[image: ]Cindy R. Richman, M.A., L.P.C. 
10 Boulder Crescent Street STE 102H 
Colorado Springs, CO  80903 
(719) 477-0550 Office (719) 471-7840 Fax 
 
Intensive Intake Information 
Please complete the following and return no later than three days PRIOR to the appointment.  Each individual attending the intensive should complete this document unless the person is under 18.  You are welcome to fax the document to the number listed above, or to upload and attach through Therapy Appointment portal which is HIPPA compliant.  
 
Client Name: _________________________________________    	DOB: _____________________ Age:________ 
	Street Address: _______________________________________  
	Gender:_______SSN: _____________________  

	City, State, Zip _______________________________________  
	Home Phone:  (______) ___________________  

	Work Phone:  ________________________________________  
	Cell: (______)___________________________  

	Employer: ___________________________________________  
	Other Cell:  (______) _____________________  

	Income (approx): _____________________________________  
	Work:     Full-time     or     Part-time (circle one)? 

	Emergency Contact: ___________________________________  
	Phone:  (______) ________________________  



Marital status of client:	  Single   Married   Divorced   Separated   Widowed    Re-married    

Does the client have any serious allergies, if so please list:  Yes      No    _______________________________________________________________________________________________ 

Payment Information 
Please understand that intensives are not covered by insurance.  Please provide a credit card number below, or be prepared to bring a check to your appointment.  Only the individual that has agreed to pay needs to complete this section.

Type of Credit Card (circle one):     Visa       Mastercard        
 
Name as it appears on your Credit Card:  _________________________________________________________________  
 
Address to which your account is attached: 
 
Street:  _______________________________________________________________Apt#_____________________  
 

State:  __________________________________________  ZIP: ______________________  
 
Credit Card Number:  __________________________________________________________________________  
 
Date of Expiration: __________________________________  
 
Code on Back (3 digits): ______________________________  



Presenting Problem/Treatment Plan 
 
Please complete the following treatment plan to help us understand your needs and goals.  You don’t need to write a book, but clarity is important.   
What problems/concerns/symptoms have brought you to counseling (example depression, marital problems, anxiety etc).  

List them individually.  
Problem 1.   _____________________________________________________________________________________  
_______________________________________________________________________________________________  
_______________________________________________________________________________________________  
_______________________________________________________________________________________________  
On a scale of 1 (no problem) to 10 (severe) how bad is this problem currently? _________________________________  
How long has this problem(s) existed: ___________________________ When did symptoms begin? ______________  
Problem 2. _____________________________________________________________________________________  
_______________________________________________________________________________________________  
_______________________________________________________________________________________________  
_______________________________________________________________________________________________  
On a scale of 1 (no problem) to 10 (severe) how bad is this problem currently? _________________________________  
How long has this problem(s) existed: ___________________________ When did symptoms begin? ______________  
Problem 3. _____________________________________________________________________________________  
_______________________________________________________________________________________________  
_______________________________________________________________________________________________  
_______________________________________________________________________________________________  
On a scale of 1 (no problem) to 10 (severe) how bad is this problem currently? _________________________________  
How long has this problem(s) existed: ___________________________ When did symptoms begin? ______________  
Treatment History
Please list the names and dates of counselors that you have seen and/or other treatment received: 
Name ______________________________________________  Date(s): _______________ Was it helpful? Yes   No    
Name ______________________________________________  Date(s): _______________ Was it helpful? Yes   No    
Briefly list the issues/problems that were worked in the past: _____________________________________________   
 _______________________________________________________________________________________________ 
Have you ever been diagnosed with a mental health diagnosis?    (circle one)    Yes     No    
If yes, please identify: ______________________________________________________________________________  
Have you ever been hospitalized for emotional/psychological problems?  (circle one)    Yes      No    
Is there a history of legal problems?  (circle one)    Yes      No     If so please summarize the legal history: ______________  
 _______________________________________________________________________________________________  
Family History 
Is there a history of mental or emotional illness in your immediate or extended family?  (circle one)    Yes      No    
If so, please identify the relation(s) and the diagnosis: ____________________________________________________  
 _______________________________________________________________________________________________  
Has any family member had inpatient treatment for emotional, substance abuse, eating or mental health disorders?  
(circle one)   Yes     No     _______________________________________________________________________________________________  
Are you adopted? (circle one)    Yes      No    If so, at what age?_____________________________________________  
Medical Information 
Please identify any medical conditions that you are being treated for currently, or that may impact your emotional health:
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Describe any serious hospitalizations or accidents: 
______________________________________________________ 	Date  	 	Age  	 	Reason  	 ___________________
	______________________________________________________ 	Date  	 	Age  	 	Reason  	 ___________________	______________________________________________________ 	Date:  	 	Age  	 	Reason  	 ___________________ 	 
 
Is there an Advanced Directive for the client (a living will/medical directions etc)?  Yes    No    (Bring a copy if you desire.) 

