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L.A.’s Well-Being Center 


Healthy-Living/Wellness Training, Coaching, Counseling

106 E.24th St. Houston, TX 77008 PH: 832.858.1411 www.lahields.com 
 (Fax completed form to 713.422.2428 & notify office. Fax must be received to reserve your first appointment)

Client Information Sheet
Referred By: __________________________________________
Today’s Date:________________________________,2011
Referred or seeking service for presenting issue of_______________________________________________________________
Client Name: ___________________________
_____________
Gender: ________ SS#: ________-______-________
Date of Birth: __________________________________________
Driver’s License #& State Issued: __________________
Permanent Address: ________________________________
E-mail* ______________________________________
City: _________________________State:  __      Zip: ___       ____  May we send emails to you @ above address?   Yes / No
Cell/Home Phone: _______________________


Work/Alternate Phone:__________________________
May we leave a message @ above PH#? Yes / No


May we leave a message @ above PH#? Yes / No 
Marital Status: (Circle one) single / engaged / co-habitating / partnered / married / separated / divorced / widowed / other (explain)______________________________________________________________________________________________
Occupation: ___________________________________________
Employer: _____________________________________
Employer’s Address: ____________________________________________________________________________________
City: ___________________________________State: _______Zip: __________
Primary Care Physician: ___________________________________
Phone#: _________________________________________

Current Psychiatrist: ____________________________________
Phone#: _______________________________________
RESPONSIBLE PARTY INFORMATION (If someone other than client will be paying for services or is legal guardian):
Name: ______________________________________________
Gender: ________ SS#: _________-______-__________
Relationship to Client: __________________________________
Date of Birth: __________________________________
Address: _____________________________________________     E-mail* _______________________________________

City: ___________________________State:       Zip:        _____  
 May we send emails to named @ above address? Yes/No
Cell/Home Phone: _____________________________________Work/Alternate Phone:_______________________________
May we leave a message @ above PH#? Yes / No

May we leave a message @ above PH#? Yes / No 
Occupation: _________________________________________
Employer: __________________________________

Employer’s Address: _________________________________________________________________________________

City: __________________________________________________
State: ______________
Zip: ___________________
PERSON TO NOTIFY IN CASE OF EMERGENCY

Name: ____________________________________________
Relationship: ________________________________
Address: _____________________________________________City: ________________State: ______Zip: ___________
Daytime Phone#: ______________________________

Evening Phone#: ____________ __________________
Work Phone#: ____________________________________
Mobile#: _____________________________________

Payment of Services: I will pay for services myself as “Fee for Service”  Yes / No  (Initial :________) 

I give Authorization of Benefits & Billing to Leslie Ann Shields, MS, LPC as an in-network-provider Yes / No (Initial :_______) 
I choose Leslie Ann Shields, MS, LPC as an out-of-network-provider & will need a HCFA 1500 form Yes / No (Initial :_______) 
(If utilizing insurance benefits, please continue & complete ‘Mental Health Authorization & Billing’ Form to initiate services.)
My signature below indicates I authorize the release of any medical or other information necessary for processing and payment of services due to Leslie Ann Shields, M.S., L.P.C. for the “client” named above.
Client Signature: ___________________________________________ 
Date: ________________________________

Or Legal Guardian’s Signature: ________________________________
Date: ________________________________
Leslie Ann Shields, M.S., L.P.C.
L.A.’s Well-Being Center
Healthy-Living/Wellness Training, Coaching, Counseling

106 E.24th St. Houston, TX 77008 PH: 832.858.1411/ eFAX: 713.422.2428 

Insurance Verification & Pre-Certification Authorization Form

(Fax completed form to 713.422.2428 & notify office. Fax must be received to confirm your first appointment)

The information below must be completed in order for you to use your insurance benefits. If this section is not filled out, it is understood insurance does not  apply and you will be paying the full fee at the time of service. You have the option to request verification services if you are unable or do not desire completing this form yourself.

If you intend to use your insurance for mental health counseling, call the customer service number on your insurance card and find out the specifics of your coverage & complete all information below. In some cases, this will involve a behavioral health provider network and/or a utilization management company providing any required pre-certification, authorization and benefit payments and may be different from your insurance company (ie: your card may say BCBS, yet ‘Compsych’ may provide the mental health benefits.) In addition, if provider services are limited to a restricted panel, you must verify whether Leslie Ann Shields, MS, LPC is recognized as an “in-network” member of that provider group. If you were referred or recommended to Leslie Ann Shields, MS, LPC, and she is considered an “out-of-network” provider you may still receive benefit coverage and reimbursement for services and simply pay any difference, similar to traditional medical insurance coverage. 

