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DATE:  					       
LAST NAME:  		[image: ]		   FIRST NAME:					    M.I.:  	
SOCIAL SECURITY #: ______________________        DOB:  			        
ADDRESS: 												
 	       (STREET ADDRESS)				(CITY)			(STATE)		(ZIP)

CONTACT #:  					     May we leave a voice message?  ____YES  ____ NO
May we correspond with you at the above number using text messaging?  ____ YES  ____ NO
EMAIL: ____________________________  May we correspond with you at this email?  __ YES  __ NO

INSURANCE CO. NAME: ______________________   MEMBER ID#: ______________________________

PRIMARY INSURED NAME: _________________________________  DOB:  _______________________

_____ Married   ____ Single  ____ Separated   _____Divorced   _____ In a relationship   ____ Widowed  

PREVIOUS THERAPY:   											
			(THERAPIST)			   (DATES)			       (ISSUE(S))		

MEDICATIONS:  			   		   		   			
		 (NAME)		    	    (DOSAGE)          	        (FREQUENCY)            (PURPOSE)
  		  			   		   		   			
		 (NAME)		    	    (DOSAGE)          	        (FREQUENCY)            (PURPOSE)

IF CLIENT IS A CHILD:
Legal Guardians’ Name:   					         						
		        (FATHER)				             (MOTHER)

GRADE:  		           SCHOOL:  									

COMMENTS/REASON FOR SEEKING SERVICES  
                                           		








    EMERGENCY CONTACT:  											
			       (NAME)                                         (RELATIONSHIP TO CLIENT)                                               (CONTACT INFO)

May we contact the above emergency contact in the event of an emergency or if we are unable to contact you due to concerns for your welfare? ____ YES  ____ NO

______________________________________________________                   _______________________________
CLIENT SIGNATURE/PARENTS SIGNATURE				           DATE

Professional Disclosure Statement

Veronica Lynn Watford,
Licensed Clinical Mental Health Counselor
Office:  919-903-1091
Fax: 1-866-336-0110


Qualifications
Masters of Art, Professional Counseling, 2012, Liberty University
Licensed Clinical Mental Health Counselor 10909
NCBLCMHC licensed in 2014, 24 years of counseling related experience
Counseling Background                                                                                                                  I have gained and continue to obtain an extensive amount of training through working in the counseling industry with adults, children, adolescents, individuals, groups, families and schools.  I also gained experience from my graduate courses, certifications, and continuing education.  Additionally, my counseling experiences also include combine completion of 800 hours through practicum and internship. After completing graduate school, I gained experience as a volunteer peer adult counselor, a Qualified Professional and later Therapist with Intensive In-Home Services, a Qualified Professional with at risk children and adolescents in a group setting (Day Treatment), Community Support Team Lead/Therapist, Individual Outpatient Therapist and Substance Abuse Therapist.  In these positions, I have been able to sharpen my counseling skills by working with couples, children, adolescents, and adults dealing with social, behavioral, emotional, and mental health challenges, which include substance abuse.                                  My theoretical orientation is Eclecticism Therapy, Reality Therapy, Rational Emotive Behavioral Therapy and Cognitive-Behavioral Therapy (DBT), and Motivational Interviewing.  Some of the techniques used are behavior management, rehearsal, role-play, psycho-educational interventions, and contingency management to name a few.  
Counseling Sessions and Fees                                                                                                           Services offered include individual therapy, group therapy, couples counseling, parenting skills training and family therapy.  Therapy sessions range up to 120 minutes.  Group therapy sessions range from 75-90 minutes.  Individuals receiving services can pay for the service using self-pay.  A sliding scale fee in an agreed upon amount of______________ will be offered for those individuals who are self-pay.  Methods of payment accepted are cash, money order, credit/debit card, some insurances, and certified check. Individuals using their insurance will have their claims submitted directly to their insurance company.  