In case of emergency:

Name of your Primary Care Physician:_________________________________Phone: _____________________  
 
Please note any medications being taken currently whether for a medical or psychiatric condition: 
    Current Medication 	    Dosage and Times per Day 	   Date Started 	Prescribing Doctor  
 _______________________   ______________________________   _________________   _________________  
 _______________________   ______________________________   _________________   _________________  
 _______________________   ______________________________   _________________   _________________  
Substance Use History
Please indicate any substances used in your history at any time: 
· alcohol 	   amphetamines/speed 	   barbiturates/downers   	   cocaine 
· crack cocaine 	   hallucinogens (e.g., LSD) 	   inhalants (e.g., glue, gas) 	   marijuana, how often?______________	 
· PCP 	   prescription 	   nicotine/cigarettes 	   chewing tobacco 
· other:___________________________________________________________________________________________________________ 
 
Do you believe you are struggling with any form of addiction currently?  Yes    No 
If so, for what?_______________________________________________________________
If you are not in an active addiction, have you ever been?   Yes     No     

If you are sober, please indicate how long? _____________________________________________________________ 
 


Please indicate any family that has had a history of alcohol or drug abuse: 
· father 	   stepparent/live-in 	   mother 	   uncle(s)/aunt(s) 
· grandparent(s)  	   spouse/significant other 	   sibling(s) 	   other ___________ 
 
Mental Health History
Do you have a history of abuse of any kind?  If so, please indicate.
In Childhood:_______________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
In Adulthood_______________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Have you ever attempted suicide	Yes      No     If so, by what means?  ________________________________________
Are you currently feeling suicidal? 	Yes       No
Have you ever felt truly homicidal?	Yes       No
Are you currently feeling depressed?	Yes       No    If so, on a scale of 1-10 (with 10 being suicidal,) how depressed are you on an average day?_________
Do you struggle with anxiety?	Yes       No    If so, on a scale of 1-10 (with 10 being severe,) how anxious are you on an average day?_________
Please indicate what you are currently struggling with.  These can be hard to admit, but it is important to understand so we can identify how to help you.
· Organization problems	  Can’t concentrate	  I stuff feelings	  Housing problems 	  Troubles w/ adult children 
· Worrier 	  Hard to tell the truth	  Active grief	  Financial problems	  I’m not doing well at work 
· Impulsive 	  Unfaithful	  I can be violent	  Learning problems	  My job is very stressful
· ADHD	  Pornography use	  I feel intense rage	  Medical problems	  Paranoid/delusional thots 
· Easily distracted	  I’m rarely happy	  I’m verbally mean/yell	  Racial struggles	  Self-harm	 
· Appetite disturbance      	  Appetite disturbance 	  I’m controlling	  I struggle with parenting	  Hallucinations	 
· Binging/purging	  Can’t sleep or too much	  I like starting fires	  I don’t enjoy parenting	  Sexual-Addiction	 
· House is a mess	  No/few friends	  Domestic violence prob.	  My relationship is in trouble	  Past military trauma
· Can’t get things done	  I feel worthless	  Stealing	  Difficulty connecting	  OCD struggles
· I feel lazy 	  I feel hopeless	  Legal problems	  I’m thinking of divorce	  Other:

_________________________________________________________________________________________________  

_________________________________________________________________________________________________  

_________________________________________________________________________________________________  


Attachment History
(Please use additional paper as needed) 
1.  Who did you turn to for comfort (if anyone) between the ages of 0-10?



2.  Who did you turn to for comfort (if anyone) between the ages of 11-18?



3.  What did comfort look like (specifically) from these individuals?



4.  How was conflict handled in your childhood home?  Please be specific.



5.  Were you allowed to have a voice and share your thoughts, feelings and desires when you were young (1-18)?




6.  If you were unable to receive support from your family, please identify any other individuals that may have been a support for you in your childhood.


