	4405 East West Highway, Suite 508

Bethesda, MD  20817
	COUNSELING FOR CONTENTMENT LLC

301-625-9102

www.CounselingForContentment.com
	10000 Colesville Road

Silver Spring, MD 20901



	CLIENT INFORMATION

Client Name: _____________________________________

Date Of Birth: ____________________________________

Full Address: ____________________________________

______________________________________________

______________________________________________E-Mail Address: __________________________________

Home Phone____________________________________

Cell Phone: ____________________________________

Work Phone_____________________________________

Parent/Guardian Name (if client is minor): ______________________________________________

Phone (if different than above):      _______________
	Today's Date:  _______________     
Employer: ______________________________________

Occupation: _____________________________________

School/Grade (if minor): ___________________________

Marital Status:  FORMCHECKBOX 
Married  FORMCHECKBOX 
Single  FORMCHECKBOX 
Divorced  FORMCHECKBOX 
Widowed   FORMCHECKBOX 
Partnered 

Emergency Contact Name: __________________________

Relationship to Client: ______________________________

Phone________________________________

Referred by: ________________________________ 

Phone: ________________________________

WOULD YOU LIKE TO RECEIVE MY E-MAIL NEWSLETTER? 

_YES  _NO


	       WHO LIVES IN YOUR HOUSEHOLD?
Name: ___________________________Age:  ​​​________ Relationship:  FORMCHECKBOX 
child   FORMCHECKBOX 
spouse/partner   FORMCHECKBOX 
 Sibling   FORMCHECKBOX 
relative

Name: ___________________________Age:  ​​​________ Relationship:  FORMCHECKBOX 
child   FORMCHECKBOX 
spouse/partner   FORMCHECKBOX 
 Sibling   FORMCHECKBOX 
relative

Name: ___________________________Age:  ​​​________ Relationship:  FORMCHECKBOX 
child   FORMCHECKBOX 
spouse/partner   FORMCHECKBOX 
 Sibling   FORMCHECKBOX 
relative

Name: ___________________________Age:  ​​​________ Relationship:  FORMCHECKBOX 
child   FORMCHECKBOX 
spouse/partner   FORMCHECKBOX 
 Sibling   FORMCHECKBOX 
relative



	CURRENT SITUATION

Why are you seeking counseling now? _______________________________________________________________

Describe the problem: _____________________________________________________________________________

When did it start? _______________________Who is involved and/or affected by the problem? __________________________

Have you had previous psychotherapy or counseling?  FORMCHECKBOX 
yes  FORMCHECKBOX 
no   If yes, when? __________________________

With Whom?____________________ How Long was Treatment? _______________________

Are you currently being prescribed psychiatric medication?  FORMCHECKBOX 
yes  FORMCHECKBOX 
_no;   If yes:  What type of medication? ______________

Who is the prescribing professional? ________________________

Have you experienced any MAJOR life changes in the past year (i.e. death, move, job change, relationship stress?)  FORMCHECKBOX 
No   FORMCHECKBOX 
 Yes

What was the change? _____________________________________________________________________________



	MEDICAL HISTORY   

Name of Physician____________________________________________ Date of Last Physical: ______________________​​​

Address: __________________________________________________ Phone: ______________________________

Current Medications: ___________________________________
Allergies: _____________________________

Medical Conditions/Illnesses: ________________________________     May I contact?  FORMCHECKBOX 
yes    FORMCHECKBOX 
no


How would you describe your health:    FORMCHECKBOX 
Poor  FORMCHECKBOX 
 Unsatisfactory  FORMCHECKBOX 
Satisfactory   FORMCHECKBOX 
 Good  FORMCHECKBOX 
  Excellent

Are you having problems with your sleep?   FORMCHECKBOX 
No   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
Sleeping too much  FORMCHECKBOX 
Sleeping too little  FORMCHECKBOX 
Poor sleep quality  
(OVER)
How many times per week do you exercise? ______   What type of exercise? _______________________________________

Any difficulty with appetite or eating habits?  FORMCHECKBOX 
No  FORMCHECKBOX 
Yes    FORMCHECKBOX 
Eating less  FORMCHECKBOX 
Eating more  FORMCHECKBOX 
 Binging  FORMCHECKBOX 
Restricting

Any significant weight change in the last 2 months?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 Gaining   FORMCHECKBOX 
 Losing

Do you use alcohol and/or other drugs?  FORMCHECKBOX 
 No  FORMCHECKBOX 
Yes    Are you concerned about your drug and/or alcohol use?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No             

Have you (or your child) had any suicidal thoughts recently?      FORMCHECKBOX 
Never     FORMCHECKBOX 
Rarely    FORMCHECKBOX 
Sometimes   FORMCHECKBOX 
Frequently

Have you (or your child) had any suicidal thoughts in the past?  FORMCHECKBOX 
Never      FORMCHECKBOX 
Rarely    FORMCHECKBOX 
Sometimes   FORMCHECKBOX 
Frequently  WHEN? _______________
If there is anything additional that you would like to share, please do so here:______________________________

_______________________________________________________________________________________________



	CREDIT CARD AUTHORIZATION:  

I authorize Counseling For Contentment LLC to use the credit card information below to charge my credit card using an on-line system for the following purposes:

1) FOR EACH SERVICE AT THE TIME OF SERVICE provided to me and/or my child or family by a psychotherapist of Counseling For Contentment LLC.  I acknowledge that I will be receiving an e-mail with the appropriate information needed to submit to my insurance company and/or for tax purposes.

