Mind, Body and Beyond, LLC
Client Information:

Name: 
 Soc. Sec. #: 
-
-





First


Middle 


Last

Home Phone: 
 Business Phone: 
 Cell Phone: 


Address: 
 City: 
 State: 

Zip: 
 Sex (circle):  Male / Female   Age: 
  Date of Birth: 
/
/
 Status (circle): Married / Single / Committed

Employer: 
 Occupation: 


Emergency Contact: 
 Relationship to Contact: 
 Phone: 

Purpose of visit: [___] Psychiatry/Medication         [___] Counseling/Psychotherapy       Other: 


Please explain in your own words why you are seeking services today:

________________________________________________________________________________________________________________
Primary Care Physician: 
 Address: 
 Phone: 


Have you ever been seen by any other mental health professionals? 
   If so, whom? 


Whom may we thank for referring you to our office? _____________________________________________________________________

Our goal is to provide excellent mental health care and quality customer service.  We encourage our patients to actively take part in their treatment and medication management and we would like to advise you of our Office Policies.

By initialing the following, I acknowledge that I understand and agree to the following terms and policies Mind, Body and Beyond, LLC.

 
I understand that payment is due at the time of service.  My fee is $130 per session of 55   
            minutes. No appointments can be scheduled if there is an outstanding balance.  I understand that
            should my account be turned over for collections I am responsible for all collections fees.
______I understand that if I have forms/paperwork that needs to be completed by my clinician, fees are determined by length and complexity of form.

 
I understand that I must provide 24-hour notice to cancel and/or re-schedule my appointment. 

    I will be charge A fee of $80.00 for a late cancellation or no show.

 
I understand that the office may contact me by phone regarding confirmation of my appointment time and billing issues and may leave me a message.  REMINDER CALLS ARE A COURTESY. I AM RESPONSIBLE FOR KEEPING TRACK OF MY SCHEDULED APPOINTMENTS.

 
A summary of new 2013 HIPAA privacy practices office policies and procedures regarding privacy of my medical information (HIPPA) is available for review in the office.
I acknowledge, understand, and agree to the terms and policies listed above.

Signature of Responsible Party: ________________________________________________________
Client Name: 
 Date: 


What is happening in your life which resulted in this appointment?

What would you like to see accomplished with our services?

Chief Complaint(s) (Check all that apply to you):

	[__] Depression
	[__] Nausea

	[__] Low energy
	[__] Phobias

	[__] Low self-esteem
	[__] Obsessive/compulsive behaviors

	[__] Poor concentration
	[__] Thoughts racing

	[__] Hopelessness
	[__] Excessive energy

	[__] Worthlessness
	[__] Can’t hold on to an idea

	[__] Guilt
	[__] Excessive behaviors (spending, sex, talking, gambling)

	[__] Sleep disturbance (more / less)
	[__] Not thinking clearly / confusion

	[__] Appetite disturbance (more / less)
	[__] Feeling that you are not real

	[__] Thoughts of hurting yourself
	[__] Feeling that things around you are not real

	[__] Thoughts of hurting someone
	[__] Lose track of time

	[__] Isolation / social withdrawal
	[__] Unpleasant thoughts won’t go away

	[__] Sadness / loss
	[__] Anger / frustration

	[__] Stress
	[__] Easily agitated / annoyed

	[__] Anxiety / panic
	[__] Defies rules

	[__] Heart pounding / racing
	[__] Blames others

	[__] Chest pain
	[__] Argues

	[__] Trembling / shaking
	[__] Excessive use of drugs or alcohol

	[__] Sweating
	[__] Excessive use of prescription medications

	[__] Chills / hot-flashes
	[__] Blackouts

	[__] Tingling / numbness
	[__] Physical abuse issues

	[__] Fear of dying
	[__] Sexual abuse issues

	[__] Fear of going crazy
	[__] Spousal abuse issues


Other problems/symptoms:


Current medications:


Previous outpatient therapy? 
[__] No
[__] Yes, with? 


Was it helpful?

Previous mental health hospitalizations?  
[__] No
[__] Yes, how many? 


CLIENTS’ RIGHTS AND RESPONSIBILITIES
	Statement of Patients’ Rights
	Statement of Patients’ Responsibilities

	Be treated with dignity and respect.
	Treat those giving you care with dignity and respect.

