Spanish River Counseling Center
Client Intake Form

All Information is strictly confidential

Client Name (Please print): Date
Address: Home Phone: ()

City: State: Zip: DOB:

Work Phone: (His) (Hers) Cell:

Employer: (His) How long? (Hers) How long?
Marital Status:o single o married o separated o divorced o widowed

How long?

Have you been here before? o Yes o No If yes, when?

Reason for seeking therapy:

Who lives in your home besides yourself?

Name Date of Birth Relationship to you
Member of a church? o Yes o No Where
Attend church regularly? Yes o No Where
Under a physician’s care?Yes o No Dr.’'s name: For what
Currently taking medication? Yes o No For what How long
Previous counseling? o Yes o No By whom? When

How long? Where Reason




Spanish River Counseling Center
Therapy Agreement

l, , have applied for coumgelnd/or testing services at Spanish River Coungel
Center for myself and the following person(s) fdram | am legally responsible.

» | authorize third party payment of benefits to SphrRiver Counseling Center for services provided]
further authorize the release of only that inforigranhecessary to process this claim with my inscean
company.

* | am responsible for any and all indebtedness necuas a result of services rendered to me or tinoder
my guardianship by this therapy or testing.

* lunderstand that if, during the course of treatiyre counselor determines that a threat of paysiarm
(including child or elder abuse) to the client@another person is imminent, the appropriate iddisds
and authorities will be notified. By law, the apprate authorities must be notified, in accordandé
the following Florida statues: (FS39.201; FS 39;262 39.204; FS490.0147; FS 491.0147).

o | further agree to indemnify and hold harmless $gaRiver Counseling Center, its agents, servants o
employees from any claim for damages, of any naitising out of, or allegedly due to, any counsglin
instruction or advice rendered by personnel of &baRiver Counseling Center, or out of any activity
related thereto. | accept full responsibility &ty decisions | make regarding my life.

* | understand that audio and/or video taping ofssis@& will be strictly for the purposes of my thast
and will only be done upon my full knowledge andsent.

* |l understand that my therapist may consult wittreogirofessionals on staff at Spanish River Coungeli
Center, but in so doing, however, my confidentyahill never be compromised.

| haveread the above infor mation car efully, under stand its contents, and agree, under these conditions, to
receive services for myself and/or anyone herein designated.

Signatures: Date

ate D




Spanish River Counseling Center

2400 Yamato Road
Boca Raton, FL 33431
(561) 241-9014

Payment Agreement

Responsibilities:

Payment isdue on the date serviceisrendered. Please pay by cash, check or credit card (except
Discover). If paying by check, please make chedk@$panish River Counseling Center (SRCC).

The fee is$125.00 for a 50-minute session.

The fee for a full battery of psychological test$1,600.00.

Cancellation of a session must be madeast 24 hoursprior to the scheduled time or you will be billed
for the scheduled session.

For reasons of confidentialitye do not make appointment reminder calls. You are responsible for
keeping your own appointments.

An invoice may be sent to your home for any outditagn balance.

Insurance:

Spanish River Counseling Center is an out of nétwautpatient mental health center.

Spanish River Counseling Center will provide reteegnd documentation for you to submit to your
insurance company for reimbursement.

To estimate your insurance benefit you may callryosurance company Customer Service phone
number and request benefits for “Out of Networkd &®utpatient Mental Health.”

Please remember that most insurance companiesbéve deductible and a co-payment that must be
met before benefits can begin. Many policies haregimum number of visits per year. Several
insurance companies require authorization befoyehmherapy session expenses will go toward the
deductible.

Psychological or education testing is not normedlyered by most insurance companies.

If you would like more guidance on how to obtairtiailed information about your benefits, please thgk
Office Manager for Insurance Verification Informati

The undersigned certifies that he/she has readitbee information carefully, understands its cotseand
agrees to comply with the terms of payment as pexviabove.

Signature: Date:

Signature: Date:




