Client   Information Form & Office Policies


Name __________________________                 DOB:  ____/____/_______   Email_________________

Soc. Sec .No. ______________________________Approval number (if any)





Address: _____________________________Permission to contact at home address  Yes/ No  (circle one)

City: 





State: 

 ZIP:                   

Preference for reminders:  Text____ or Email______or Voice Mail__________ 

Cell  __________________________yes       No 
Leave a message?  ?  Yes      No   Text Message _____________

Home ___________________________Yes     No 

Leave a message?  Yes      No 

Emergency Contact _______________Yes       No 

Leave a message?  

Yes      No 

 
(name)___________________________________

Health Coverage Provider ________________Policy numbers   _________________(Copy of card also)   

Provider Phone number  for mental health  __________________________________

Primary Care physician:  _________________  (Meds…List on back if necessary)

1. What concerns brought you to  therapy?   

2. What do you want to see happen as a result of coming here?  

3. What have you tried on your own to solve your concerns?  

Other Inssues/Resources/ Healthy Habit Information (please base your answers on the past month): 

· Legal Issues  Yes      No    

· Financial problems:  Yes      No

· Regular exercise/sports/recreation (about 3 times/week) to keep fit?  Yes      No 

· Healthy food plan/ or diet  to lose weight?  Yes      No    NA 

· Cigarette Smoking?   on a daily basis?  Yes      No , Amount/day_______

· Spiritual Support (optional) Church/synagogue/ support group/ extended family,  _______

· Impact of substance/alcohol use: In the past few year Have you ever.....

1.   Drank or used more drugs than you intended?   Y    N

2.   Neglected some of your usual responsibilities because of using alchol or drugs  Y   N

3.   Felt you wanted or needed to cut down on your drinking or drug use in the last year?  Y   N

4.   Has anyone objected to your drinking or drug use?   Y   N

5.   Have you ever found yourself preoccupied with wanting to use alcohol or drugs?  Y  N

6.   Have you ever used alcohol or drugs to relieve emotional discomfort (sadness, anger, boredom, etc)  Y   N

Brief elaboration of any statements above 

	

	
	

	
	1. 

	
	

	
	2. 

	
	3. 

	
	


Office Policies & Notice of Privacy Practices

Appointments and Communication:

· Call ahead 24 hours in advance if you cannot keep your appointment.  

· Reminder calls will be made to you if possible and you agree.  Please mark text, email, or voice only on the front side of the client information form

· For emergency needs call the Crisis Call Center at  (615) 320-0591  or 

1800-273 TALK or go to the nearest emergency room.  

Payment:  

· Charges for first session will be $80 with other sessions at $75.  For cash clients on a limited income lower fees may be negotiated.  

· Cash charges and/or co-pays must be paid at the time of service as there are no additional administrative costs reflected in the above fees.

· Clients will have already contacted their own insurance companies to check on this therapist being an approved provider, to determine if there is a deductible for mental health services and to check on co pay.

Confidentiality: (See HIPPA policies checked here ___when client has reviewed) 

Client information will not be given to anyone without permission, except under the following:

Client information will not be given to anyone, including family and friends without written permission except for the following:

Client poses a threat to self or others.

Client is unable to protect self from risk of harm.

There is evidence of child abuse.

Client’s records are requested under a court order.

Client has the right to review or obtain a copy of their medical record, with a fee charged for making a copy more than 5 pages.  

Client has the right to make a complaint or file a g grievance.  Complaints should be directed to the therapist.  If further assistance is needed client can contact Region IV, Office of Civil Rights, Atlanta Federal Ct., Suite 3B70, 61 Forsyth St, SW, Atlanta, GA 30303-8909.

I agree to evaluation and treatment for myself and/or my children.  I acknowledge that I have read and agree to the above policies including the Notice of Privacy Practices as well as reviewing a more detailed copy of the HIPPA policy.  (client may request a copy of the HIPPA form)

Client Signature & Date__________________________   Provider _____

Tina Alston, PhD. /Sr. P.E.         Office: East End United Methodist Church- Dining Room wing-1212 Holly St Nashville, TN 37206

Phone (615) 975-9781; tinamaria1944@gmail        License  PE0000001002 in Tennessee

____________


