Solutions Counseling Services, LLC
1010 East First Street Suite A Casper, Wyoming 82601
(P) 307-234-9979 (F) 307-234-9989
          Email: solutionscounseling2020@gmail.com


Clients name:(Last) ________________(First)____________________(M)_____________
[bookmark: _Hlk154572814]Date of birth: ___/____/_____ SSN #: ____-____-_____ Male: [] Female: [] Other [] _________
Clients address: _______________________________________________
City: _______________State: ________ Zip: _______________
Client/Guardian’s phone: (___) ____- ___________
Single: [] Married: [] Separated: [] Divorced: [] Widow: []

Legal guardian’s name: _______________________________ Relationship___________________
SSN #: ______-__________ Date of birth: ___/____/_____ Phone #: (____) ______-________
Legal guardian’s name: ________________________Relationship____________________
SSN #: _______________Date of birth: ____/_____/_____ Phone #: (____) ______-_______
Emergency contact: _______________________________ Phone #: (___) _____-___________
Relationship to client: _______________________________

Who are you seeing today?
[] Coleen Meade [] Lauren Jackson [] Trelene De Fry [] Cassidy Provo [] Aubrianna Carrick 
[] Marissa Widiker 

DFS Case: YES [] OR NO [] 		DFS worker’s name: _______________________
DFS Phone Number: (____) _______________________
Foster parent name: ___________________ Number: (_____) ______________________








INSURANCE INFORMATION

SOLUTIONS COUNSELING SERVICES, LLC REQUIRES THAT YOU ARE RESPONSIBLE FOR ANY CO-PAYS OR AMOUNTS DUE THAT ARE NOT COVERED BY YOUR INSURANCE COMPANY, MONTHLY STATEMENTS WILL BE SENT OUT VIA EMAIL OR TEXT. IF PAYMENTS ARE NOT MADE MONTHLY AND GO 30 DAYS OVERDUE OF NON-PAYMENT ON THE ACCOUNT, SERVICES WILL BE STOPPED AND THE ACCOUNT WILL BE SENT TO COLLECTIONS!
Do You Have Medical Insurance? Yes [] No [] (If yes please answer all questions below)
Primary Insurance Company: __________________________________________________
Policy #: _________________________ Group #:  _____________________ 
Copay: _____________________ Copay is due at time of services!

Secondary Insurance Co__________________________________________________________
Policy #_______________________Group #_______________________ 
Insurance Guarantor Info
Name: ____________________________ Phone Number: __________________________
Address: _____________________________________________
City, State, Zip: _________________________________________________

*Signature of Person Responsible for Payments: __________________________________________

Assignment of Insurance Benefits

I, the undersigned, hereby authorize the release of any information relating to all claims for benefits submitted on behalf of myself and/or dependents. I further agree and acknowledge that my signature of this document authorizes my provider to submit claims for services rendered without obtaining my signature for each claim to be submitted for myself and/or dependents. I acknowledge that I will be bound by this signature as though the undersigned had personally signed the claim. I authorize and assign payment of all/any insurance benefits to Solutions Counseling Services, LLC, that is otherwise payable to me for his/her services as described on the assigned payment forms. I understand I am financially responsible for all charges accrued. I further acknowledge that any insurance benefits, when received and paid to Solutions Counseling Services, LLC, will be credited to my account in accordance with the above assignment.
[bookmark: _Hlk192063936] 

Name: __________________________________________(Date) _____________
(Printed name of patient) 

Signature: ______________________________________ (Date) _________________
Authorized signature of Parent/Guardian	                        
Note: If the patient is under the age of 18, the parent or guardian must sign all legal documents provided.


