Heart and Soul Counseling
3783 Broadway, 2nd Floor

Grove City, Ohio 43123

614-832-0557

F: 614-875-9230

www.heartandsoulohio.com
Thank you for choosing Heart and Soul Counseling services.  We look forward to meeting you for your first session 
Prior to this appointment, we ask that you complete the following items and bring them with you.

1.  Please fill out the Client Demographic Information Sheet.

2.  Please complete the Diagnostic Assessment form filling in as much information as possible. If done for an adolescent, please include the teen in completing it together as much as possible.  For a child answer according to what you observe in your child.
3.  Please read and sign the Professional Services Agreement, and the Client Information and Policy Statement.   
4.  If you would like to submit the charges to your insurance company, we can provide an invoice with the necessary information for you to submit to your insurance company.  We suggest you contact your insurance provider and ask if they will reimburse you for out of network behavioral health providers.  

5.  We do expect payment at the beginning of your counseling services.  A sliding fee scale is available based on income levels upon request. 

Thank you for your time. We look forward to meeting you. If you find you still have questions, please don’t hesitate to contact us at 614-832-0557 or email intake@heartandsoulohio.com and we will be happy to assist you.

Sincerely,

Heart and Soul Counseling staff

Enclosures 

Client Name________________________________________           Case No. _________
HEART AND SOUL COUNSELING

DEMOGRAPHIC INFORMATION

Today’s Date ________________

DOB (MM/DD/YYYY)

 Client Age



Gender

______________________________________________________________________
Address
 


City 

State


Zip
______________________________________________________________________
E-Mail Address

County of Legal Residence

______________________________________________________________________
Where may we contact you?  

______________________________________________________________________
Where may we leave a message?

______________________________________________________________________
Home Phone


Work Phone


Cell Phone

Fax
Marital/Partner Status


Relationship
Parent/Guardian/Custodian if a Minor (include name and address)
Parent/Guardian/Custodian Phone
Emergency Contact (name and address)

Emergency Contact Phone
Client needs assistance with visualization of material or alternate format?
Client needs the assistance of an interpreter?

______________________________________________________________________
Advance Directive Needed in case of a Mental Health Emergency?
Please provide a brief summary of what you hope to accomplish in counseling:

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

Fees for Services: 

Intake/Assessment for children and adults 


$ 90.00
50 minute session for children and adults


$  70.00
75 minute session for children and adults


$100.00

110 minute session for children and adults


$110/00

For children age 7 and under:
30 minute sessions





$  45.00                 
A Sliding Fee Scale based on yearly Income is available upon request. 

Full payment for services is expected at the beginning of each session as per Professional Services Agreement.  

Client may request an invoice for services to submit to their insurance company.  Some insurance companies will provide full to partial reimbursement for services.  Thank you. 

Client Signature







Date

Parent/guardian Signature (if applicable)



Date

Clinician Signature and Credentials




Date

_________________________________________________________________
PROFESSIONAL SERVICES AGREEMENT

This agreement for psychotherapy services between Heart and Soul Counseling, and 







  shall govern all professional relations between the parties.

THE THERAPIST

The therapists at Heart and Soul Counseling Center hold Master’s Degree’s and are Licensed by the State of Ohio Counselor, Social Worker, Marriage and FAmily Therapist Board.  
FEES AND INSURANCE

Client is responsible to pay the agreed upon Fee for Service for psychotherapy services.   Full payment shall be made by the client at the beginning of each session.  Clients agree to pay for professional services even if such services are covered by insurance.  If services are covered by insurance the client is responsible for requesting reimbursement directly from the insurance provider.  A signed and coded Super Bill will supplied for client to submit to their insurance company. 
CANCELLATION/NO-SHOW POLICY

Client agrees to maintain responsible relations regarding appointment times.  When the client agrees to an appointment date & time they are agreeing to pay for that time and will be charged a missed appointment fee for the time in the event of a no-show.  