Professional Disclosure Statement con’t
Use of diagnosis                                                                                                                        Some health insurance companies will reimburse clients for counseling services and some will not. In addition, most will require that a diagnosis of a mental-health condition and indicate that you must have an “illness” before they will agree to reimburse you. Some conditions for which people seek counseling do not qualify for reimbursement. Individuals receiving services may receive a diagnosis that will become a permanent part of their record.  
Confidentiality 
All of our communication becomes part of the clinical record, which is accessible to you upon request. I will keep confidential anything you say as part of our counseling relationship, with the following exceptions: (a) you direct me in writing to disclose information to someone else, (b) it is determined you are a danger to yourself or others (including child or elder abuse), or (c) I am ordered by a court to disclose information.

Complaints 
Although clients are encouraged to discuss any concerns with me, you may file a complaint against me with the organization below should you feel I am in violation of any of these codes of ethics. I abide by the ACA Code of Ethics (http://www.counseling.org/Resources/aca-code-of-ethics.pdf).

North Carolina Board of Licensed Clinical Mental Health Counselors
P.O. Box 77819
Greensboro, NC 27417
Phone: 844-622-3572 or 336-217-6007
Fax: 336-217-9450
E-mail: LCMHCinfo@ncblcmhc.org 



Acceptance of Terms 

We agree to these terms and will abide by these guidelines.

Client: ___				____________			Date: __		
											
Counselor: _			____________			 	Date: 		______
											


Client-Counselor Service Agreement                                                                      ____ Initials
Welcome to Relationship Counseling Services, PLLC. This document contains important information about my professional services and business policies. It also contains summary information about the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and patient rights about the use and disclosure of your Protected Health Information (PHI) for the purposes of treatment, payment, and health care operations. Although these documents are long and sometimes complex, it is very important that you understand them. When you sign this document, it will also represent an agreement between us. We can discuss any questions you have when you sign them or at any time in the future.
Counseling is a relationship between people that works in part because of clearly defined rights and responsibilities held by each person. As a client in counseling, you have certain rights and responsibilities that are important for you to understand. There are also legal limitations to those rights that you should be aware of. I, as your counselor, have corresponding responsibilities to you. These rights and responsibilities are described in the following sections.
Goals of Counseling								    ____ Initials
There can be many goals for the counseling relationship. Some of these will be long term goals such as improving the quality of your life, learning to live with mindfulness and self-actualization. Others may be more immediate goals such as decreasing anxiety and depression symptoms, developing healthy relationships, changing behavior or decreasing/ending drug use. Whatever the goals for counseling, they will be set by the clients according to what they want to work on in counseling. The counselor may make suggestions on how to reach that goal but you decide where you want to go.
Risks/Benefits of Counseling							    ____ Initials
Counseling is an intensely personal process which can bring unpleasant memories or emotions to the surface. There are no guarantees that counseling will work for you. Clients can sometimes make improvements only to go backwards after a time. Progress may happen slowly. Counseling requires a very active effort on your part. In order to be most successful, you will have to work on things we discuss outside of sessions.
However, there are many benefits to counseling. Counseling can help you develop coping skills, make behavioral changes, reduce symptoms of mental health disorders, improve the quality of your life, learn to manage anger, learn to live in the present and many other advantages.
Appointments									    ____ Initials
Appointments will ordinarily be 45-60 minutes (unless otherwise noted) in duration, once per week at a time we agree on, although some sessions may be more or less frequent as needed. The time scheduled for your appointment is assigned to you and you alone. If you need to cancel or reschedule a session, I ask that you provide me with 24 business hours’ notice. If you miss a session without canceling, or cancel with less than 24 business hour notice, you may be required to pay for the session [unless we both agree that you were unable to attend due to circumstances beyond your control]. In addition, you are responsible for coming to your session on time; if you are late, your appointment may still need to end on time.
Client-Counselor Service Agreement continued (part 2)
Confidentiality							                          ____ Initials
Your counselor will make every effort to keep your personal information private. If you wish to have information released, you will be required to sign a consent form before such information will be released. There are some limitations to confidentiality to which you need to be aware. Your counselor may consult with a supervisor or other professional counselor in order to give you the best service. In the event that your counselor consults with another counselor, no identifying information such as your name would be released. Counselors are required by law to release information when the client poses a risk to themselves or others and in cases of abuse to children or the elderly. If your counselor receives a court order or subpoena, she may be required to release some information. In such a case, your counselor will consult with other professionals and limit the release to only what is necessary by law.
Confidentiality and Group Therapy						    ____ Initials
The nature of group counseling makes it difficult to maintain confidentiality. If you choose to participate in group therapy, be aware that your counselor cannot guarantee that other group members will maintain your confidentiality. However, your counselor will make every effort to maintain your confidentiality by reminding group members frequently of the importance of keeping what is said in group confidential. Your counselor also has the right to remove any group member from the group should she discover that a group member has violated the confidentiality rule.
Confidentiality and Technology						    ____ Initials
Some clients may choose to use technology in their counseling sessions. This includes but is not limited to online counseling via a Telehealth platform, telephone, email, text or chat. Due to the nature of online counseling, there is always the possibility that unauthorized persons may attempt to discover your personal information. Your counselor will take every precaution to safeguard your information but cannot guarantee that unauthorized access to electronic communications could not occur. Please be advised to take precautions with regard to authorized and unauthorized access to any technology used in counseling sessions. Be aware of any friends, family members, significant others or co-workers who may have access to your computer, phone or other technology used in your counseling sessions. Should a client have concerns about the safety of their email, your counselor can arrange to encrypt email communication with you.
Record Keeping 	    ____ Initials
Your counselor may keep records of your counseling sessions and a treatment plan which includes goals for your counseling. These records are kept to ensure a direction to your sessions and continuity in service. They will not be shared except with respect to the limits to confidentiality discussed in the Confidentiality section. Should the client wish to have their records released, they are required to sign a release of information which specifies what information is to be released and to whom. Records will be kept for at least 7 years but may be kept for longer. Records will be kept either electronically, on a USB flash drive or in a paper file and stored in a locked cabinet in the counselor’s office.
 