PROFESSIONAL DISCLOSURE STATEMENT

[bookmark: _Hlk192074096]Coleen Meade, LCSW 680, BSW, MSW, University of Wyoming.
Lauren Jackson, LCSW 1000, BSW, MSW, University of Wyoming.
Cassidy Provo, LPC 1151, BA, MSCP, Walden University of Minnesota.
Trelene De Fry, LPC 1079, BA, MS, University of Wyoming.
[bookmark: _Hlk138161705]Aubrianna Carrick, BSW, University of Wyoming, CSW 325, (supervised by Coleen Meade, BSW, MSW, LCSW). 
Marissa Widiker, PPC, 1619 Chadron State College, (supervised by Coleen Meade, BSW, MSW, LCSW).

As a licensed and/or provisional social worker/counselor licensed by the Wyoming Mental Health Professions Licensing Board, it is my commitment to adhere to the NASW/ACA Code of Ethics. Within the code of ethics, it is required by law that this disclosure statement be given to prospective clients and that it specifically states that therapeutic relationships are professional in nature and sexual intimacies are never appropriate. Likewise, in adherence to the code, information about you will not be released without you and/or your guardian’s explicit, signed release or authorization with the following exceptions:
· There is substantial or imminent danger of physical harm to self or others.
· There is suspicion of abuse or harmful neglect of children, the elderly, disabled or incompetent individuals.
· The validity of the will of a former client is contested.
· Information related to counseling is necessary to defend against malpractice action brought by a client. 
· In the context of civil commitment hearings, where an immediate threat of self-inflicted harm is disclosed or assumed.
· The client alleges mental or emotional damage in civil litigation and his/her mental or emotional state becomes an issue in any court proceeding concerning child custody or visitation.
· The client is examined pursuant to a court hearing.
· In the context of investigations and hearings brought by the client and conducted by the board where violations of this act are an issue.
· For nonpayment of owed fees, the client’s information will be given to the collection agency, or other necessary entities, for collection of fees.
MENTAL HEALTH PROFESSIONS LICENSING BOARD, 1800 CAREY AVENUE, 4TH FLOOR, CHEYENNE, WYOMING 82002, Phone: 307-777-7387
THERE WILL BE TIMES WHEN WE MAY NOT BE AVAILABLE. IF A CRISIS/EMERGENCY OCCURS PLEASE GO TO LOCAL ER OR CALL THE FOLLOWING NUMBERS FOR HELP:
· 911
· WYOMING BEHAVIORAL INSTITUTE #307-235-3026 OR #307-237-7444
· WYOMING MEDICAL CENTER #307-577-7201
· SUICIDE PREVENTION-TOLL FREE- 1-800-273-8255 OR TTY TOLL FREE 1-800-799-4889 

[bookmark: _Hlk192069809]
Name: __________________________________________(Date) _____________
(Printed name of patient) 


Signature: ___________________________________ (Date) _______________
Authorized signature of Parent/Guardian	                        
Note: If the patient is under the age of 18, the parent or guardian must sign all legal documents provided.

APPOINTMENT AND FEE SCHEDULE
FEES for counseling sessions are as follows:
· Consult/Intake				60 minutes		$275.00
· Individual session			30 minutes		$125.00
· Individual session		            	45 minutes		$150.00
· Individual session			60 minutes		$175.00
· Family session				60 minutes		$175.00
· Case Management 			15 minutes		$25.00
· Request for Records			Per Page		$1.00	
· Court Appearance 			60 minutes		$500.00

PAYMENT IS DUE AT THE TIME OF SERVICE. THIS INCLUDES ALL DEDUCTABLES AND CO-PAYS!
IF YOUR INSURANCE REQUIRES PREAUTHORIZATION, IT IS YOUR RESPONSIBILTY TO DO SO.  MANY INSURANCES WILL NOT PAY FOR CHARGES THAT ARE NOT PREAUTHORIZED.
I agree that in the event of non-payment of any amounts due under this agreement, the issue results in an assignment to an agency for collection. If your balance is unpaid over 30 days services may be suspended. I understand the Appointment and Fee Schedule expectations and agree to comply with the listed requirements for services rendered.
To provide timely and effective care for clients, there will be a charge for no-show appointments. A no-show appointment is any appointment that is not cancelled 24 hours prior to the scheduled appointment. Missed appointments will still be changed the same as the fee schedule above.

