


Hagemaster Empowerment Center 
123 E. 9th St. Lockport IL 60491
708-869-033

Initial Intake
Date:__________________				Referral:_________________________

Client Name:_______________________________Home Phone:______________________

Address:___________________________________Work Phone:______________________

___________________________________________Cell Phone:________________________

Relationship to Insured:________________________Client DOB:_______________________

Insurance Information

Insured Name:______________________________Relationship to Client:__________________

DOB:________________________________Name of Insurance Company:_________________

Member or ID#__________________________Group #________________________________

Insurance Company Phone:_____________________________________________________

Vehicle Make:________________Model:_____________Year:___________Plate:___________

As of this date, the information above is accurate, and I have provided Hagemaster Empowerment Center a copy of my insurance card (if applicable).  I know that it is my responsibility to notify the office of any changes in insurance coverage, and that failure to do so, will result in me being held responsible for any uncovered charges.  I further understand that benefit quotes given by my insurance carrier are considered estimates, and that they may not accurately reflect my benefit allowance.  It is my responsibility to routinely review the explanation of benefits provided to me by my insurance carrier, and to notify Hagemaster Empowerment Center of any discrepancies.


Signature of Guarantor:_________________________________Date:___________________

FOR OFFICE USE ONLY:
Insurance Information Sent_____________Benefit Check Completed________________
Client Notified of Quote________________PreCert or Referral Required________________
IN NETWORK BENEFIT QUOTE:
#Visitis per year______________Annual Deductible________________%Met____________
Benefit Level_________________Copay/Coins_____________________



Personal Information:

Relationship Status (Circle):  Single    Married    Domestic Partnership   Separated
					Divorced       Widowed
Spouse/Partner’s Name_____________________________________________________________________________________

Children (names and ages):_________________________________________________________________________________

_______________________________________________________________________________________________________

Have you been to counseling previously:  Yes/ No

If so, please list previous therapist’s names, dates, and duration of treatment:__________________________________________

_______________________________________________________________________________________________________

What was helpful with previous treatment?  ____________________________________________________________________

________________________________________________________________________________________________________

What if anything was not helpful with previous treatment?_________________________________________________________

________________________________________________________________________________________________________

What brings you to see me today?____________________________________________________________________________

_______________________________________________________________________________________________________

Medical History

Have you ever been hospitalized? Yes/No  Dates/Reason__________________________________________________________

________________________________________________________________________________________________________

Are you currently under a doctor’s care? Yes/No Physician Name: __________________________________________________

Do you drink alcohol?  Yes/No  If so, what and how often?________________________________________________________

Do you use drugs (including prescribed medicine that is not yours)?  Yes/No

If so please what and how often?_____________________________________________________________________________

Is there any family history of: (please circle)

		Alcoholism		Yes/No		Maternal/Paternal
		Drug Abuse 		Yes/No		Maternal/Paternal			
		Mental Illness		Yes/No		Maternal/Paternal

Feel free to explain further__________________________________________________________________________________

_______________________________________________________________________________________________________








Medications
What medications are you currently taking?  (Please include over the counter meds)
 Medication		               Dose/Frequency                              Condition		                 MD
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	





Please identify any symptoms you are currently experiencing. (Indicate with a C for currently and P for in the past).  This may be more helpful to go through with clinician during initial session.

____Headaches		         ____Alcoholism		         ____Unexplained/Chronic Pain
____Dizziness	       	         ____Drug Addiction	             	          ____Trouble Sleeping
____Fainting Spells	         ____Compulsive Behaviors                     ____Sleeping Too Much
____Fast Heartbeat		         ____Obsessive Thoughts                         ____Can’t Make Decisions
____Stomach Trouble                     ____Gambling Too Much                       _____Poor Concentration
____Irritable Bowl		         ____Shopping Too Much                        _____Constantly Worried
____Eating Concerns  	         _____Viewing Internet Porn                    _____Feeling Ashamed
____Poor Appetite		         _____Shoplifting	                           _____Feeling Inferior
____Increased Appetite	         _____Self-Injury	                           _____Depression
____Recent Weight Change	         _____Sexual Abuse	                            _____Suicidal Thoughts
____Hyperventilation                      _____High Risk Behavior                         _____Frequently Angry
____Shyness	                         _____Gender Identity Concerns                _____Don’t Enjoy things
____Fatigue/Tiredness	         _____Sexuality Concerns	               	       that I Used To
____Tenseness		         _____Feeling Panicky		            _____Racing Thoughts
____Can’t Relax		         _____ Financial Concerns	            _____Hearing Voices
____Hearing Difficulty	         _____Physical Abuse


What other health information do you think few should know about (including past medications, hospitalizations, treatment and symptoms)?