	Fair treatment, regardless of race, religion, gender, ethnicity, age, disability, or source of payment
	Give providers information they need. This is so providers can deliver the best possible care.

	Have your treatment and other patient information kept private.  Only where permitted by law, may records be released without member permission
	Ask questions about your care. This is to help you understand your care.

	Easily access timely care in a timely fashion.
	Follow the treatment plan. The plan of care is to be agreed upon by the member and provider.

	Know about your treatment choices. This is regardless of coat or coverage by the patient’s benefit plan.
	Follow the agreed upon medication plan.

	Share in developing your plan of care.
	Tell your provider and primary care physician about medication changes, including medications given to you by others.

	Receive information in a language you can understand.
	Keep your appointments. Members should call their providers as soon as they know they need to cancel visits.

	Have a clear explanation of your condition and treatment options.
	Let your provider know when the treatment plan isn’t working for you.

	Have a right to ask your provider about his/her work history and training.
	Report abuse and fraud.

	Give input on the patients’ Rights and Responsibilities policy.
	Openly report concerns about the quality of care you receive.

	Know about advocacy and community groups and prevention services.
	

	Freely file a complaint or appeal and to learn how to do so.
	

	Know of your rights and responsibilities in the treatment process.
	

	Receive services that will not jeopardize your employment.
	

	List certain preferences in a provider.
	


My signature below show that I have been informed of my rights and responsibilities, and that I understand this information.

_________________________________________________   _____________________

Patient Signature





      Date
_________________________________________________   _____________________

Staff Signature





      Date
Late Cancellation and No-Show Policy
Dear Client,
Mind, Body and Beyond, LLC does not double book appointments; when an appointment is scheduled, it is held just for you. For this reason, we have a strict policy regarding late cancellations and missed appointments. Please read carefully. In the interest of fairness and consistency, exceptions cannot be made. 

No show = Not showing up to appointment/not calling to cancel your appointment prior to your appointment.
No show/No Call Fee= $80
Late cancellation = Cancelling with less than a full 24-hour notice:

Late cancellation= $80
*If a patient no-shows or late cancels, the associated fee must be paid before another appointment can be 
made.  Scheduled appointments could be cancelled.

We understand that unexpected situations can arise that will not allow you to keep your scheduled appointment. For patients who have regularly scheduled appointments, please let our staff know if you would like to keep a credit card on file so there will be no interruption of already scheduled appointments.
If you have ANY questions regarding this policy, please ask. 

Please sign to acknowledge you have read and understand policy.

__________________________________________________ 

________________

Signature of Patient/Responsible Party




Date
Patient History
Name___________________________________DOB___________________
Date________________

Identifying Information:


Age:               Gender:                  Race:                   Marital Status: 


Hobbies/Interest


Presenting Problem/Precipitating Events/Hx of Problem:


Reason for seeking treatment? How long has reason existed?


Previous Psychiatric History:


Any previous counseling?


Have you ever seen a psychiatrist?


If yes, when, where, and was it helpful?


Previous Medical History:


Substance Abuse History:


Have you ever used drugs and/or alcohol? If yes, please list type, amount, and last date used


Were you ever involved in any treatment programs AA, NA?

__________________________________________________________________________________

Personal History/Family of Origin History


Client raised by:


Family described as:         Stable                Supportive               Chaotic             Abusive           Other


Siblings (gender & age):


Family of origin abuse issues:          YES               NO                Specify:


Family of origin mental health issues:        YES               NO           Specify:


Family of origin medical issues:                  Yes                NO           Specify:


Present sexual orientation:   Heterosexual       Homosexual       Bisexual      Transgender      Asexual


Client currently lives with:_____________________________________How long:_______________

# of Marriages (______)   # of Divorces (_______)   # of Committed Relationships (________)

Children/Names/Ages Genders:_________________________________________________________

__________________________________________________________________________________

Education and Employment History:


Last grade completed?                                 


Work History


Additional Information (Lifestyle, Support System, Stressors, Spirituality, Cultural, Etc.):


Legal History:


Arrests?              Lawsuits?


Comments:

Is there anything not asked that you feel would be helpful to know about you?


Treatment Goals: What would you like to achieve in therapy?_____________________________

__________________________________________________________________________________

__________________________________________________________________________________