Any Payments towards outstanding balance must be a minimum of 10% of balance due to remain in good standing. 

No-show fees are not covered by insurance, including Medicaid, and it is the sole responsibility of the client/guarantor. All missed appointment fees must be paid in full before subsequent appointments can be scheduled, by signing, I am acknowledging that I understand and agree to the requirements of the charges for missed appointments. This office serves all patients regardless of race, disability, color religion, sex, sexual orientation, national origin, or inability to pay. 


Name: __________________________________________(Date) _____________
(Printed name of patient) 


Signature: ___________________________________ (Date) _______________
Authorized signature of Parent/Guardian	                        
Note: If the patient is under the age of 18, the parent or guardian must sign all legal documents provided.




CLIENT BILL OF RIGHTS

1. You have the right to humane treatment in an atmosphere of dignity and respect regardless of race, religion, sex, age, national origin, sexual orientation, or disabilities.
2. You have the right to receive this and other information in a language you and your family or legal guardian can understand.
3. You have the right to an individualized treatment plan developed by you and your counselor. You have the right to review the treatment plan with your treatment provider and consult with others regarding your treatment plan.
4. You have the right to have your family involved in your treatment.
5. You fully have the right to privacy and confidentiality of all treatment information.
6. You have the right to refuse treatment and/or interventions with possible consequences discussed.
7. You have the right to discuss complaints and concerns and initiate a grievance procedure to address your concern.
8. You have the right to receive copies of all contracts and agreements that you have signed during treatment.
9. You have the right to have the total cost of the counseling explained.
10. You have the right to review your treatment records.
11. You have the right to understand and participate in your evaluation, care, and treatment planning
12. You have the right to receive consultation from other physicians, therapists, clergy, or attorneys.
13. You have the right to information concerning the credentials of the clinical staff responsible for your care.

 

Name: __________________________________________(Date) _____________
(Printed name of patient) 


Signature: ____________________________________ (Date)_______________ 
Authorized signature of Parent/Guardian	                        
Note: If the patient is under the age of 18, the parent or guardian must sign all legal documents provided.





 Please fill it out!!!
Self-pay/Insurance client’s only, if not filled out you will be sent to collections if we cannot get ahold of you for billing!


Solutions Counseling has changed to paperless statements and has an electronic billing company called Square; each month a statement goes out via email or text to view and pay your bill. Please fill this out! Remember it is your responsibility to make sure your account is paid in full at the end of each month!

Patient Square account information to send statements 

Clients name: ________________________________
DOB: _____________________
Parent or guardian’s first and last name (if under 18 years old)
First: __________________________________
Last: ___________________________________
Phone number: _________________________________________
Email address: __________________________________________

Please let us know if you have a preference: (circle one)

*Email     *Text     *Both 

[bookmark: _Hlk92367422]                               

                       

                           AUTHORIZATION TO BILL INSURANCE

Solutions Counseling Services, LLC 1010 East First Street Suite A Casper, Wyoming 82601, (P)307-234-9979 (F) 307-234-9989. Email: solutionscounseling2020@gmail.com.

Coleen Meade, LCSW 680, BSW, MSW, University of Wyoming. Lauren Jackson, LCSW 1000, BSW, MSW, University of Wyoming. Cassidy Provo, LPC 1151, BA, MSCP, Walden University of Minnesota. Trelene De Fry, LPC 1079, BA, MS, University of Wyoming. Aubrianna Carrick, BSW, University of Wyoming, CSW 325, (supervised by Coleen Meade, BSW, MSW, LCSW). Marissa Widiker, PPC, 1619 Chadron State College, (supervised by Coleen Meade, BSW, MSW, LCSW).