______________________________________________________________________________

______________________________________________________________________________




Communication Consent:

HIPPA is the acronym for the Health Insurance Portability and Accountability Act of 1996.  The Administrative Simplification of this act is a concern to us, and requires us to comply with specific rules regarding the following:


-Unique identifiers for health plans, providers, individuals and employers
-Healthcare transactions & code sets for transmitting electronic data
-Privacy regulations over the disclosure and use of health information
-Security regulation over protections of electronic health information 

The policy of Hagemaster Empowerment Center is not to release confidential and/or unauthorized information by home telephone, answering machine, work telephone, voice mail, email, cell phone, and text messages.  This means that if we return a phone call, we will not leave a detailed message, unless we have your consent to do so.

I, ___________________________________________, authorize Hagemaster Empowerment Center to leave a detailed message, including reference to appointment times, and call back number of the following (please circle):

			Home Phone			Yes 		No		N/A
			Answering Machine		Yes		No		N/A
			Work Phone			Yes		No		N/A
			Voicemail			Yes		No		N/A
			Cell Phone			Yes		No		N/A

I authorize the following individuals to have access to my treatment information:

Spouse/Partner____________________________________________	Yes	No	N/A

Parent(s)_________________________________________________	Yes	No	N/A

Other___________________________________________________		Yes 	No 	N/A



Email Communication: 
Please know email correspondence is not a secure mode of communication and it is possible that information transmitted via email can be accessed and read by unauthorized persons.  We will only communicate via email with you if you expressly authorize us to do so.  We reserve the right to decline this mode of communication even if you provide authorization, if we have concerns about compromising any clinical information.

I authorize Hagemaster Empowerment Center to communicate with me using email.  Yes	  No

Email Address:_______________________________________________________________

Signature______________________________________________Date__________________













Consent for Treatment:

This is your therapy and you are the expert on your life.  Our expertise is human behavior.  We will work collaboratively with you to explore your thoughts, feelings, beliefs and behaviors, in order to assist you in seeing options/alternatives for change.  We will work together at establishing goals, and routinely evaluate your progress, to ensure you are getting what you need and want.  In signing this consent, you are stating that you understand that psychotherapy is not an exact science, and that change can be difficult.  Outcomes are dependent on many factors, including the willingness of the client to initiate a different course of action in patterns of behavior or thought.  In addition, at any time it is your right to decline treatment recommendations.  As your therapists, we welcome questions and input throughout this process.

I________________________________________, give my consent for services for myself or 

my child/legal dependent_____________________________, with Hagemaster Empowerment 

Center including assessment, psychotherapy, testing (if indicated) and involvement in the treatment planning process.

Client Signature:_______________________________________Date__________________

Parent/Guardian Signature:_______________________________Date__________________




Consent for Release of Information to/From Physician:

It is important that all health care providers work together.  As such, we would like your permission to communicate with your primary care physician and/or psychiatrist.  Your consent is valid for one year.  Please understand that you have ther right to revoke this authorization, in writing , at any timeby sending notice.  However, a revocation is not valid to the extent that we have acted in reliance on such authorization.  If you prefer to decline consent no information will be shared.  

I, _____________________________________, give my consent to Hagemaster Empowerment Center to discuss my condition, or that of my child/legal dependent, with my primary care physician, or in the case of minor child, pediatrician.  I also consent to the release of any medical documentation to/from my primary care physician for the purposes of treatment.

_______Yes, I consent					______No, I do not consent


Primary Care Physician:___________________________	Phone:________________________

Address:______________________________________________________________________

Client Signature:_______________________________________Date:____________________

Parent/Guardian Signature:_______________________________Date:____________________















This notice describes how medical information about you may be used and disclosed, and how you can get access to this information.  Please take the time to review it carefully.  

