INFORMATION FOR CLIENTS
Welcome to my practice. I appreciate your giving me the opportunity to provide counseling to you and/or your child. I want you to feel comfortable with me and hopeful about meeting your goals of treatment. 

 I have a solo practice without a full-time secretary; therefore, I cannot promise that I will be easy to reach at all times. I am unable to take calls when I am in session. You can always leave a message and I will return your call as soon as possible. You may also email me at peggybaltimore@knology.net. My cell number may only be called for emergencies or to text notice of cancellation or request of appointment. I will give you this number at our first session and it is repeated on my after-hours voice mail. If you cannot reach me during an emergency I ask that you go to the nearest emergency room.
I ask that you check with your insurance company, if I am to file insurance for you, and ensure your coverage and authorization. I require that you come to each session ready to pay your co-payment or any deductible amount before we walk back to begin the session.  Please give your payment to me by check, cash or credit card before we walk back, even if no reminder is given. There are payment options with SQUARE or at our website at http://www.counselingsupervision.com .
An appointment is a commitment to our work. Please agree to be on time and to give me the courtesy of calling to cancel (24 hours in advance preferred). There is a fee for a no-show appointment of $25.00 which has to be paid before the next session. If there is sudden onset with contagious illness or with fever please call me as soon as possible to request waiver of the fee. 

Appointments are scheduled on the hour, and my hours are typically 8 A.M. to 6P.M. Monday- Friday. I stay full most days and ask that we determine and maintain a regular schedule of appointments or intensity of contacts to support the therapy where we meet weekly to every other week for an agreed upon time. Individual, couple and family sessions are 50-minute hours, and play therapy sessions are 45 minutes. If you arrive late the session will still end at the scheduled time. Frequent cancellations or no show appointments may indicate a therapeutic problem and we will need to address these together. If you have not arrived by 15 minutes after the start of the hour then I will consider your time as a no show.

I find that telephone therapy with me does not work as well as face-to-face therapy, and so I discourage it. 

Telephone or other communications that you initiate which exceed10 minutes will be pro-rated and billed at the relevant session rate. Preparations of summaries of treatment or letters at your request are to be paid in advance, assessed at a typical range of $25.00 - $75.00; depending upon length and time required. There are specific fees for any court involvement and we will need to discuss these if relevant.

There may be naturally occurring vacations or interruptions in the sequence of our sessions; however, if you choose to end therapy I request that you tell me. I will offer names for referrals if there is little or no improvement after our agreed upon treatment effort.  Ideally we will terminate because the goals of therapy have been met. I ask that you work with me to identify the goals of the therapy and that we evaluate progress during each session.

It is my intention that our relationship be therapeutic and helpful. 
Please sign to indicate you have read this and agree to the terms.
______________________________________________     ______________________

Signature                                                                                         Date
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PEGGY S. BALTIMORE  LCSW

Board Certified Diplomate in Clinical Social Work

2901 University Avenue, Mission Square, Suite 38

Columbus, GA 31907

(706) 565-0555
Date of 1st Visit:  _________________

IDENTIFICATION
Name of Client_________________________________   Age ____ Sex ____ Birth Date ___________    
Address ______________________________City ____________ State ____    Zip ______   County ______

Home Phone _________________Work Phone ________________ Cell Phone________________

E-mail_________________________________________   Best way to reach ______________
Names and Ages of Household Members 
______________________________________







______________________________________







______________________________________

1. COMPLETE  ONLY FOR CHILD CLIENT
Name of School, Grade Level_________________________________________________________________

Family History:                     
Father                                                                                    Mother 

Name ____________________________Age ______
Name _________________________Age______

Highest degree/Occupation/Employer                                    Highest degree/Occupation/Employer

________/______________________________                   ________/________________________________

Work Phone #
/Cell #/email

                                    Work Phone #/Cell #/email

___________________________________________
_________________________________________

___________________________________________       ___________________________________________

Best way to reach ______________________                   Best way to reach ____________________________

Date of Marriage ______________   Date separated? ___________ Date divorced? ___________ Is a parent deceased? _____  Child’s age at separation, divorce, death? _____________________________
Parents remarried _____________ Date of remarriage_____________ Live-in or Significant Other in Home?                                                                                                           ____yes ___no    Name/Age of Live-in__________________________________________________
Step Parent’s Name/Highest degree/Occupation/ Employer 
____________________________________/_______________________/_____________________________

_________________/______________________________
_____________________/____________________

Sibling Names / Ages (include step-siblings) 
________________________________/__________
________________________________/________

________________________________/__________
________________________________/________

________________________________/__________
________________________________/________

________________________________/__________
________________________________/________

 2. COMPLETE FOR BOTH ADULT OR CHILD CLIENT
What are you experiencing and/or what is bringing you to seek counseling? __________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Previous Mental Health Care and Dates

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

                         3. COMPLETE ONLY FOR ADULT CLIENT
Marital Status:  Married _________ Divorced ______Single________ Live In _______ 

Divorced & Remarried (Dates) _______________________________________________________________

Widowed & Remarried (Dates) _______________________________________________________________

Your education _____________________________   Your occupation _____________________  

Your Employer: _________________________ How Long? __________

Spouse/Live-in (if applicable): Name ____________________________DOB ____________

Education/Occupation/Employer_______________________________________________________________________________________________________________________________________________________
Names & Ages of children____________________________________________________________________

_________________________________________________________________________________________
                          4. COMPLETE FOR BOTH ADULT or CHILD CLIENTS
Are you presently under the care of a physician?     ____Yes ____No    A psychiatrist? _____Yes _____No

Name(s) of Physician _________________________________________________________________________________________

Date of last physical examination ______________________________________________________________

Dates of surgical/Invasive procedures ___________________________________________________________

_________________________________________________________________________________________
List daily alcohol consumption ________________________________________________________________

List medication(s) taken regularly ______________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________
Do you exercise? ______ Yes     ______ No     How often? __________________________________________

If you enter therapy with me, may I tell your primary care doctor or psychiatrist so that he or she can be fully informed and we can coordinate treatment?  _____ Yes ______ No    

Signature___________________________ Date ___________

5. Referral

Who gave you my name to call? ______________________________________________

Address _____________________________ City __________ State _________Phone ___________________

May I have your permission to thank this person for the referral? ___ Yes ___No

To Send A Report? ___Yes ___No    How Did This Person Explain I Might Be Of Help?__________________

_________________________________________________________________________________________

_________________________________________________________________________________________

6. Individual Responsible For Bill

Person Responsible For Bill ________________________________________________
Relationship to Person Being Seen _____________________________

Best way to contact ______________________________________________________________

7. Emergency Contact Information

Emergency Contact:  Name ___________________________________ Relation________________________

Address (if different from above) ______________________________________________________________ Home Phone _______________ Work Phone ___________________ Cell Phone _______________________

PLEASE COMPLETE THE ADULT CHECKLIST OF CONCERNS IF YOU ARE AN ADULT CLIENT. 

PLEASE COMPLETE THE QUESTIONS FOR PARENTS FORM IF A CHILD OR ADOLESCENT IS BEING SEEN. 

FINANCIAL INFORMATION

I truly appreciate your choosing to come to me for help. As part of providing high-quality services, we need to be clear about financial arrangements.

It is my policy that insurance Co-Payments and Deductibles or Private Pay are to be paid at the time of your scheduled appointment. Please make your payment at the beginning of our session, even if no reminder is given.

If you have health insurance, it may pay for part of the cost of your treatment with me. You are responsible for contacting your insurance company to clarify your benefits including your co-pay amount and any deductible amount. Your insurance is a contract between you, your employer and the insurance company.  I am not a part of that contract.  I cannot guarantee insurance reimbursement.  It is your responsibility to follow up with your insurance company to make sure they pay your claims in a timely manner. Please call for authorization if required.  Your insurance company will not pay for services that have not been authorized.

If you have coverage from more than one insurance carrier, it is required that you complete information on both Primary and Secondary insurance carriers.

You will be expected to pay all amounts that your insurance does not pay.  Any balance filed to your insurance company that remains unpaid after 90 days will be charged to you.  Fees are the direct responsibility of the client.  


When an appointment is scheduled, that time is reserved and held specifically for you. If you do not show for our appointment and have not given prior notice, you will be charged a “no-show” fee of $25.00 and must pay this fee prior to your next appointment. Please note that your insurance company will not pay this fee. I request 24-hour notice for cancellation of any scheduled session. 


Returned checks by your bank will incur a fee of $30.00 in addition to the face value of the check. Payment in full must be paid prior to your next appointment.

Your sessions may be paid online at our website: counselingsupervision.com or you may pay by credit or debit card by use of the Square, available in my office. You may pay by check payable to Mrs. Baltimore or by cash. If you have questions at anytime about your bill, please contact me.  

I have read and agree with the above statement. My signature indicates my acceptance of these financial arrangements.

