with our practice or with the Secretary of the Department of Health and Human Services. To file a complaint with our practice, contact [Jeannie Miller Clarkson –CEO, 6530 Secor Rd., Suite 119, Lambertville, MI 48144, (734) 854-7061]. All complaints must be submitted in writing. You will not be penalized for filing a complaint.

8. Right to provide an authorization for other uses and disclosures. Our practice will obtain your written authorization for uses and disclosures that are not identified by this notice or permitted by applicable law. Any authorization you provide to us regarding the use and disclosure of your PHI may be revoked at any time in writing. After you revoke your authorization, we will no longer use or disclose your PHI for the reasons described in the authorization. Please note: we are required to retain records of your care.

Again, if you have any questions regarding this notice or our health information privacy policies, please contact [Jeannie Miller Clarkson, 6530 Secor Rd.,   Lambertville, MI 48144, (734) 854-7061] 
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End 
Christian Care Connection, LLC

Client Consent for Use and Disclosure of Protected Health Information

I hereby give my consent for Christian Care Connection, LLC to use and disclose protected health information (PHI) about me to carry out treatment, payment and health care operations (TPO). 

(The Notice of Privacy Practices provided by Christian Care Connection, LLC describes such uses and disclosures more completely.) 

I have the right to review the Notice of Privacy Practices prior to signing this consent. 

Christian Care Connection, LLC reserves the right to revise its Notice of Privacy Practices

at any time. A revised Notice of Privacy Practices may be obtained by forwarding a 

written request to Christian Care Connection, LLC, 6530 Secor Rd., Lambertville, MI 48144
With this consent, Christian Care Connection, LLC may call my home or other alternative location and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any calls pertaining to my clinical care, including laboratory test results, among others. 

With this consent, Christian Care Connection, LLC may mail to my home or other alternative location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements as long as they are marked “Personal and Confidential.” 

With this consent, Christian Care Connection, LLC may e-mail to my home or other alternative location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements. I have the right to request that Christian Care Connection, LLC restrict how it uses or discloses my PHI to carry out TPO. The practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement. 

By signing this form, I am consenting to allow Christian Care Connection, LLC to use and disclose my PHI to carry out TPO. 

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it, Christian Care Connection, LLC may decline to provide treatment to me.

_______________________________

Signature of Patient or Legal Guardian

_______________________________
______________________

Print Patient’s Name
Date

_______________________________

Print Name of Patient or Legal Guardian, if applicable

Copyright © 2002 Gates, Moore & Company. Used with permission. “The HIPAA Privacy Rule: Three Key Forms.” Bush J. Family Practice Management. February 2003:29-33, http://www.aafp.org/fpm/20030200/29theh.html. 
How did you learn about Christian Care Connection?

Please check one of the below items:

· Internet – yellow pages or other online phone book

· Internet – searched on google, yahoo or other search engine

· Paper phone book
· Insurance company: _____________________________________
                                             (please put insurance company name here)
· Physician: _____________________________________________
                                             (please put physician’s  name here)
· Friend or family member

· Pastor: ________________________________________________
                                             (please Pastor’s  name here)
· Church website or other church information:____________________
                                                                                                                      (please put church’s name here)

· Other: __________________________________________________
Your Name: ________________________

THE FOLLOWING DOCUMENTS ARE NECESSARY ONLY IF YOU ARE SEEING OUR PSYCHIATRIST
JEANNE HOLUP, MD

IF YOU ARE NOT SURE WHO YOU WILL BE SEEING, CALL (734) 854 – 7061, MONDAY THRU THURSDAY, 9:00 AM – 3:00 PM
Christian Care Connection, LLC
Client Names__________________________________________________:                     
Consent for Assessment

I, the aforementioned client, hereby authorize Christian Care Connection to provide a comprehensive, biopsychosocial assessment for the purpose of determining what, if any, behavioral healthcare services (mental health and/or chemical abuse/dependency) are indicated for me. I understand that while the assessment of any subsequent referrals provided offer a reasonable expectation of benefit, there is no certainty of success. I can expect that any reasonable or anticipated risks will be discussed with me. I understand that is my responsibility to inform the Assessment Clinician of any problems that may develop through the course of the assessment process so that they may be appropriately addressed. 