I, the undersigned, hereby certify and attest that I have sought evaluation, treatment, or medical advice from the staff at the clinic named above. I therefore authorize the medical staff and personnel to release myself or my minor child’s medical information to the insurance company listed above for the purpose of determining and receiving benefit for medical bills. 
I understand and acknowledge that the medical staff will submit my claims to the insurance company on my behalf. I further understand that I will be held responsible for any amount of my medical bills not covered by my insurance policy or claims, and that I will be responsible for paying all deductibles, fees, co-payments, and co-insurance payments required.
I understand that any portion of my medical bills not covered by insurance will be billed to me at the address I have provided above. Non-compliance or defaulting on payments may result in denial of services and/or a legal claim against me for non-payment. 


Name: __________________________________________(Date) _____________
(Printed name of patient) 


Signature: _____________________________________ (Date)_______________
  Authorized signature of Parent/Guardian	                        
Note: If the patient is under the age of 18, the parent or guardian must sign all legal documents provided.




[bookmark: _Hlk92367458]







NOTICE OF PRIVACY PRACTICES

This Notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review this notice carefully. 
Your health record contains personal information about you and your health. This information about you that may identify you and that relates to your past, present, or future physical or mental health or condition and related health care services is referred to as Protected Health Information (“PHI”). This Notice of Privacy Practices describes how your provider may use and disclose your PHI in accordance with applicable law. It also describes your rights regarding how you may gain access to and control your PHI.
 Under the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), your provider is required to maintain the privacy of PHI and to provide you with notice of his or her legal duties and privacy practices with respect to PHI. Your provider is required to abide by the terms of this Notice of Privacy Practices. Your provider reserves the right to change the terms of this Notice of Privacy Practices at any time. Any new Notice of Privacy Practices will be effective for all PHI that your provider maintains at that time. Your provider will provide you with a copy of the revised Notice of Privacy Practices by sending a copy to you in the mail upon request or by providing one to you at your next appointment
HOW YOUR PROVIDER MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU:
For Treatment: Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing your healthcare treatment and related services. This includes consultation with clinical supervisors or other treatment team members. Your provider may disclose PHI to any other consultant only with your authorization.
For Payment: Your provider may use and disclose PHI so that he or she can receive payment for the treatment services provided to you. Examples of payment-related activities are making a determination of eligibility or coverage for insurance benefits, processing claims with your insurance company, reviewing services provided to you to determine medical necessities, or utilization review activities. If it becomes necessary to use collection processes due to lack of payment for services, only disclosing the minimum amount of PHI necessary for purposes of collection will be disclosed.
For Health Care Operations: Your provider may use or disclose, as needed, your PHI to support his or business activities including, but not limited to, quality assessment activities, licensing and conducting or arranging other business activities. For example, your PHI may be shared with third parties that perform various business activities provided we have a written contract with the business that requires it to safeguard the privacy of your PHI. Your PHI may be used to contact you to provide appointment reminders or information about treatment alternatives or other health-related benefits and services.
Required by Law: Under the law, your provider must make disclosures of your PHI to you upon your request. The documentation included in your medical record includes Initial Evaluation/Intake summary, Treatment plan(s), Progress summary and dates of service. These documents represent the full scope of records that are legally and ethically permitted for release under HIPPA guidelines.  *Psychotherapy notes are private clinician reflections maintained separately from the designated medical record and are not subject to release except under a specific court order (per HIPPA 45 CFR 164.524(a)(1)(ii)). 
Without Authorization: Applicable law and ethical standards permit your provider to disclose information about you without your authorization only in a limited number of other situations. The types of uses and disclosures that may be made without your authorization are those that are:
-Required by Law, such as the mandatory reporting of child abuse or neglect or elder abuse, or mandatory government agency audits or investigations. 
-Required by Court Order 
-Necessary to prevent or lessen a serious or imminent threat to the health or safety of a person or the public. If information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or persons who are reasonably able to prevent or lessen the threat, including the target of the threat.
Verbal Permission: Your provider may use or disclose your information to family members that are directly involved in your treatment with your verbal permission.
With Authorization: Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be revoked.
YOUR RIGHTS REGARDING YOUR PHI: You have the following rights regarding PHI maintained about you. To exercise any of these rights, please submit your request in writing to your provider: 
Right of Access to Inspect and Copy: In most cases, you have the right to inspect and copy PHI that may be used to make decisions about your care. Your right to inspect and copy PHI will be restricted only in those situations where there is compelling evidence that access would cause serious harm to you. Your provider may charge a reasonable, cost-based fee for copies.
Right to Amend: If you feel that the PHI your provider has about you is incorrect or incomplete, you may ask for it to be amended, although your provider is not required to agree to the amendment. 
Right to an Accounting of Disclosures: You have the right to request an accounting of certain disclosures that your provider makes of your PHI. Your provider may charge you a reasonable fee if you request more than one account in any 12-month period.
Right to Request Restrictions: You have the right to request a restriction or limitation on the use or disclosure of your PHI for treatment, payment, or healthcare operations. Your provider is not required to agree to your request. 
Right to Request Confidential Communication: You have the right to request that your provider communicate with you about medical matters in a certain way or at a certain location. 
Right to a Copy of This Notice: You may ask your provider for a paper copy of this notice at any time. 
ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES:
 I acknowledge receipt of the Notice of Privacy Practices, which explains my rights and the limits on ways my provider may use or disclose personal health information to provide service.