Signed ____________________________    Date _________________________

INSURANCE INFORMATION
PRIMARY INSURANCE

INSURED EMPLOYEE________________________________________________

EMPLOYEE DATE OF BIRTH_________________________________________

SOCIAL SECURITY # OF EMPLOYEE_________________________________

CLIENT NAME______________________________RELATIONSHIP TO CLIENT____________

EMPLOYER__________________________________________________________

INSURANCE COMPANY_______________________________________________

ADDRESS TO SUBMIT CLAIMS ________________________________________





       ________________________________________





       ________________________________________

POLICY ID NUMBER__________________________GROUP NUMBER__________________

GROUP NAME_______________________________

BENEFIT EFFECTIVE DATE______________ CO-PAYMENT AMOUNT _______________

SECONDARY INSURANCE 

INSURED EMPLOYEE________________________________________________

EMPLOYEE DATE OF BIRTH_________________________________________

SOCIAL SECURITY # OF EMPLOYEE_________________________________

RELATIONSHIP TO CLIENT____________

EMPLOYER__________________________________________________________

INSURANCE COMPANY_______________________________________________

ADDRESS TO SUBMIT CLAIMS ________________________________________





       ________________________________________





       ________________________________________

POLICY ID NUMBER__________________________GROUP NUMBER__________________

GROUP NAME_______________________________

BENEFIT EFFECTIVE DATE______________ CO-PAYMENT AMOUNT _______________
A copy of your insurance card(s) is necessary in order to file your insurance.

ASSIGNMENT OF BENEFITS

I hereby assign medical benefits to be paid to Peggy S. Baltimore, LCSW. I also give permission to release any information necessary to support any insurance claims on this account and secure timely payments due to the assignee or myself.  A photocopy of this assignment is to be considered as good as the original.

Signed _________________________________
Date ________________________________

Confidentiality

I commit to keep confidential what you say in the counseling process. In all but a few exceptions, your confidentiality and privacy is protected by state law and by the ethical rules of my profession. There are a few exceptions of which you need to be aware:

· Imminent Danger- The law states that if I judge that you are a danger to yourself or others, I am required to take action to prevent harm from occurring to you or others.

· Child Abuse- I am required by law to report all cases of actual or suspected physical, emotional, or sexual abuse or neglect of children to the appropriate authorities. 
· Abuse/neglect to the elderly, dependent adult or disabled also requires reporting.

· Court Ordered- if a judge orders a release of our privilege or if I receive a subpoena I may be required to respond.

· The Patriot Act of 2001 requires me in certain circumstances to provide federal law agents with records, papers and documents upon request and prohibits me from disclosing to my client that the FBI sought or obtained the items under the Act.

· Filing a claim with your insurance company requires a diagnosis and there may be a violation of your privacy, as insurance companies are not required to observe the same strict confidentiality policies that I do as a Licensed Clinical Social Worker.

· Supervision/ Case Consultation- In order to provide quality care to you I participate in regularly scheduled peer supervision or consultation. I share information about my cases for the purpose of gaining further perspective and ideas for how best to serve my clients without revealing identity.
· There may be an occasion where I share office space, fax machine, etc. with fellow therapists who are bound by the same limits to confidentiality. Likewise, office or administrative staff is bound to keep your privacy and abide by HIPAA privacy and security rules as well.

· If you choose to communicate with my by text, I cannot guarantee your privacy.
I ask you to not disclose the name or identity of any other person you may see here.

If your records need to be seen or if I need to communicate with another professional I will require an Authorization for Release of Information form to be completed and signed by you giving permission for the coordination.

If we meet in public I will wait for you to speak first before I respond, as a way to maintain our boundary of confidentiality.


PEGGY S. BALTIMORE  LCSW, ACSW
Board Certified Diplomate in Clinical Social Work

2901 University Avenue, Mission Square, Suite 38

Columbus, GA 31907-7602
Counseling, Confidentiality and Privacy Practice Agreement

I do hereby seek and consent to take part in the treatment with Peggy S. Baltimore LCSW. I am aware that the practice of counseling is not an exact science, and I acknowledge that no guarantees have been made to me as to the results of treatment provided by Peggy S. Baltimore LCSW.

I agree to collaborate with my therapist for the purpose of assessment and evaluation of my current situation and to work together to identify appropriate goals and methods of achieving them.  I understand that we will regularly review our progress.

I understand that over the course of therapy, whatever assessments, tests or other clinical care that is recommended will be fully explained to me and that I have the option to accept or reject such care.

I am aware that I may stop my treatment with this therapist at any time.  I understand that I may have to deal with problems if I stop treatment before goals are achieved. I understand that she will give me names and contact information about other providers from Mrs. Baltimore if I inform her that I want to seek another helper.
I am aware that an agent of my insurance company or other third-party payer may be given information about the time(s), cost(s), dates, and providers of any services or treatments I receive.  I understand that if payment for the services I receive here is not made, the therapist may stop my treatment. I am aware that I will receive a direct bill for any no-show appointments.

I understand that Peggy S. Baltimore LCSW is committed to quality care.  I may contact her regarding any questions or concerns about the quality of my care.

I have read the above and I have also read and understand the limits of confidentiality.

I have had an opportunity to review the notice of privacy practices.  I had an opportunity to ask questions to seek any clarification I needed about these important materials.

My signature below shows that I understand and agree with all of these statements.

_______________________________________
_________________________

Signature of client (parent or guardian for minor) 
Date

_______________________________________
_________________________

Witness 





Date