Your Name: ________________________________ D.O.B:_________________________ 

Behavioral health management company name:____________________________________

Phone Number (including area code):  ___________________________________________
Your mental health ID # (if different from your insurance plan ID #): _____________________
Client Co-pay (per Session) $_______  or  % of fee client pays $_______# sessions/yr:___
Plan Deductible (if any) $________Deductible already paid $______ as of Date:___, 20_
Treatment authorization number (if applicable)____________________________________
Number of sessions authorized_____________/code_____________________________

                                                ____________/code_____________________________

Circle all Covered codes: 90801/ 90806/ 90876/ 90808/ 90846/ 90847/ 90853/ 90812

(#session allowed wkly:____; Bundling allowed: Y / N; More than 1 unit daily: Y / N)

Claims are mailed to: (Full address):____________________________________________

_________________________________________________________________________

NOTE: COPAYMENT (Cash or Check Only) IS DUE AT THE TIME OF SERVICE.  THERE IS A $35 EMR CHART SET-UP/DIGITAL MEDIA FEE REQUIRED OF ALL NEW CLIENTS AT THE FIRST SESSION.

If you prefer, I will verify this info for you, billable @ $35 per1/4 hr. Call 832.858.1411
           

      Leslie Ann Shields, M.S., LPC
L.A.’s Well-Being Center 


Healthy-Living/Wellness Training, Coaching, Counseling

106 E.24th St. Houston, TX 77008 PH: 832.858.1411/ FAX: 713.422.2428

(Please print, read & bring this form with you to your first session for review & completion with your therapist)

Consent for Counseling/Psychotherapy Services

I acknowledge I have received, read and understand the “Information for Clients” provided either by way of printed form, brochure or website informing me about the therapy services I am considering. Any questions I had, I’ve asked and are answered fully to my satisfaction. 

I choose and consent to enter into a therapeutic alliance/relationship and participate fully in my therapy with the therapist named below. I understand I am an active partner in developing, reviewing and revising my treatment goals and plan with this therapist. I agree to maintain an active role in my therapy. 

I understand the risks and benefits of treatment. I agree no promises have been made regarding the results of treatment or of any procedures provided by this therapist. I am aware I may stop (terminate) my treatment with this therapist at any time if I am not satisfied by our progress toward my stated goals. I agree I’ll discuss and review my progress with my therapist in case my goals for therapy change during the course of treatment. Otherwise, I may stop treatment after giving this therapist at least seven days notice of my intentions and meeting with the therapist for one last time for treatment plan review and discharge planning. I understand I may lose other services or may incur other consequences if I stop treatment. EX: if my treatment is court ordered, I will have to answer to the judge, or if I am on disability and therapy is part of my return to work plan, I may lose other benefits or my job.
I agree if I must cancel and reschedule an appointment, I will give voice confirmed notice of cancellation 24 business hours or more before the time of the appointment.  If I do not cancel in this manner,  I am considered a “No Show” or a short notice cancel and I understand I will be charged the full session fee for the missed appointment. I also understand if I am using my insurance benefits, my insurance will not reimburse for missed appointment fees.  (Texts and emails are not accepted forms of cancellation as voicemail on the office line is the most consistently monitored communication means and is the only acceptable form. It is the client’s responsibility to achieve voice confirmation with the therapist/office 24-hours prior to cancellation or rescheduling.)  

I am aware an agent of my insurance company or other third-party payer may receive information about the type(s), date(s), cost(s), and providers of any services or treatments I receive. I understand that if payment for services I receive here is not made, the therapist may stop my treatment.

       My signature at the end of this document shows I understand and agree with all of the above statements 

       and give my  informed consent for either myself, or my guardian named below, to enter into therapeutic 

       alliance with therapist named below for psychotherapy/counseling services. 
Signature of Client: __________________________________________     Date: __________________

Printed Name of Client: _____ ___________________________________  
Signature of Parent/Guardian: _________________________  Relationship to Client: ______________
I, the therapist, have reviewed, discussed and satisfactorily answered the client/guardian’s questions relating to the items explained above. My observation of this person’s behavior and responses give me no reason to believe this person is not fully competent to give informed and willing consent.
Signature of Therapist: ________________________________________     Date: __________________

Printed Name of Therapist: ___________________________ ___________________________________________  
Limits of Confidentiality

Contents of all therapy sessions are considered private and confidential. Both verbal information and written records about a client remain private with certain exceptions. Information will not be shared with another party without the client or the client’s legal guardian’s written consent. Noted exceptions where Mental Health Care Professionals may be obligated to report information are as follows:

Duty to Warn and Protect: When a client discloses intentions or a plan to harm another person, the therapist is required to warn the intended victim and report this information to legal authorities. In cases in which the client discloses or implies a plan for suicide, the therapist is required to notify legal authorities and make reasonable attempts to notify the family and/or emergency contact specified by the client.

Abuse of Children and Vulnerable Adults: If a client states or suggests 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 therapist is required to report this information to the appropriate social service and/or legal authorities.

A Court Order Issued by a Court of Law: Therapists are required to release requested records to the court and/or legal representation specified by a court of law.

Minors/Guardianship: Parents or legal guardians of non-emancipated minor clients have the right to access the clients’ records.

Clerical Staff/Contractors: (when applicable) Information will be available to clerical staff and/or clerical contractors to the extent necessary to perform clerical tasks related to the case (e.g. billing, notes) per HIPPA privacy practices for business associates. 
Financial Violation of Payment Agreement: (when applicable) Financial information only may be disclosed to external financial contractors for collection purposes only in the case of violation of the clinicians’ payment agreement per HIPPA privacy practices for business associates.

Professional Consultation: Case information without revealing your identity may be reviewed with another licensed health provider for purposes of case consultation.

Insurance Providers: (when applicable) Insurance companies and other third-party payers are given information they request regarding services to clients. Requested information may include type of services, dates/times of services, diagnosis, treatment plan, and description of impairment, progress of therapy, case notes, and summaries.

As client and/or guardian of client, I have read the above limits of confidentiality of therapist listed as my treating therapist at the offices of  Leslie Ann Shields, MS, LPC and sign below acknowledging understanding and acceptance of their meanings and ramifications.

__________________________    _______________________     ________________

Print Client’s Name                         Client’s Signature                       Date

__________________________    _______________________    _________________

Print Name of Parent/Guardian       Parent/Guardian’s Signature     Date

Office Policies, Procedures & Fees

Consent, Confidentiality & Privacy Practices: I have reviewed each of these areas individually and fully understand and accept the basic workings of therapy, the limits of confidentiality and privacy practices. Any questions in these areas have been addressed to my satisfaction.
Types of Services:  I understand services may range from consultation, coaching, counseling, psychoeducation and psychotherapy to psychophysiological (biofeedback) training based on client needs, presenting problem, referral recommendations and client’s level of willingness for participation. I agree I will collaborate with my therapist identifying and selecting services best supporting my goals for therapy. 

Session Length: I understand sessions will be billed in units as follows:  A full session consists of 45 minutes face-to-face time and 15 minutes of notes review. A half unit consists of 20 minutes face to face time and 10 minutes of notes review. An extended session consists of 75 minutes face to face time and 15 minutes of notes review. Longer extended sessions are available on a case by case basis and are prorated based on a 60 minute hour. Group session lengths vary based on size, make-up of group and topic.

Fees:  I will have discussed and agreed upon fees at my first session. I understand insurance fees are non-negotiable. Reduced fee-for-service charges may be available via pre-paid package/monthly payments (non-reimbursable or carrying forward of balances.) Sliding-scale is also available based on financial need and determined case by case.  I understand my payment is due at the start of my in-office session via cash or check. I understand arriving at my session without means for payment will result in delay of session start or $35 accounting & admin fee to C.C. on file if co-pay/payment is not made by 5:45pm same day of my appt. 

Insurance Fees: I understand if I’m a member of an insurance plan my therapist is contracted on as an in-network provider, my fee will be my mental health co-pay or co-insurance. If my therapist is not contracted with my insurance and is an out of network provider, I may receive coverage of a portion of the fee and only be responsible for the non-covered portion (similar to traditional insurance.)  In this case, I will pay for the service at the time of delivery and receive an itemized statement from my therapist and file myself with my insurance company for reimbursement of costs directly to me (unless other arrangements are made). 