Name: __________________________________________(Date) _____________
(Printed name of patient) 


Signature: ______________________________________ (Date) __________________
Authorized signature of Parent/Guardian	                        
Note: If the patient is under the age of 18, the parent or guardian must sign all legal documents provided.

INFORMED CONSENT FOR ASSESSMENT AND TREATMENT
I understand that I am eligible to receive a range of services from my provider. The type and extent of services that I receive will be determined following an initial assessment and thorough discussion with me. The goal of the assessment process is to determine the best course of treatment for me. Typically, treatment is provided over the course of several weeks.
I understand that I have the right to ask questions throughout the course of treatment and may request an outside consultation. I also understand that my provider may provide me with additional information about specific treatment issues and treatment methods on an as-needed basis during treatment and that I have the right to consent to or refuse such treatment. I understand that I can expect regular review of treatment to determine whether treatment goals are being met. I agree to be actively involved in the treatment and in the review process. No promises have been made as to the results of this treatment or of any procedures utilized within it. I further understand that I may stop treatment at any time but agree to discuss this decision first with my provider. 
I am aware that I must authorize my provider, in writing, to release information about my treatment but that confidentiality can be broken under certain circumstances of danger to myself or others. I understand that once information is released to insurance companies or any other third party, my provider cannot guarantee that it will remain confidential. When consent is provided for services, all information is kept confidential, except in the following circumstances:
· When there is a risk of imminent danger to myself or to another person, my provider is ethically bound to take necessary steps to prevent danger.
· When there is suspicion that a child or elder is being sexually or physically abused, or is at risk of such abuse, my provider is legally required to take steps to protect the child or elder, and to inform the proper authorities. 
· When a valid court order is issued for medical records, my provider is bound by law to comply with such requests. 
While this summary is designed to provide an overview of confidentiality and its limits, it is important that you read the Notice of Privacy Practices which provided you for more detailed explanations and discuss with your provider any questions or concerns you may have. 
By signing below, I voluntarily request and consent to behavioral health assessment, care, treatment, or services and authorize my provider to provide such care, treatment or services as are considered necessary and advisable. I understand the practice of behavioral health treatment is not an exact science and I acknowledge that no one has made guarantees or promises as to the results that I may receive. By signing this Informed Consent to Treatment Form, I acknowledge that I have both read and understood the terms and information contained herein. Ample opportunity has been offered to me to ask questions and seek clarification of anything unclear to me. 

Name: __________________________________________(Date) _____________
(Printed name of patient) 

Signature: ________________________________ (Date) __________________
Authorized signature of Parent/Guardian	                        
Note: If the patient is under the age of 18, the parent or guardian must sign all legal documents provided.