The privacy of your medical information is important to us.  The U.S. government established privacy rules, governing protected health information under the Health Information Portability & Accountability Act (HIPPA) of 1996.  This notice tells you about how your medical information may be used and your rights.  

Use and Disclosure of Your protected Health Information (PHI):

Federal law provides that we may use your PHI for treatment of you, without further specific notice to you, or written authorization by you. 

Federal law provides that we may use your PHI to obtain payment for our services without further specific notice to you, or written authorization by you.  For example, under your health plan, we are required to provide them with a diagnostic code for your visit and a description of the services rendered.  

Federal law provides that we may use your PHI for health care operation without further specific notice to you, or written authorization by you.  For example, our accountant may see your name, dates of treatment, and procedure codes during any audit.  We ma use your information for financial services, quality assurance, risk reduction or claim management purposes with our medical professional liability insurer.

We may disclose or use your PHI without further notice to you, or specific authorization by you where:

1. Required by law
2. Required for public health services
3. Required by law to report child abuse
4. Required by oversight/regulatory entities such as the Department of Health, Office of Professional Discipline, or Office of Professional Medical Conduct
5. Required by law in judicial or administrative proceedings
6. Required by law enforcement purposes by a law enforcement official.
7. Required by corner or medical examiner
8. Permitted by law to a funeral director
9. Permitted by law to avert a serious threat to health and safety
10. Permitted by law and required by military authorities if you are a member of the U.S. Armed Forces.

Other uses or disclosures of your PHI will only be made with your written authorization.  You have the right to revoke any written authorization you give. 



Use and Disclosures of PHI (Continued)

Rights You Have:

You have a right to request restrictions of certain disclosures described above.  Except as stated below, we are not required to agree to such restrictions.  
You have a right to obtain and inspect copies of your PHI (a reasonable fee will be charged).
Your have a right to request an accounting of disclosures we make of your PHI, except for:
· Disclosures we make to you
· Disclosures made to carry out treatment
· Disclosures permitted or required under 456 CFR 164.052
· Disclosures made to obtain payment or healthcare operations
· Disclosures for emergency notification purposes
· Disclosures for national Security or Intelligence purposes permitted by law
· Disclosures made by correctional facilities or law enforcement officials as permitted by law





Obligations We Have:

We are required by law to maintain the privacy of PHI and to provide individuals with notice of our legal duties and privacy practices.

We are required to abide by the terms of the notice as long as it is currently in effect.

We reserve the right to revise this notice, and to make a new notice effective for all PHI we maintain.  Any revised notice will be posted in our office, and copies mad available.

If you want to complain about violations of your privacy rights, you have the right to file a complaint with the Secretary of the Department of Health and Human Services of the United States.  You may also file a complaint with us. 

No retaliatory action will be made against you for any complaint you file.

I have received and I understand the notice regarding my Personal Health Information uses and disclosures:


Printed Name:_____________________________________

Signature:________________________________________

Date:_____________________________________________



Financial Policy:

We are committed to your treatment being successful.  Please understand that payment of your bill is considered to be your obligation, in exchange for our provision of services to you and your family.  The following is a statement of our Financial Policy, which is required for you to read and sign prior to the start of treatment.  If the client is a minor child, the parent(s), legal guardian, or when indicated, the custodial parent is responsible for signing.

1. Insurance and Payments:

Your insurance policy is a contract between you and your insurance company.  Hagemaster Empowerment Center is not a party to that contract.  Prior to your first session, we strongly encourage you to contact your insurance company and research the details of your benefits; how you can expect to obtain reimbursement, what percentage you can expect to receive, what conditions are covered, deductible amounts and any co-payment/co-insurance amounts that might apply.

In-Network:

We are a preferred provider for several insurance companies and if your insurance company is one in which we area preferred provider, as a courtesy, we will process your claims for you.  However, all co-payments, deductibles, and co-insurance amounts will be due at the time of service.  Deductibles have to be met on an annual basis before any benefits begin.