Client-Counselor Service Agreement continued (part 3)
Professional Fees									    ____ Initials
You are responsible for paying at the time of your session unless prior arrangements have been made. If you refuse to pay your debt, I reserve the right to use an attorney or collection agency to secure payment. If you anticipate becoming involved in a court case, I recommend that we discuss this fully before you waive your right to confidentiality. If your case requires my participation, you will be expected to pay for the professional time required. Fees are non-negotiable. Fees are subject to change at counselor’s discretion.
Counseling Sessions and Fees								____ Initials
Assessment…………………………………………..…$150
Individual…………………..up to 53 minutes…………$100
Couples Sessions…………..up to 90 minutes…………$150
Group Therapy….………...75-90 minutes……………Vary
Sliding Scale										____ Initials
All services are self-pay.  A sliding scale fee in the agreed upon amount of ______________ may be offered on a case by case basis.  Methods of payment accepted are cash, money order, credit/debit card payment, and certified check.  
Contacting Me										____ Initials
I am often not immediately available by telephone. I do not answer my phone when I am with clients or otherwise unavailable. At these times, you may leave a message on my confidential voice mail and your call will be returned as soon as possible, but it may take a day or two for non-urgent matters. If you feel you cannot wait for a return call or it is an emergency situation, go to your local hospital or call 911.
Email/Contact Phone number 								____ Initials
Counselor may request client’s email address. Client has the right to refuse to divulge email address. Counselor may use phone/text messages and/or email addresses to periodically contact client, send sessions reminders and/or check in with clients who have ended therapy suddenly. Counselor may also use email addresses to send billing statements and newsletters with valuable therapeutic information such as tips for depression or relaxation techniques. 
Consent to Counseling							                   ____ Initials     Your signature below indicates that you are acknowledging that you are voluntarily seeking counsel from Relationship Counseling Services, PLLC and that you have read this Agreement and agree to its terms.
Client Signature ________________________        Date__________________
CLIENT RIGHTS
You have the right: 
· To receive information about Relationship Counseling Services, PLLC, its services, its therapists, and client rights/responsibilities presented in a manner appropriate to your ability to understand
· To discuss with your therapist the appropriate or medically necessary treatment for you, giving you the opportunity to decide among relevant treatment options, the risks, benefits and consequences
· To be treated in the most natural, age-appropriate and least restrictive environment possible
· To be treated with respect, dignity, humane care, and freedom from mental and physical abuse, neglect, and exploitation, and sexual harassment 
· To have your privacy respected and confidentiality honored with 4 exceptions:
1. Danger to yourself or another individual
2. Any suspected or reported child abuse and/or neglect
3. Any suspected or reported elder abuse and/or neglect
4. Records are subpoenaed and accompanied by a court order
· To be informed of grievance and emergency procedures
· To participate in the development of a Treatment Plan that meets your/your child’s goals/needs, participate in the annual review or any changes of the Treatment plan, and consent to the goals in the Treatment Plan
· To participate with therapist in making decisions regarding your/your child’s mental health care
· To ask questions and get a second opinion and refuse any proposed treatment 
· To have family, friends, or supports participate in your treatment
· To receive care that does not discriminate against you
· To receive services in a barrier-free location & be free of any form of restraint or seclusion 
· To receive age-appropriate and culturally appropriate services
· To receive treatment, including access to medical care and habilitation, regardless of age or degree of mental illness, developmental disabilities, or substance abuse
· To request and receive a copy of your/your child’s medical records and request it be amended or corrected
· To disagree with what is written in your medical record and write a statement to be placed in your file.  However, the original information will also stay in the record until the statute of limitations ends according to the MH/DD/SA retention schedule (11 years for adults; 12 years after a minor reaches the age of 18; 15 years for DUI records) 
· To change therapist/agency and request a referral to another therapist/agency
· To file a grievance with the agency, Local Management Entity (LME), and/or the Board and be free from retaliation
· To consent to treatment/habilitation or refuse treatment and refusal of consent will not be used as the sole grounds for termination or threat of termination of service unless the procedure is the only viable treatment/habilitation option available at this agency/practice (Relationship Counseling Services, PLLC)
· To contact the Governor’s Advocacy Council for Persons with Disabilities (GACPD) Disability Rights North Carolina