I also understand if my insurance company does not uphold my contract for payment of services for any reason, I am responsible for 100% of charges incurred.  If my insurance denies payment, I understand I will be billed monthly for outstanding charges by my therapist’s billing co. & unresolved insurance balances are due upon receipt 90 days post date of service.  If my account becomes delinquent, meaning I have not made payment or arrangements with my therapist’s billing service for outstanding balances, I understand a $35 administrative charge will be added to the outstanding balance each time the open statement is re-sent and the account may be submitted to a collection service and accrue 18% interest on the outstanding balance after 90 days. A credit card is required on file for outstanding balances to be charged after 90 days from Date Of Service (DOS) with my permission to my C.C. on file as indicated by my initials & date here:  _____________  ___/___/20__  (If I do not have a C.C., I will put a cash deposit on file.)  
Cancellations Fees: I understand short-notice cancellation (within 24 hr notice of scheduled appointment) will be charged to my C.C. on file the full allowable fee of the missed session. I also understand missed or forgotten appointments without notifying therapist are considered “No Shows” and again, I will be charged to my C.C. on file the full allowable fee of the missed appointment if medical/emergency documentation is not communicated to therapist within 48 hrs of “No Show.”  I understand my I give my credit card authorization on file for these fees if I don’t make other arrangements.  ___________initials__________date [FOR DARS CLIENTS: C.C. on file does not apply to DARS clients. I am a DARS client and I do not have to have a C.C. on file; I do understand DARS will be billed for “No Shows/Short notice cancels & my DRAS VRC will decide if my non-compliance affects my DARS/tx plan or benefits.____initials; Name of DARS VRC:_________________].                                                                                                                           
Payment of Services and Financial Terms:  I have contacted my insurance company myself or reviewed the information provided to my therapist for insurance verification and is noted below. (I requested therapist verify my benefits & I waive confirming benefits directly myself accepting the information supplied to therapist by my insurance carrier as accurate. _________initials/________date. I understand I’m responsible for payment of any fee, co-pay, co-insurance, or deductible amounts at the time of service.  Co-pays not paid at                                                                                                                    the time of service must be paid before the close of business 5:45pm, or my account will be charged an additional administrative/bookkeeping fee of $35 to manage the open balance. (C.C. on file will be charged) 
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A. The following information is provided by my insurance company: I understand and agree my therapist relies on this information for billing at the time of service, and is not responsible for inaccurate information provided by the insurance carrier. I have verified_____/ waived verifying _____(circle & initial next to correct answer) this information directly myself with my insurance company. If I have any further questions I will call my insurance directly and immediately to follow-up if there are questions. Again, I understand I am responsible for all charges not reimbursed or denied by my insurance, other than those that are in excess of negotiated rates under my plan. I understand I am liable for additional billing admin charges if I ask therapist to verify discrepancies between insurance pre-cert allowances and actual EOB coverages.
 My financial responsibility (as set by the insurance carrier):
1. Co-Pay: $________ per/session.

            2.   Deductible: $_______ per/ year      (  Ja  Jan 1-Dec 31)   or       ( n  Any 12 month period)

3. Your plan allows you to receive ___________ sessions per year.
4. Precertification required:  Yes  /  No

5. Pre-certification Authorization# ________________________________________________


Code/# Authorized: ____________________________________________________________ Code/# 
Authorized: ____________________________________________________________

Circle all Covered codes:   90801  /   90806  /   90876  /   90808  /   90846  /   90847  /   90853  /   90812 (Special limitations:ie: #session allowed wkly:____; Bundling allowed:Y / N; > than 1 unit daily: Y / N)


B. Fee-for Service: I do not have insurance coverage or elect not to use my insurance coverage opting instead to pay fee-for-services rendered. My fee for service is based on the type of service I’ve chosen. I have reviewed the services and fees listed below with my therapist and agree with the fee option presented. The fee is due and payable in full at the time service is rendered or via chosen pre-paid plan.

1. Service:______________________________________________________________
2. Agreed Fee:___________________________________________________________

3. Sliding Fee Scale/Need Verified:___________________________________________ 

                                                                          (Client provided pay stub/ tax return/ other) 
4. Payment Arrangements:__________________________________________________
C. Miscellaneous Fees:  I understand phone conversations in excess of 10 mins, site visits, report writing   

 and reading, release of information, reading records, longer sessions, travel time and so forth, will be   

 charged at the rate of $35 per quarter hour, unless other arrangements are agreed upon in advance.
I understand any property damage I or my dependents cause will be charged to my account and are my responsibility due and payable immediately for repair or replacement to ‘like and kind’ quality. 
D. Credit Card Required on File: I understand my credit card on file is not intended for use for copays, co-insurance or miscellaneous fees & service charges. It’s primary intent is as as a desposit for loaner items used in support of client’s therapy for the replacement cost of the item if it is lost or damaged while on loan. (The replacement charge will be specified on the loaner form at the time client takes item from office on loan) 