Out of Network or No Coverage:

If you are uninsured, have chosen not to file with your insurance, or are a member of a plan in which we do not participate, Full Payment is Due at the Time of Service.  For individuals with non-participating plans, we will provide you with monthly documentation upon request, including visit dates, diagnosis, etc., to support reimbursement by your insurance carrier.  If you would like us to process your claims for you, we will do so for a reasonable fee, and if applicable, not accept assignment of benefits and/or request insurance reimbursement is sent directly to you.  As a non-participating provider, we do not honor any usual and customary discounts set by our insurance carrier.

Payments:

All payment can be made by check or in cash.  If a credit or debit card is used, a processing fee will be added.  All clients are required to have a valid credit card on file with us (form on back page).  Returned checks will incur a $50.00 fee, in addition to any bank charges imposed and the full amount of the payment.  If an account is overdue by 90 days or more, it will be subject to collections, and you will be responsible for interest charges on the account, as well as fees imposed by the collection agency.  In the event that legal action is necessary to revive payment, you will be responsible for all charges incurred in the legal process, including, but not limited to attorney fees, court costs, and time spent on collection efforts.
2. Cancellations, Failed, and Re-Scheduled Appointments:

.  If you need to cancel or reschedule an appointment, please call at least 24 hours in advance of the appointment.  This allows us time to offer the appointment to a client who would otherwise have to wait to be seen.   Cancellations with less than 24 hours’ notice, or failed appointments will result in the full session fee being charged to your account.  This will be reflected as “Failed Appointment” on your statements.  Payments for failed appointments are due at the time of your next scheduled appointment or within 30 days, whichever comes first.  Insurance companies do not reimburse for late cancellations or failed appointments; therefore, payment is your responsibility.  If one of our clinicians cancel or reschedule an appointment, or in the event we miss any appointment, you will not be charged, and we will offer you a comparable appointment time.
3. Appointment Length/Late Arrivals

Appointment times are 45-60 minutes in duration, based on the length billable by insurance companies.  We will make every effort to start and end sessions on time.  The few minutes in between appointments allow us to return phone calls, perform needed documentation, consult with other health care professionals, etc., and ensures that we are timely in starting our next session. We ask that you respect this by coming to your scheduled appointment on time.  If you find that you will be late for an appointment, please understand that we cannot provide you with the full amount of your appointment time, as it would cause a delay in responding to, or seeing other scheduled clients.  We will be happy to meet you for the duration of time remaining, or you may reschedule.  Rescheduling will be treated as a failed appointment, unless the appointment is cancelled with a minimum of 24 hours’ notice.  

We are committed to you, and your success.  If appointments are frequently cancelled, missed, or late in starting, we will discuss with you, your readiness and commitment to the therapeutic process.
4. Administrative Costs for Additional Ancillary Services:
Phone Calls:

We are available by phone or by email should you need to consult with us between sessions.  There is no charge for occasional calls of up to 15 minutes.  Calls that run longer than 15 minutes are considered partial sessions, and will be billed on a pro-rated basis, according to our hourly rate.  Frequent calls between sessions may incur a partial session fee, but we will discuss this in more detail should it occur.  Upon your request, and with the proper release of information, we are happy to collaborate by phone with other treatment providers, schools, parents, etc., in providing continuity of client services.  Phone sessions are possible at the discretion of the therapist, but are not reimbursed by insurance companies, and therefore are your responsibility.  The fees are calculated using the self-pay hourly rate.
Treatment Summaries/Reports:

Upon your request, and with the proper release of information on file, we will provide written treatment summaries for school IEP’s, courts, lawyers, health care providers, etc.  Please understand that the preparation of these documents take time, and you will be charged a fee that is in addition to your session fee.  These fees are non-reimbursable by insurance carriers, and therefore will be your responsibility.  The fees are calculated using our self-pay session hourly rate.  Any appearances in court will be billed at twice our private pay hourly rate plus travel time.

Thank you for your understanding of our financial policies.  Please let us know if you have any questions.  By signing below, you are stating that you understand, agree, and abide by these terms and conditions.