CCC recognizes and affirms a person’s right to refuse and /or withdraw consent for assessment. If the consent is, withdrawn, efforts will be made to ensure that the person understands the implications and potential consequences of not following through with the assessment and any subsequent recommendations. I have read and understand the Consent for Assessment.

_______________________________                                ____________________

Client./ Guardian of Person Signature                                    Date

_______________________________                                ____________________    

Clinician Signature                                                                  Date                           

Consent for Treatment

CCC provides services to individuals and their families who have mental health and/or substance abuse/chemical dependency problems. 

I am consenting to participate in __ mental health and/or __ substance abuse/chemical dependency treatment.

The clinicians are trained to provide appropriate treatment services as needed. Based upon my assessment and recommendations, I the aforementioned client, hereby authorize CCC to utilize customary behavioral healthcare services in providing my care. These services will be provided by CCC clinicians and/or consultants. I will participate in forming a plan for my own. My child’s treatment as my signature on the Individual Service Plan will affirm. Further, I understand that while any behavioral healthcare services provided offer a reasonable expectation of benefit, there is no certainty of success. Since there will be no minimal risk inherent in any behavioral healthcare services, I can expect that any reasonable or anticipated risks will be discussed with me, I understand that it is my responsibility to inform CCC service providers of any problems or side affects that may develop through the course of my treatment so that they may be appropriately addressed. 

 CCC recognizes and affirms a person’s rights to refuse and/or withdraw consent for treatment. If consent is withdrawn, efforts to develop affirmative approaches in collaboration with the person served will be made to ensure that the person receives needed services. After collaboration, if consent for treatment is still withdrawn, efforts will be made to ensure that the person understands the implications and potential consequences of not following through with the treatment. I have read and understand that Consent for Treatment.
You may call (734)854-7061 to change or schedule appts. The answering service will take your call after hours. If you need immediate assistance they can reach us in an emergency situation. As an alternative  you may go to the nearest hospital emergency room. 
______________________________                                               _________________

Client/ Guardian of Person Signature                                                 Date

______________________________                                               _________________

Clinician Signature                                                                              Date

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Name_______________________________________ Date of Birth________________________

1. I authorize the use or disclosure of the above named individual’s health information as described below.
2. The following individual or organization is authorized to make the disclosure:

        ______________Christian Care Connection / and/or care provider listed below__________________

3.   The type and amount of information to be used or disclosed is as follows: (include dates where appropriate.) 
       ____Case or medical management records including:


____ History and physical exam

____ Psychosocial Report




____ Mental Status



____ Court/Agency Documents 





____ Treatment Plans


____ Chemical Recovery History



____ Progress Notes


____ Psychological Test Results






____ Attendance Record


____ Psychiatric Evaluation



____ Diagnoses



____ Family Systems Evaluation


____ Crisis Intervention Reports


____ Discharge Summary


____ Medications, Labs, other Medical procedures

     Enter record from (date) ______ to (date) _______


     Other___________________________________________________________________________________

 4. This information may be disclosed to and used by the following individual or organization:

      Primary Care Physician: ___________________________________________________________________

      Address: ___________________________________for the purpose of: __coordination of care____________
5.  I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this

     authorization, I must do so in writing and present my written revocation to:

     _______________________________________________________________________________________

6.  I understand that the revocation will not apply to information that has already been released in response to this

     authorization. I understand that the revocation will not apply to my insurance company when the law provides my

     insurer with the right to contest a claim under my policy. Unless otherwise revoked, this authorization will expire on

     the following date, event, or condition: _______________________________________. If no expiration date, event,

     or condition is specified, this authorization will expire in six months. 

7.  I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this

     authorization. I understand that I may inspect or copy the information to be used or disclosed. I understand that any

     disclosure of information carries with it the potential for an unauthorized redisclosure and the information may not

     be protected by federal confidentiality rules. If I have questions about disclosure of my health information, I can

     contact: Jeannie Miller Clarkson, 6530 Secor Rd. Ste G, Lambertville, MI 48144 (734)-854-7061.

Signature of client or legal representative:



Date:

________________________________________________
_____________________________

If signed by legal representative, authority to act for client:

________________________________________________

Signature of witness:

________________________________________________
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