7.  Did your parents divorce when you were young?  If so, what age.



8.  Did either (or both) of your parents have affairs when you were young?  If so who.



Spiritual/Social/Cultural 
Does you believe in God or a Higher Power?  (circle one)   Yes    No      
Are you affiliated with a church?  If so, identify the church.   ____________________________________________  
How important is faith in your daily life? (circle one)     Not at all     Somewhat      Very    
Are you happy with where you are at spiritually at this time?  (circle one)   Yes    No      
Family Ties Counseling, Inc. is a Christian based counseling services.  Are you interested in integrating faith issues in treatment: (circle one)  Yes   No _________________________________________________________________________  
Strengths 
Please list any strengths and resources the you may have that will help make positive changes: __________________  
 _______________________________________________________________________________________________   _______________________________________________________________________________________________  
 Waivers and/or Special Instructions:  Initial each line that you understand & agree. 
 
Initial Each 
____ It is important to know that Family Ties Counseling, Inc. does not attend or participate in court related evaluations or appearances for any reason.   By signing, you indicate that you understand this and agree not to ask for court attendance or request a subpoena for any reason.   
 
____ It is important to know that Family Ties Counseling, Inc. does not perform assessments for disability or obtaining a support animal.   By signing, you indicate that you understand this and will not ask for an evaluation of any kind. 
 
____I understand that my confidentiality cannot be guaranteed when a cell phone, fax or email is used as a means of communication.  I hereby release Cindy Richman of Family Ties Counseling, Inc. from liability should I choose to communicate by means of a cell phone, fax or email. 
 
____I have been offered a copy of the Notice of Privacy Practices which can be retrieved on the website. 
   
____We consider that there are no limitations on how we may contact you unless given specific instructions.   	 (Understand also that if you identify limitations but then leave a message with a request contradicting your limitations, we will take your request as verbal permission to contact you in that way.)    




 
The above information is accurate to the best of my knowledge and I testify that I have answered all questions honestly.  
Client Signature ______________________________________  	Date: __________________________________  
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Client Rights & Informed Consent
As a client of Family Ties Counseling, Inc. you have the right to know some important aspects related to your treatment. 
1. Credentials.  My training was received at Regent University in Virginia Beach, Virginia.  As a part of my training, I completed an internship at the Genesis Treatment Center within the Virginia Beach Psychiatric Hospital.  I have been licensed in the State of Colorado since 1999 as a Licensed Professional Counselor (LPC).  My experience is varied having worked as an outpatient therapist, in a residential treatment center for trouble adolescents, a psychiatric hospital, and a day treatment center.  I have worked with both adolescents and adults.  I am a member of AACC. 
 
2. Regulation.  The Colorado State Department of Regulatory Agencies regulates the practice of psychotherapy. Any questions, concerns, or complaints regarding the practice of mental health should be directed to:   Department of Regulatory Agencies, Mental Health Section • 1560 Broadway Suite 1340 • Denver CO 80202 • (303) 894-7766  
 
3. Methods of Therapy.  It is difficult to determine the length and duration of your treatment.  However, this will be discussed at the beginning of treatment.  Sessions are generally 45-60 minutes in length.  Therapy can be a highly rewarding and powerful experience due to the positive changes that can be made.  However, the process can also be uncomfortable.  Therapy requires you to be honest and open about feelings and experiences that may be difficult to discuss and may cause unpleasant feelings to surface.  In addition, my job as a therapist is to confront you and to provide new perspectives about certain issues.  This often causes clients to feel angry, embarrassed, or any assortment of troubling emotions.  The purpose of being challenged is to be able to face things that in the past made you uncomfortable so that you are no longer “stuck” and in bondage to these old emotions.  In addition, when you see things from another perspective, it can help you change old habits that have not been working in your daily life.  Once you have changed some of the unhealthy ways that you interact with the people and situations in your life, you may find some surprising results.  Often, a client may make a healthy change in their own life, only to find that the people around them are angry because their relationship with you has been affected by the change.  This is a common experience and is something to work through and discuss in your session.  Understand that you are the client and will determine the pace at which you are able to work through your own difficulties.  Assignments are often given during session and are intended to provide you with additional resources to effect change in your life.  The harder you work, the more results you will realize.  There is no guarantee that therapy will fix all of your problems; however, the likelihood is that you will see positive results if you work hard.  The approaches that I use vary depending on your needs and problems.  Some of the modalities that I may use are emotionally focused therapy, cognitive-behavioral, psychodynamic, solution focused, insight-oriented, family systems, experiential, Theraplay and psycho-educational.  If you are interested in more detail regarding techniques, please ask.   
 