Printed Name:______________________________________________

Signature:_________________________________________________

Date:_____________________________

Client Name__________________________________

Date of Birth:________________________________

I authorize the use and disclosure of the following health information about me by Hagemaster Empowerment Center.  I understand that such disclosures can only be made to the person(s) or organizations identified below, and only for the time indicated.  I have a right to revoke this Release of Information at any time. 

Persons or Organizations receiving the information:

Name___________________________________	Title________________________________

Address_______________________________________________________________________

Phone_________________________________________


Specific Information to be Used or Disclosed:

____Psychiatric Assessment/Diagnosis

____Psychological History

____Medication Dose/Times

____Course of Therapy

____Psychosocial Testing

Other____________________________

Release of Information is effective for the following dates:

Start______________________End_____________________

Client Signature:________________________ Parent (if applicable)______________________

Date:__________________________


As of (date)_______________________, I wish to revoke this Release of Information.

Client Signature:________________________ Parent (if applicable)______________________
























All clients are required to have a valid credit card on file with Hagemaster Empowerment Center.  The card on file can be used to cover weekly charges, such as deductibles, copayments, coinsurances and/or agreed upon rates, if you choose to pay by credit card.  


______________A $5.00 processing fee will be added for payment with a credit card.  For HAS or Flex spending account
 Initial Here           cards, this fee must be paid by check or cash.


______________Failed appointments, sessions cancelled with less than 24 hours’ notice, and any unpaid balance on your     Initial Here           account greater than 30 days past due, will automatically be charged to the card on file.  Your credit card           
             statement will act as your receipt.  

______________In addition, any disputed charges that result in a charge back fee(s), as determined by the credit card processing 
Initial Here         service, will be your responsibility to pay in addition to the original disputed transaction amount.  

It is your responsibility to update Hagemaster Empowerment Center of any changes to your credit card information (type of card, expiration date, etc.).

By signing below, you acknowledge your understanding of the above information and agree to these terms.


______________________________________	_______________________________
	     Client/Guardian Signature					    Date

Card Type (circle)  VISA	MASTERCARD	DISCOVER	MEDICAL/FLEX CARD

Cardholder’s Name____________________________________________________________

Credit Card #_________________________________________________________________

Expiration Date____________________ Security Code______________________

Billing Address_______________________________________________________________

Card Holder’s Phone #_______________________________

Card Holder’s Signature_____________________________Date_____________________

Email Address______________________________________________________________
















INSURANCE COVERAGE BULLETIN

AS A HELATH CARE PROVIDER, WE CHOOSE TO CONTRACT WITH CERTAIN INSURANCE PLANS/COMPANIES, IN ORDER TO OFFER OUR SERVICES AT A DISCOUNTED RATE; HELPING TO REDUCE OUR CLIENT’S HEALTHCARE COSTS.  IN DOING SO, WE RECEIVE A LOWER PAYMENT AMOUNT, AND OUR REIMBURSEMENT IS DELAYED.  THERFORE, DEDUCTIBLES, COPAYMENTS, AND ANY UNPAID BALANCES ARE DIE AT THE TIME OF SERVICE.  WE DO NOT HAVE ANYTHING TO DO WITH THE SPECIFICS PROVIDED UNDER YOUR HEALTH CARE PLAN-THAT IS AN AGREEMENT BETWEEN YOURSELF AND YOUR INSURANCE CARRIER.  FOR YOUR CONVIENIENCE, WE WILL CONTRACT YOUR CARRIER FOR AN ESTIMATE OF COVERAGE.  YOUR INSURANCE CARRIER HAS A DISCLAIMER WHICH STATES, “WE WILL NOT GURANTEE THE AMOUNT OF COVERAGE PRIOR TO YOUR CLAIM HAVING BEEN PROCESSED.”  INSURANCE COMPANIES HAVE BEEN KNOWN TO MISQUOTE BENEFITS, DELAY UPLOADING CURRENT BENEFIT INFORMATION, AND/OR CHANGE THE SPECIFICS ON INDIVIDUAL PLANS.  ADDITIONALLY, INSURANCE COMPANIES ARE COMING OUT WITH NEW PLANS, AND NEW PLAN LEVELS ALL THE TIME.  WE ARE NOT PRIVY TO CHANGES IN YOUR COVERAGE, OR PLAN SPECIFICS, UNLESS YOU INFORM US.