In the event that you realize you are unable to make the scheduled appointment, please call Heart and Soul Counseling to reschedule.    If the appointment is canceled 12 hours in advance of the appointed time the client will not be charged the $25.00 missed appointment fee. 
CONFIDENTIALITY POLICY

All therapeutic communications, records, and contact with professional and support staff will be held in strictest confidence.  Information may be released, in accordance with state law, only when the client signs a written release of information indicating informed consent to such release; the client expresses serious intent to harm herself/herself or someone else; there is evidence or reasonable suspicion of abuse against a minor child, elder person (sixty – six years or older) or dependent adult; or a subpoena or other court order is received directing the disclosure of information.  It is our policy to assert privileged communication in any of the above mentioned events; the right to consult with the client, if at all possible baring an emergency, before mandated disclosure in any of the above mentioned events.   Although we cannot guarantee it, we will endeavor to apprise the client of all mandated disclosures.

Clients with any concerns or questions about this policy agree to raise them with Heart and Soul Counseling at the earliest possible time to resolve them in the client’s best interest.

WORK AGREEMENT

It is agreed that the client shall make a good-faith effort at change and personal growth, and engage in the psychotherapy process as an important priority at this time in his or her life.  Client gain is most important in the psychotherapy relationship. 

The client requests that the following needs or problem issues will be addressed in both psychotherapy sessions and in client homework, with future revisions possible as need arises; please check all that apply

( Marriage Relationship

( Parent / Child Relationship

( Addiction to




( Depression


( Personal Direction


( Spiritual Growth

( Anxiety


( Loneliness



( Blended Family
( Divorce Recovery

( Grief and Loss


( Family Violence

( Relationship Counseling 
( Premarital Counseling


( Family of Origin
( Trauma / Abuse Recovery 
( Disordered Eating Pattern

( Child Behavioral Problem
Informed Consent & Full Release of Liability

This Informed Consent & Full Release of liability, dated this 
  day of 


,
20___ , applies to any and all psychotherapy or other activities sponsored by or related to Heart and Soul Counseling, and any of the staff of Heart and Soul Counseling, in which client, 

 


_________________________________________may participate.


(client name)

I, the Client or Legal Guardian of the Client: Acknowledge that I am 18 years of age or older.

Hereby agree to assume all risk of personal injury, sickness, death, damage and expense arising from or related to Participant’s participation in the Activity. 

Hereby release and discharge Heart and Soul Counseling, and any of the staff of Heart and Soul Counseling and agree to protect, defend and hold Heart and Soul Counseling, and any of the staff of Heart and Soul Counseling harmless from and against any and all claims, demands, causes of action of every kind and character, losses, costs, expenses (including attorney fees) and damages of every kind and character for injury, sickness or death and any damage or alleged damage to any property sustained or alleged to have been sustained arising out of, or related to or incident to, my participation in the Activity, regardless of whether such claims, demands, causes of action of every kind and character, losses, costs, expenses (including attorney fees) and damages are caused by the sole, joint or concurrent negligence of Heart and Soul Counseling, and any of the staff of Heart and Soul Counseling.
Heart and Soul Counseling, and any of the staff of Heart and Soul Counseling does not have any obligation to provide medical assistance.

Hereby agree to indemnify, defend and hold Heart and Soul Counseling, and any of the staff of Heart and Soul Counseling harmless for any liability, loss, cost or expense sustained Heart and Soul Counseling, and any of the staff of Heart and Soul Counseling as the result of the acts or omissions of the Participant. Therefore, before Participant participates in the Activity, I, the Participant’s parent/legal guardian, agree to become completely informed of the nature of and unique risks associated with the counseling or other activities engaged in during counseling sessions, including but not limited to expressive arts, dance, or therapeutic movement, and to inform Heart and Soul Counseling, and any of the staff of Heart and Soul Counseling of any medical condition, restriction or other condition Participant has which could, or could have the potential to, cause Participant or others harm by Participant’s participation in the counseling activities.

Choice of Law:  This INFORMED CONSENT & FULL RELEASE OF LIABILITY will be governed by and construed and enforced in accordance with the laws of the State of Ohio without giving effect to its conflict of laws principles.

Service Agreement:

I/We, the undersigned psychotherapist and client, have read, discussed together and fully understand this agreement and the stated policies.  We agree to honor these policies, including commitment to negotiate and mediate as stated above, and will respect one another’s views and differences in their outworking.  We have also agreed to an initial definition of psychotherapy work and appointment policies.