These items may include books, cds, biofeedback trainer devices, etc. It will also be for coverage/collection of account balances for non-reimbursed insurance benefits beyond 60-90 days, short-notice and no-show 
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fees as described in this consent and administrative fees associated with account balance collections. Use of this C.C. on file will be assessed a convenience fee of $5 minimum or 5% of charges. I may avoid this fee by contacting the office/therapist and arranging other payment options within 48 hrs of incurring an administrative assessment or cancellation or of being notified of account balances via a statement. My credit card to be kept on file is as follows:
Type of card: Master Card /  Visa  /  Discover (circle one) & Card#__________________________________

Name as it appears on card:_______________________________________________________________

Card Expiration Date: _____________________  3digit security # on card back:_______________________

Signature Authorizing Charges:___________________________________ Today’s Date:______________

**If Billing address differs from the address you gave on your new client info sheet, please include the correct address where your credit card statements are sent here:_________________________________________________________________________________

_____________________________________________________________________________________

Also, Please bring you card with you to your 1st session for verification along with your driver’s license.

If you do not have a credit card on file Other deposit arrangements have been made between myself and the therapist as follows:______________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

Receipt of Notice of Privacy Practices
My signature on this form acknowledges that I have either received a copy or had the opportunity to read a copy online of  Leslie Ann Shields, M.S., L.P.C.’s Notice of Privacy Practices.  I understand that this document provides an explanation of the ways in which my health information may be used or disclosed by this Provider and of my rights with respect to my health information. My signature below verifies I have been provided the opportunity to discuss any concerns I may have regarding the privacy of my health information and I am satisfied with the explanation provided.
 My signature below shows I understand and agree with all of the above statements and shows I knowingly give my  informed consent for either myself, or my guardian named below, to enter into a working therapeutic 

 alliance with the therapist named below for psychotherapy/counseling services. 
Signature of Client: __________________________________________     Date: __________________

Printed Name of Client: _____ ___________________________________  
Signature of Parent/Guardian: _________________________  Relationship to Client: ______________
I, the therapist, have reviewed, discussed and satisfactorily answered the client/guardian’s questions relating to the items explained above. My observation of this person’s behavior and responses give me no reason to believe this person is not fully competent to give informed and willing consent.

Signature of Clinician: ____________________________________________  Date:_____________
Printed Name of Therapist: _____ ___________________________________  
 ___Copy kept by therapist / ___Copy given to client
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Leslie Ann Shields, M.S., L.P.C.
www.lashields.com (  832.858.1411 (  efax: 713.422.2428  
AUTHORIZATION TO RELEASE INFORMATION TO REFERRING PHYSICIAN
I, (name of patient) ______________________________, (hereinafter “Client”) hereby authorize (name of psychotherapist) ______Leslie Ann Shields____________ , (hereinafter “Provider”) to disclose mental health treatment information and records obtained in the course of psychotherapy treatment of Client, including, but not limited to, psychotherapist’s diagnosis of Client, to:

______________My M.D.:____________________________________________________
_____________________(Pint name & contact # above. Only 1 Dr. per form)____________
I understand that I have a right to receive a copy of this authorization. I understand that any cancellation or modification of this authorization must be in writing. I understand that I have the right to revoke this authorization at any time unless Provider has taken action in reliance upon it. And, I also understand that such revocation must be in writing and received by Provider at  P.O. Box 70494 Houston, TX 77270 to be effective.

This disclosure of information and records authorized by Client is required for the following purpose:Medical/medication management relating to original referral condition/diagnosis and progress/symptom management/resolution of underlying issues impacting medical health.      

The specific uses and limitations of the types of medical information to be discussed are as follows: Communication of Client’s improvement or not of developing  & using psychological coping strategies & identifying & processing underlying psychological issues relating & impacting Client’s medical health.
Such disclosure shall be limited to the following specific types of information: 
Information disclosed within session with Therapist named above including, but not limited to individual, group, family, educational or assessment sessions. 
Psychotherapist shall not condition treatment upon Client signing this authorization and Client has the right to refuse to sign this form. Client understands that information used or disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by the HIPAA privacy rule, although applicable Texas law may protect such information.

This authorization shall remain valid through: January 10, 2011
Client’s signature: ________________________________ Date: ___________________