4. Second Opinion.  You are entitled to seek a second opinion from another therapist at your own expense.  Referrals will be provided to you at your request.   
 
5. Termination.  Both you as the client, and your therapist, have a right to terminate therapy services at any time.  Before terminating, it is important to discuss the reasons for termination.   
 
6. Professionalism.  Sexual advances and/or behavior between therapist and client are never appropriate and should be reported to the regulatory board (address and telephone number are listed above).  
 
7. Confidentiality.  The personal information that you share during counseling is legally confidential.  
However, there are some limits to your confidentiality.  Some are listed in the Notice of Privacy that you will be offered.     
· Duty to Warn and Protect:  By law, Family Ties Counseling, Inc. is bound to report to appropriate authorities when a client discloses an intent or a plan to harm another person or persons.  Your therapist must warn the intended victim and report this information to legal authorities. In cases in which the client discloses or implies a plan for suicide, your therapist is required to notify legal authorities and make reasonable attempts to notify the family of the client.  Your therapist does have the right and privilege to complete an M1 if he/she feels you are a danger to yourself or others.  An M1 revokes the client’s rights for a period of 72 hours, and the client is placed in a hospital setting until the hospital staff feel that the client is safe.   
· Abuse of Children and Vulnerable Adults:  Under Colorado law, when information is shared regarding the abuse or neglect of a child (or a vulnerable adult), whether past or present, your therapist is required to report this information to the appropriate social service and/or legal authorities. 
· Prenatal Exposure to Controlled Substances:  Your therapist is required to make a report any time that it becomes known that there has been prenatal exposure to controlled substances that can potentially harm an unborn child. 
· In the Event of a Client’s Death:  In the event of a client’s death, the spouse or parents of a deceased client have a right to access their child or spouse’s records. 
· Minors/Guardianship:  Parents or legal guardians of non-emancipated minor clients have the right to access the clients’ records. 
· Legal:  In the event that a subpoena or court order is received to testify or for client records all efforts will be made to maintain client confidentiality.  In some cases however, your therapist may be required to submit documents and/or testify.  Keep in mind that by coming to Family Ties Counseling, Inc., you are agreeing not to subpoena therapist for any reason.
· Insurance Providers (when applicable):  Insurance companies and other third-party payers are given information that they request regarding services to clients. Information that may be requested includes type of services, dates/times of services, diagnosis, treatment plan, description of impairment, progress of therapy, case notes, and summaries.  This does not require a release from you.  By using your insurance you have agreed to this.
· When you sign a Release of Information you have authorized Family Ties Counseling, Inc. to provide specific information to an outside person/agency.  The release is voluntary and the time frame is indicated on the form.  It can be rescinded in writing at any time.  
· In the event of an emergency, defined as imminent danger to yourself or others, your counselor may need to contact other individuals for your own or others protection.  
· If you have been court ordered, or legally mandated to participate in counseling in any way, you will be required to sign a release of information form.  
· Counselors and other health care providers work collaboratively. Therefore, they may exchange information about you as is needed and/or appropriate. In general, there is no confidentiality between your counselors and your other health care providers. This ensures that you will receive the best coordination of care.   
· Email, fax and cell phones are not a confidential means of communication. If you decide to utilize any of these methods to communicate, confidentiality cannot be guaranteed. 
· In the case that you are participating in family or couples therapy, it is important to understand that your therapist does not have to maintain confidentiality between family members as “secrets” can be damaging to the therapeutic process.  In order to participate in family or couples counseling, each party will be required to sign a Release of Information. 
 
8. Fees/Payment/Missed Appointments.  Financial information and fees are listed on the Financial Information and Rate sheet.  You will be asked to review and sign this form which covers all financial policies of Family Ties Counseling, Inc. 
 