Client/Legal Guardian Signature:




 
Date:


______

Co-Client Signature:






 Date:





Child/Youth Signature__________________________________________ Date:_____________________

Psychotherapist Signature:





 Date:




Heart and Soul Counseling

NOTICE

CLIENT INFORMATION AND POLICY STATEMENT

Version 1, May 2008

PLEASE KEEP THE NARRATIVE INFORMATION BELOW AND RETURN THE LAST PAGE WITH YOUR SIGNATURE AND DATE.  THANK YOU. 

NEW CLIENTS The following is important information about treatment, confidentiality, and office policy. It also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA). Please read it carefully and if you have questions, your therapist will discuss them with you. HIPAA is a new federal law that provides new privacy protections and new patient rights with regard to the use and disclosure of your Protected Health Information (PHI). HIPAA requires that we provide you with a Notice of Privacy Practices (the Notice) for use and disclosure of PHI for treatment, payment and health care operations. The Notice is this Agreement, which explains HIPAA and its application to your personal health information in greater detail. The law requires that we obtain your signature acknowledging that we have provided you with this information. You and your counselor can discuss any questions you have about these procedures in your first or second session. When you sign this document, it will represent an agreement between you, your counselor, and Heart and Soul Counseling . You may revoke this Agreement in writing at any time. That revocation will be binding on us unless we have taken action in reliance on it; if there are obligations imposed on us by your health insurer in order to process or substantiate claims made under your policy; or if you have not satisfied any financial obligations you have to us.

CONFIDENTIALITY AND EXCEPTIONS TO CONFIDENTIALITY Federal and Ohio law require that issues discussed with a therapist be confidential. The information you reveal will not be discussed by the therapist with anyone, other than the exceptions listed below, without a signed authorization from you.

Supervision If your therapist is under formal supervision, they will meet regularly for consultation and direction and, therefore, the supervisor will be familiar with you, your concerns and the content of sessions. You can request a meeting with this supervisor at any time or for any reason, including to discuss treatment or diagnosis issues.

· Your therapist, does not require supervision.

· Your therapist, ______________________________ is supervised by

____________________________________________, Ohio License #______________ .

Legal Requirements The release of confidential materials may be legally required of your therapist inthe following situations: 1) If you therapist believes you present a clear and substantial risk of imminent serious harm to yourself (suicide) or others (homicide); 2) Suspected child or elder abuse or neglect; 3) Instances where the court subpoenas records; and 4) If you file a complaint or lawsuit against your counselor or Heart and Soul Counseling .

Staff If your counselor practices with other mental health professionals and an administrative staff. Protected information may be shared with these individuals for both clinical and administrative purposes, such as scheduling, billing and quality assurance. All of the mental health professionals and the administrative staff members are bound by the same laws of confidentiality. If you learn at any time during your therapy that information may be requested from your therapist by a third party, e.g., parents, lawyer, schools, or other mental health professionals, you need to inform your therapist as soon as possible. In such cases, you can waive your privilege of confidentiality by signing an authorization form. If at any point the therapist believes it would be useful to confer with other professionals, you will be asked to grant permission and to sign an authorization form.

APPOINTMENTS usually are scheduled weekly or bi-weekly. Because ongoing therapy is a negotiated process between you and your therapist, you will not be automatically rescheduled. Both you and your therapist need to evaluate the progress of your therapy periodically to determine the need for further appointments. It is your right to discontinue treatment any time you feel it is in your best interest to do so. It is the therapist’s ethical responsibility to end therapy when it is reasonably clear that you are not benefiting from treatment.

CANCELLATIONS If you find it necessary to cancel a scheduled appointment, 12 hours notice is required. When less than 12 hours notice is given, you will be responsible for a $25.00 broken appointment fee. Missed appointment fees are not covered under any insurance. In case of a serious emergency, if you notify us immediately, we will reschedule your appointment without additional charge.  

EMERGENCIES & AFTER HOURS CARE If known ahead of time you must discuss any expectations you have for emergency treatment with your therapist and agree to develop and follow a written step-by-step crisis plan or Advance Directive. You should also be aware that you will be charged for after-hours care, whether on the phone or in person.