2) FOR A MISSED SESSION at the rate of my regular session if I cancel less than 48 hours in advance of my appointment.  

3) IF AND WHEN MY PAYMENT BALANCE BECOMES PAST DUE. My psychotherapist will inform me about this charge.

I acknowledge that I will be receiving an e-mail with a receipt for the payment and the appropriate information needed to submit to my insurance company and/or for tax purposes if I use my credit card.
CREDIT CARD INFORMATION            Credit Card Type:   FORMCHECKBOX 
  MasterCard     FORMCHECKBOX 
 Visa   

_________________________________________      ________________                   ______________


Credit Card Number
                                                                 3 digit Security Code                           Expiration Date

_________________________________________        _________________________________________                     
Credit Card Holder’s Name on the Card    
                                       E-mail address for receipts                 

_____________________________________________________________

Street Address     



______________________________________________________      ________________

City, State 
                                                                                Zip Code

________________________________________________
_______________

SIGNATURE






Date

INFORMED CONSENT FOR THERAPEUTIC SERVICES

I have been given or have been directed to the website of Counseling For Contentment LLC and have read the materials provided by my therapist regarding the therapy practice, COUNSELING FOR CONTENTMENT LLC. I/we have read and understand the background, philosophy and approach that have been disclosed in the statements for the practice AND for couple therapy, if applicable. 
I/we also understand and accept the terms as outlined in the material provided regarding confidentiality, office policies and procedures, fees, and client rights and responsibilities, and the HIPAA policy.

I understand that the names listed on the door and the lobby at 10000 Colesville Road, Silver Spring, MD  20901 represent a space sharing arrangement only.  My therapeutic relationship is solely with COUNSELING FOR CONTENTMENT LLC and the therapist with whom I seek services from.
I give permission for my therapist of COUNSELING FOR CONTENTMENT LLC to contact me and/or leave brief messages on any of my voice mails or answering machines confirming, changing or canceling an appointment with the EXCEPTION of  (please initial) __home  __work  __cell. 

I/we understand the fees as outlined in the material.  COUNSELING FOR CONTENTMENT LLC will provide a statement of services by e-mail or in-person at my/our session. If my/our insurance plan does not cover services provided, I/we are responsible for the payment. Extended appointments and phone consults will be charged an extra $1/minute.  I/we also understand that we need to cancel appointments 48 hours in advance by phone in order to avoid a charge for the regular session fee, unless there are extenuating circumstances, as outlined in the material provided.

As a parent, I/we understand that I have the right to information concerning my minor child in therapy, except where otherwise stated by law. I also understand that COUNSELING FOR CONTENTMENT LLC believes in providing a minor child with a private environment in which to disclose himself/herself to facilitate therapy. I/we therefore give permission to my child’s therapist to use his/her discretion, in accordance with professional ethics and state and federal laws and rules, in deciding what information revealed by my child is to be shared with me/us.

HIPAA POLICY CONSENT TO USE OR DISCLOSE INFORMATION FOR TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS (TPO)Federal regulations (HIPAA) allow me to use or disclose Protected Health Information (PHI) from your record in order to provide treatment to you, to obtain payment for the services I provide, and for other professional activities (known as “health care operations.”).  Nevertheless, I ask your consent in order to make this permission explicit. The Notice of Privacy Practices describes these disclosures in more detail.  You have the right to review the Notice of Privacy Practices before signing this consent.  I reserve the right to revise our Notice of Privacy Practices at any time.  If I do so, the revised Notice will be posted in the office.  You may ask for a printed copy of my Notice at any time.  You may ask me to restrict the use and disclosure of certain information in your record that otherwise would be disclosed for treatment, payment, or health care operations; however, I do not have to agree to these restrictions.  If I do agree to a restriction, that agreement is binding.  You may revoke this consent at any time by giving written notification.  Such revocation will not affect any action taken in reliance on the consent prior to the revocation. This consent is voluntary; you may refuse to sign it.  However, I am permitted to refuse to provide health care services if this consent is not granted, or if the consent is later revoked.  I hereby consent to the use or disclosure of my Protected Health Information as specified above. I hereby acknowledge that I have received and have been given an opportunity to read a copy of Counseling for Contentment, LLC’s Notice of Privacy Practices.  I understand that Counseling for Contentment, LLC is a limited liability corporation and that if I have any questions regarding the Notice or my privacy rights, I can discuss them with Marie Caterini Choppin, MSW, LCSW-C (President).  Further inquiries can be addressed to the Secretary of Health and Human Services, 200 Independence Avenue, SW, Washington, D.C. or by calling 202-619-0257.

Please sign below to acknowledge that you have read, understood and agree to the terms previously described.

_________________________________________________      ______________________________________ 

SIGNATURE of Client/Parent/Guardian
                             Date                     SIGNATURE of Client/Parent/Guardian
              Date

___________________________________________________   _____________________________________    

SIGNATURE of Client/Parent/Guardian
                              Date                     SIGNATURE of Client/Parent/Guardian
               Date

________________________________________________     _____________

SIGNATURE of THERAPIST




Date