9. After Hours Emergencies.  Your therapist carries an emergency cell for after hour’s services.  It is important to note that this cell is for CRITICAL emergencies only.  All non-critical communication should be handled during business hours which are generally Monday through Thursday.  Due to the nature of cell phones, there are times when there may be a “black hole” and the call may go to voicemail.  If you have not heard back within 15 minutes and the emergency remains, you should call 911, or go to your local emergency room.  If you feel that you are in need of treatment that would require 24-hour access other than that of a critical nature, you should select a therapist in the community that can offer this service to you.   
 
10. Limits of Service.  After commencing treatment with you, your therapist may identify that your needs are out of her scope of ability and/or practice.  If this happens, a transfer to another therapist will be recommended.  This will be discussed with you prior to terminating the therapeutic relationship.   
 
11. Hospitalization.  If it becomes clear during a session that you are unable to keep yourself or others safe, your therapist may suggest hospitalization.  We prefer that if such a situation should arise, that you voluntarily agree to go to the hospital until you are stabilized.  However, if your therapist believes hospitalization is necessary and you refuse to go, you can be involuntarily hospitalized by an M1, or 72-hour hold.  In this case, the local police or the AMR may be contacted to transport you to the hospital.   
 
12. Office Hours & Location.  Family Ties Counseling, Inc. is located in downtown Colorado Springs at 10 Boulder Crescent Street, STE 102H and can be reached by calling 719-477-0550.  Office hours are by appointment and generally are kept Monday through Thursday. 
 
13. Other.   
1. Due to the confidential nature of therapy, tape-recording of sessions by a client for any reason is not allowed.  If there should be some reason the therapist finds it important to record a session, a release of permission will be signed by the client.   
2. Family Ties Counseling, Inc. does not attend or participate in anything that would require attending or participating in any legal, or court related activities.    
3. Family Ties Counseling Inc. also does not participate in evaluations for disability OR evalutions for a support animal and will not complete any forms that are required to evaluate for disability. 
 
Financial Information & Rate Sheet 
Rates & Times 
In general, counseling sessions will range in time from between 45 to 60 minutes in length.  The number of sessions is difficult to predict.  This number is flexible in nature and may change depending on what occurs in sessions, on how hard you work, and on the nature of the problem you are working on.  If you have specific questions about this, you may ask.  Rates are as follows, and payment will be accepted in the form of cash, check, or credit.  Rates per session vary depending on the service provided as follows: 
	 	Service 
	Rate 
	Service 
	Rate 	 

	 	Intake interview 
	$170.00 
	Individual session 
	$150.00 	 

	 	Family session 
	$150.00 
	Group session 
	$60.00 	 


 
Other Financial Information 
Late or Missed Payments:  Payment is due on the date the service was rendered.  We reserve the right to not schedule additional sessions until the account is in good standing.  In addition, should payments be overdue and there has been no effort to make payments, Family Ties Counseling, Inc. may use legal means to obtain payment such as courts, collections agencies etc.   
 
Missed Sessions:  I understand that from time-to-time emergencies will occur that make it difficult to attend the session as scheduled.  There will be no charge for sick cancellations or when a client is unable to attend because of weather (such as snow).  In the case that your plans have changed and you identify you will not be able to attend your appointment, please call us and leave a voicemail, or cancel online.  A session that is canceled on time (with more than a 24-hour notice) will not be charged.  Late cancellations (less than 24 hours) or no shows will be charged an $90.00 charge.  Insurance does not cover no shows and late cancellations.  In the case that you are a Medicaid client (and cannot be charged the no show/late cancellation fee) your therapist has a right to close your chart and terminate your relationship when more than two sessions have been missed without proper cancellation.   
 
Returned Checks:  A returned check will be assessed a $20.00 fee.   
 
Credit Card on File:  At Family Ties Counseling, Inc. we require a credit card on file at the beginning of treatment for various reasons.  While this credit card may not be the primary source of payment, it can be used (if necessary), to pay for various fees.  The credit card policy provides all the specific ways a credit card may be used.   
 
Adolescent Clients:  In the case that an adolescent client turns 18, the credit card on file will continue to be used based on the parent’s initial agreement to pay for sessions.  The parent may rescind permission to bill at any time by calling or writing.  Unless notification is given and/or the payment authorization is rescinded, the authorization to bill will be considered in force and the parent will hold responsibility for payment.  It is the parent’s responsibility to inform Family Ties Counseling, Inc. if they no longer wish to hold financial responsibility for their now adult child. 
 