If there is an issue or concern regarding an individual with a disability and you wish to discuss your issue/concern(s) or file a grievance, please contact the North Carolina Protection and Advocacy Agency listed below.  

North Carolina Protection and Advocacy Agency
Disability Rights North Carolina
2626 Glenwood Ave Suite 550
Raleigh NC 27608
Phone: (919) 856-2195
 Fax: (919) 856-2244

													
Client/Legal Guardian						  		Date
													
Licensed Professional Signature/Credentials					Date

TREATMENT PLAN SIGNATURE PAGE

I attest that I am the client or legal guardian of the client and my signature below confirms that I participated in the development of my/my child’s Treatment Plan and I developed and agree with the aforementioned goals and objectives.  I understand the Treatment Plan can be revised and changed as needed. I also understand that I can verbally request a copy of my/my child’s treatment plan and it will be provided to me within 5 business days.          

													
Client/Legal Guardian						  	Date	

													
Licensed Professional Signature/Credentials				Date











	Relationship Counseling Services, PLLC



Notice of Privacy Practices

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

1. Your medical records are used to provide treatment, bill and receive payments, and conduct healthcare operations. Examples of these activities include but not limited to review of treatment records to ensure appropriate care, electronic or mail delivery of billing for treatment to you or other authorized payers, appointment reminder telephone calls, and records review to ensure completeness and quality of care. Use and disclosure of medical records is limited to the internal used outlined above except required by law or authorized by the patient or legal. 

2. Federal and State laws require abuse, neglect, domestic violence and threats to be reported to social services or other protective agencies. If such reports are made they will be disclosed to you or your legal representative unless disclosure increases risk of further. 

3. Disclosed information will be limited to the minimum necessary. You may request an account for any uses or disclosures other than those described in Sections 1 and Sections 2. 