IN ADDITION TO STAYING CURRENT WITH COVERAGE SPECIFICS, IT IS TO YOUR ADVANTAGE TO BE DILIGENT WITH THE EXPLANATION OF BENEFITS YOUR CARRIER PROVIDES YOU WITH.  WE ONLY HAVE ACCESSS TO WHAT YIOUR PLAN HAS/HAS NOT PAID US; WE DO NOT KNOW COSTS YOU HAVE INCURRED WITH OTHER PROVIDERS.  THEREFORE, WE HAVE NO WAY OF KNOWING HOW MUCH HAS BEEN APPLIED TOWARDS YOUR ANNUAL DEDUCTIBLE, WHERE YOU ARE IN RELATION TO YOUR TOTLA OUT OF POCKET COSTS, OR TO THE ORDER IN WHICH YOUR INSURANCE CARRIER PROCESSES THE VARIOUS PROVIDERS CLAIMS. 

ADDITIONAL TRENDS IN INSURANCE COVERAGE:

· INSURANCE COMPANIES OFTEN OUTSOURCE MENTAL HEALTH BENEFITS TO A DIFFERENT INSURANCE COMPANY FROM WHICH YOU RECEIVE YOUR MEDICAL COVERAGE.  THEREFORE, BENEFITS FOR PHYSICAL HEALTH AND METNAL HEALTH MAY HAVE DIFFERENT COVERAGE.  YOUR CARD MAY NOT REFLECT THIS.  
· WHILE YOUR CARRIER PROVIDES AN ESTIMATE OF YOUR ANNUAL DEDUCTIBLE FOR ONE, AND NOT THE OTHER.  
· EVEN THOUGH YOUR PLAN COVERS MENTAL HEALTH, IT MAY LIMIT TYPES OF COVERAGE, (I.E. COUPLES COUNSELING), THE LENGTH OF TIME WE ARE IN SESSION, OR THE FREQUENCY OF SESSIONS.  
· WE MAY BE A PREFERRED PROVIDER WITH YOUR INSURANCE COMPANY, BUT NOT BE A PROVIDER FOR THE SPECIFIC PLAN YOU HAVE WITH THEM.  EACH INSURANCE CARRIER HAS VARIOUS PPO’S; EACH HAVING DIFFERENT LEVELS OF COVERAGE.
· HOSPITALS, CLINICS, AND OTHER HEALTH CARE PROVIDERS, ARE INCREASINGLY CONTRACTING OUT SOME OF THE SERVICES THEY PROVIDE.  FOR EXAMPLE, YOU MAY GO TO AN IN-NEWTWORDK HOSPITAL, BUT THE LABORATORY AND RADIOLOGY DEPARTMENTS ARE OUT OF NETWORK PROVIDERS.  CHECK TO BE SURE THAT EACH OF YOUR PROVIDERS IS COVERED UNDER YOUR SPECIFIC PLAN.  BECAUSE OF THE NUMEROUS INSURANCE CHANGES, IT IS MORE IMPORTANT THAN EVER THAT YOU ARE AN EDUCATED CONSUMER OF YOUR HEALTH CARE SERVICES AND THAT BEGINS WITH STAYING CURRENT WITH COVERAGE UNDER YOUR SPECIFIC PLAN.  YOU ARE ULTIMATELY RESPONSIBLE FOR YOUR BILL, AND KNOWING WHICH PROVIDERS AND SERVICES ARE COVERED MAY SAVE YOU COSTLY HEALTH CARE BILLS.




Insurance Bulletin Signature Form

Hagemaster Empowerment Center has provided me with the Insurance Bulletin dated 5/2021.  I have read the document and understand its content.  I understand that I am ultimately responsible for any unpaid balance on my account; including but not limited to bank fees, denied claims, failed appointments, etc.  I also understand that I am responsible for staying current with my insurance benefits and notifying my therapist of any changes prior to my next appointment.  Failure to do so will result in my being charged the cash rate for each session I attend, until my benefits can be verified. 



Client: ________________________________		Date:_________________________
