Insurance 
I will be happy to bill the insurance company and/or an outside party (i.e. a church or friend that may be paying for your sessions.)  Your signature and provision of accurate information is permission to do so.  The minimum information necessary will be provided to the company.  Family Ties Counseling, Inc. is not responsible for what the outside company/party does with the information provided and cannot control further disclosure by this company/party.  Finally, if for any reason your insurance company or outside party denies payment, you are held responsible for the balance of the amount due.  It is your responsibility to ensure that your insurance is active at the time of your first session and that your policy covers mental health services.  Understand that although I may send a bill to the insurance company, the service is officially charged to the client, not to the insurance company.  It is your responsibility to be aware of changes that take place within your plan and to inform us of these changes so that you will not have to pay the full fee.   It is your responsibility to provide any updates or new insurance cards that your policy provides you.  It is also your responsibility to resolve conflicts in payment should your insurance, for any reason, refuse to pay. 
 
I have been informed of my rights and give my consent for treatment at Family Ties Counseling, Inc.  I also understand and accept and understand the financial policies.   In the case that the client is a child, I give and am legally able to give consent for treatment. 
 
	_____________________________________________	______________________________________
Client Name/Signature						Date

_____________________________________________	______________________________________
1st Parent/Guardian (if applicable)				Spouse (if applicable)

_____________________________________________	______________________________________
2nd Parent/Guardian (if applicable)				Therapist
	
	



	




Credit Card Policy
Required for all clients *  Please read as you are responsible for this information
 
Policy for all Non-Medicaid Insurances or Private Pay: 
Family Ties Counseling, Inc. requires that an active credit or debit card be kept on file for all clients.  Unfortunately, over the past years there have been an exorbitant number of non-payments that have required the use of a collections service.  By holding a credit card (CC) on file, our hope is to cut down on missed and forgotten payments.  Ultimately, by having a credit card on file, we are able to avoid the use of collections for clients that inadvertently get behind in payments, may have moved, or are having difficulty getting their mail.   
 
This authorization will be kept on file in the HIPAA compliant online virtual terminal that is password protected for your safety.  Once your CC information is entered into the system, the authorization signature will be kept on file, but the CC number listed below will be shredded.   
 
1. The CC will be charged automatically in the case of a no-show or a late cancellation (less than 24-hour notice).   
2. The CC will be charged automatically if payment is not received at the time of the session. 
3. The CC will be used to pay for deductible amounts, co-payments, no-show fees, or other fees that have been incurred. 
4. In the event that a check is returned with insufficient funds, a $20.00 fee will be billed to the card. 
5. In the event that insurance refuses to pay for services.  It is the client’s responsibility to ensure that their insurance is active and that their policy covers mental health services starting with the first appointment.  If the insurance is having difficulty resolving a billing problem, it is the client’s responsibility to resolve this issue with their insurance company.  If the bill remains unpaid, the amount due will be charged to the credit card.   Collections will be utilized for charges that have not been paid after bills are sent and payment has not been made. 
6. In the rare event that materials including videos or books are borrowed and not returned, the card will be charged for replacement cost of the item(s). 
7. If a card is declined or rejected for insufficient funds, the card will be tried again on subsequent days/weeks until the payment is accepted.  A $3.00 fee may be added each time a payment is denied.  If the payment remains unpaid within a month, you will be notified and payment will be required immediately for services by check or cash.  
8. Adolescent client.  Should an adolescent client become an adult (turn 18) during the course of their treatment, the parent has read the Client Rights & Informed Consent and agrees that they will continue to hold financial responsibility for sessions unless permission has been revoked in writing.  Fees will continue to be charged to CC on hand as initially agreed. 
 
By signing, you understand that the CC will be billed as stated above, without verbal consent at the time of the charge.  A receipt of the transaction will be emailed to you at the address provided.  In the case that a family member or other person agrees to payment for sessions, a separate form should be submitted. 
 
Intensives: 
If you are attending an Intensive, your signature states that you understand that no part of the intensive will be covered by your insurance, and that you are opting out of using your medical insurance.  This means that you will not be able to send a bill to your insurance for the intensive after the fact.  You understand that intensives are not covered by insurance companies, and you will attempt to submit for payment.  You will also be required to sign the opt out form for your intensive. 