4. You, or your legal representative, may request your records to be disclosed to yourself or any other entity. Your request must be made in writing, clearly identify the person authorized to request the release, specify the information you want disclosed, the name and address of the entity you want the information released to, purpose and the expiration date of the authorization. Any authorization provided may be revoked in writing at anytime. Psychotherapy notes are part of your medical records. We have 30 days to respond to a disclosure request and 60 days if the records is stored off site.

5. You may request corrections to your records.

6. A request for disclosure may be denied under the following circumstances: disclosure would likely endanger the life or physical safety of you or another person, requested information references other persons, except another healthcare provider, or if released to a legal representative would likely result in harm.

7. If a request for disclosure is denied for reasons outlined in Section 6, you or your legal representative may request review of the denial. A review will be conducted by another licensed healthcare provider appointed by the original reviewer, who was not involved in the original decision to deny access. A review will be concluded within 30 days.

8. You may request that we restrict uses and disclosures outlined in Section 1. However, we are not required to agree to the restrictions. If an agreement is made to restrict use or disclosure, we will be bound by such restriction until revoked by you or your legal representative orally or in writing except when disclosure is required by law or in an emergency. We may also revoke such restrictions but information gathered while required by law or in an emergency. We may also 

Notice of Privacy Practices continued

revoke such restrictions but information gathered while the restriction was in place will remain restricted by such an agreement.

9. If you wish to complain about privacy related issues you may contact the Secretary of the Department of Health and Human Services, Hubert H. Humphrey Building, 200 Independence Avenue SW, Washington DC, 20201. In any case there will not be any retaliation against you or your legal representative for filing a complaint.

10. This agreement may be modified or amended as required by law or in the course of health care operations.

I HAVE READ AND UNDERSTOOD THIS PRIVACY NOTICE AND MY RIGHTS CONCERNING USE AND DISCLOSURE OF PROTECTED HEATLH CARE INFORMATION.

___________________________________________ 	____________________
    Individual or Legal Representative (please print) 			    Date

___________________________________________ 	____________________
   Signature of Individual or Legal Representative 			    Date










CONSENT TO TREATMENT

I acknowledge that I am voluntarily seeking counsel from Relationship Counseling Services, PLLC and hereby give my consent for a licensed professional to provide mental health services to me/my child. I have read and reviewed Client Information, Client Rights and Responsibilities, Privacy Practices, Grievance Procedure, and Emergency Procedure.  Each of the aforementioned forms has been reviewed with me, explained to me, signed by me, and I understand that I can verbally request a hard copy of any and all forms at any time and they will be provided to me within 5 business days.   

I have been informed of the scope and purpose of the service. I understand that I have the right to treatment, including access to medical care and habilitation, regardless of age or degree of MH/IDD/SA disability. I also understand that refusal of consent will not be used as the sole grounds for termination or threat of termination of service unless the procedure is the only viable treatment/habilitation option available at Relationship Counseling Services, PLLC. If I refuse treatment, I understand that the licensed professional will determine whether treatment in some other modality is possible. I understand that if I refuse all appropriate treatment modalities, I may be discharged. I also understand that in an emergency, I may be administered treatment/habilitation other than those specified, despite my/my child’s refusal, even if my/my child’s refusal is expressed in a valid advance instruction for mental health treatment/habilitation. I also understand that I have permission to seek emergency medical care/care from a hospital or Physician. I understand the success and termination of treatment is generally determined when the counselor and client/legal guardian agree that the goals of counseling have been substantially achieved, but I understand that I may withdraw my consent at any time and can refuse treatment and any services offered.     

I understand the benefit of counseling is having the option of working with a professional to learn and implement healthy skills/techniques to manage behavioral, mental, and emotional health.  I understand the risk of counseling is change.  Behavioral, mental, and emotional health affects how I act and react; and how other people act and react to me.  Therefore, as I grow, I can upset the delicate balances I have with other people due to my friends and family being used to me responding and behaving in certain ways.  With personal change, I understand that I risk changing all of my relationships.  Counseling may elicit uncomfortable thoughts and feelings, may lead to the recall of troubling memories, and medications (if taking any) may have unwanted side effects.  