If the need for crisis care arises unexpectedly you may call and leave your therapist a voicemail message which is accessed daily. If your crisis needs immediate attention, please proceed to the nearest hospital emergency room or call Netcare at (614) 276-2273; the Suicide Prevention line at (614) 221-5445; or OSU Emergency at (614) 293-9600.

Our general philosophy regarding emergencies is that clients are assumed to be self-responsible (i.e. autonomous, functioning, not in need of day to day supervision). In addition, as private practice clinicians we cannot assume responsibility for client’s day to day functioning as can institutions nor can we be available for 24-hour per day crisis care. 

PROTECTED HEALTH INFORMATION RECORDS

You should be aware that, pursuant to HIPAA, your therapist will keep Protected Health Information (PHI) about you in two sets of professional records. One set constitutes your Medical Record, the other is the therapist’s Psychotherapy Notes.

Your Medical Record includes information about your reasons for seeking therapy, a description of the ways in which your problem impacts on your life, your diagnosis, the goals that are set for treatment, your progress towards those goals, your medical and social history, any psychological testing, your treatment history, any past treatment records that are received from other providers, reports of any professional consultations, your billing records, and any reports that have been sent to anyone, including reports to your insurance carrier. Except in unusual circumstances that involve danger to yourself or others, you may examine and/or receive a copy of your Medical Record if you request it in writing and the request is signed by you and dated not more that 60 days from the date it is submitted.

If we refuse your request for access to your Medical Record, you have a right of review, which we will explain at that time. Because these are professional records, they can be misinterpreted and/or upsetting to untrained readers. For this reason, we recommend that you initially review them in the presence of your therapist, or have them forwarded to another mental health professional so you can discuss the contents. You will be assessed a copying fee of $1 per page for the first 10 pages, $.50 per page for pages 11-50, and $.20 per page for pages in excess of 50 pages, as well as a records search fee of $15 plus postage.
Your therapist’s Psychotherapy Notes are for the therapists own use and are designed to assist them in providing you with the best treatment. While the contents of Psychotherapy Notes vary from client to client, they can include the contents of conversations, analysis of those conversations, and their impact on your therapy. They also contain particularly sensitive information that you may reveal that is not required to be included in you Medical Record. These Psychotherapy Notes are kept separate from your Medical Record. While insurance companies can request and receive a copy of your Medical Record, they cannot receive a copy of your Psychotherapy Notes nor require your authorization to release them as a condition of coverage. Your insurance company cannot penalize you in any way for your refusal. 

PATIENT RIGHTS

HIPAA provides you with several new or expanded rights with regard to your Medical Record and disclosures of protected health information. These rights include requesting that we amend your record; requesting restrictions on what information from your Medical Record is disclosed to others; requesting an accounting of disclosures of PHI; determining the location to which protected information disclosures are sent; having any complaints you make about my policies and procedures recorded in your records; and the right to a paper copy of this Agreement and our privacy policies and procedures. Your therapist will be happy to discuss any of these rights with you.
Heart and Soul Counseling

NOTICE

CLIENT INFORMATION AND POLICY STATEMENT

Version 1, May 2008

SIGNATURE PAGE 

Please Return this Page to Heart and Soul Counseling
I have received a copy of Heart and Soul counseling Client Information and Policy Statement including summary information from the Health Insurance Portability and Accountability Act (HIPAA).

□Yes 

□No

I understand that I am solely responsible for all financial charges regardless of potential reimbursement by an insurance company or any other third party. I agree to be treated at Heart and Soul Counseling under the terms of the Heart and Soul counseling Client Information and Policy Statement, Version 1, May 2008, including the Health Insurance Portability and Accountability Act policies.

CLIENT PRINTED NAME ___________________________________________________________________

CLIENT SIGNATURE _________________________________________________

DATE ______________________________________________________________
HEART AND SOUL COUNSELING

Sliding Fee Scale 

	1
	30,001
	Up
	$70.00

	2
	-0-
	30,000
	$50.00

	3
	Children ages 3-7 
	30 minute session
	$45.00


Initial Assessment Fee remains $90.00

Enclosed: 
MH Assessment Form
Health History Form
Release of Information Form
PAGE  
11