I understand and agree to the policy stated above and elect to continue treatment with Family Ties Counseling, Inc.  My signature remains active until I withdraw permission, or the chart is closed.  I promise that I will not contest any payments for services that are rendered according to this policy.   I authorize Family Ties Counseling, Inc. to store my credit card in the HIPAA compliant, secured system to be used as indicated in the policy.  This signature will be kept on file and serves as continued authorization for payment of all allowable expenses.  I understand the policy, and authorize the use of this card and signature on an ongoing basis so that I do not have to sign at each use.  I understand that it is my responsibility to maintain an active credit card on file.   

_______________________________________________________  	_____________________________________ 
Client Signature 	 	 	 	  	      Date  

Family Ties Counseling, Inc. takes your security seriously.  However, no one can provide a 100% guarantee that an online system cannot be breached.  By signing, you are saying you understand and accept these risks.  You can cancel this at any time in writing and the credit card information will be deleted from the system. 
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Insurance Opt Out Form For Intensives
As a client of Family Ties Counseling Inc. understand and verify that:
· I have voluntarily selected not to use my insurance for my counseling sessions.  
· I understand that intensives are not covered by insurance.
· My therapist did not encourage, initiate, coerce, persuade, imply or otherwise cause me to opt out of my insurance either verbally or otherwise; the decision is my own for my own reasons.
· I am not opting out of using my insurance to gain a specific time slot or any auxiliary benefits provided by my therapist either implied or otherwise.
· By opting out of using my insurance I understand I must pay out of pocket for the counseling sessions.
· I have made my therapist aware that I have voluntarily decided to opt out of using my insurance for counseling sessions even if she/he is in network or out of network.
· I understand that if I opt out of using my insurance I cannot use the payment of sessions towards my deductible nor will my therapist provide “Super Bills” for reimbursement purposes because I have elected to opt out of using my insurance.
· That this agreement is in effect from the date signed.
· If I elect to voluntarily use my insurance in the future, it will not be for an intensive, and my therapist reserves the right to not allow me to opt out of using my insurance again.
· If I choose to use my insurance again at a later date, my therapist is not liable and is not obligated to reimburse previous sessions where I have chosen to opt out of billing my insurance.
· If I choose to later use my insurance, it will go back into effect the date that I notify my therapist.  The opting in cannot be backdated to previous sessions.

I have read and understand the above and am in full agreement.


__________________________________________	_________________________________
Client Signature					Date


[image: ]	Cindy R. Richman, M.A., L.P.C.
10 Boulder Crescent Street STE 102H
Colorado Springs, CO  80903
(719) 477-0550 Office (719) 471-7840 Fax

Authorization to Release Information 
For Family or Couples Counseling

The undersigned individuals hereby authorize Cindy R. Richman, L.P.C. of  Family Ties Counseling to release and receive information to and from one another in the scope of family and/or couples counseling.  
·  We understand that there are limitations to the sharing of information between a parent and child and that a parent’s information may or may not be held confidential from a child.  Shared information is dependent on the needs of the child in order to protect the child from harm.
· We also understand that secrets are not beneficial in the scope of couples counseling, and agree that anything shared with the therapist may be brought up in a couple’s session.  
· When therapy is between a parent and adult child, confidentiality is dependent on what benefits the family unit.  Some of the information may not benefit the family unit, and may be held in confidence.  We understand that this is a grey area, but that all efforts to protect the family unit will be made.
There are certain limitations to the sharing of information within the scope of family and/or couples counseling and are as follows:
	
	
	
	
Unless otherwise indicated, this authorization expires one year from the date indicated below.  The authorization can be withdrawn at any time by verbal request from the client and/or parent or guardian.
Each individual in a family session or couples’ session must sign although separate forms may be used.
Date of expiration:______________________________

Client Signature:		Date:	
Client Signature:		Date:	
Client Signature:		Date:	
Client Signature:		Date:	
Client Signature:		Date:	
Parent/Guardian Signature:		Date:	

Notice To The Recipient Of This Information:  This information has been disclosed to you from records which are protected by federal and state laws regarding confidentiality.  These laws prohibit you from making any further disclosure of this information without specific written consent of the person to whom it pertains, or as otherwise permitted by law.  
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