I understand there are several alternative methods of treatment to Psychotherapy and medication.  Some alternative methods of treatment include self-help (groups or meetings), diet and nutrition, pastoral counseling (pastor, rabbi, priest), expressive therapies (art, dance, music), relaxation and stress reduction techniques (yoga/meditation, massage therapy), psychodrama, and hypnotherapy.  The alternative methods listed here are not all of the alternative methods available, but are some that can be recommended.  I understand that I have the right to choose the type of treatment that is suitable and best for me/my child.  If it is not offered/provided through Relationship Counseling Services, PLLC, I can request a referral or seek it elsewhere       

I understand that my assigned therapist is an independent contractor.  I also understand that I am consenting to me/my child receiving treatment from Relationship Counseling Services, PLLC and no licensed professional at Relationship Counseling Services, PLLC prescribes medication.  I give consent and understand that Relationship Counseling Services, PLLC may use confidential information about me/my child to bill and be paid for services.  I hereby consent for Relationship Counseling Services, PLLC to release information to its billing agent, and its contracted clearinghouse, and/or to the funding source, and for the funding source to release information to Relationship Counseling Services, PLLC /licensed professionals of Relationship Counseling Services, PLLC and its billing agent for this purpose.

													
Client/Legal Guardian						  		Date	

													
Licensed Professional Signature/Credentials					Date
EMERGENCY PROCEDURE


If you have a life-threatening emergency, please call 911 regardless of the day or time of day.  A life-threatening emergency is when you or another responsible person thinks you/your child need care immediately to prevent you/your child or someone else from getting hurt.  Again, if you think you/your child have a life-threatening emergency call 911 and/or go to the nearest Emergency Room at your local Hospital regardless of the day or time of day.    
Veronica Watford, MA, LCMHC: (919) 903-1091 If it is after business hours and you are in crisis or experiencing an emergency that is not 911 applicable, you can contact your/your child’s therapist directly on the number provided above.  If there is no answer, please leave a message and your call will likely be returned within 15 minutes.  If your call is not returned within 15 minutes, please call 911 or go to your local Emergency Room. 
Crisis: 911 Mobile Crisis Management services are available at all times, 24 hours per day, 7 days per week, and 365 days per year for persons who may need support to prevent a crisis or are experiencing a crisis related to mental health or substance abuse.  
Permission to Seek Emergency Medical Care I hereby give consent for Relationship Counseling Services, PLLC to seek and sign consent for emergency medical care treatment from a hospital, physician, 911 etc. in the event that I am unable to do so.   If the consumer is a minor, it is understood that Relationship Counseling Services, PLLC will attempt to locate me, or another legally responsible adult, as quickly as is possible in the emergency situation.  
													
Client/Legal Guardian						  	Date

													
Licensed Professional Signature/Credentials 				Date









No Show, Late Cancellation and Co-payment Policy

1. I understand that I will be charged a LATE CANCELLATION fee of $60.00_  if I fail to give at least 24 business hour notice prior to cancelling my appointment.

2. I understand that I will be charged a NO-SHOW fee of $75.00_ if I fail to show for my appointment.

3. I understand that I am responsible for knowing my co-payment amount and deductible amount. My co-payment amount per session is ______; my deductible amount per year is ___________. Have you met your deductible for this year? □YES □ NO If no, how much more do you have to pay towards your deductible?__________________

4. I understand that I will be charged a $25.00_ service charge if I fail to make my payment and/or co-payment at the time of my appointment.

5. I understand that these charges are an out of pocket expense and that my insurance carrier will not cover these charges.

6. I understand that the therapy session will last up to 60 minutes. I understand that if I am late to the appointment, I will still have to end the session at the allotted time. By signing this, I am agreeing to the above stated terms and stipulations regarding the services I receive from this therapist.

___________________________________________________ 
Signature of Responsible Party 

_______________________
Date












2

image1.jpeg




image2.jpg




