CLARKSTON FAMILY THERAPISTS, LLC
5639 Sashabaw Road
Clarkston, MI 48346

Patient’s Name Please print Birth date
Address City, State, Zip Code
Telephone Home/Cell Work Email

I authorize Clarkston Family Therapists, LLC to leave a message regarding billing and/or appointment needs.

If Patient is a Minor:

Name of Parent/Guardian

Home Phone

Yes No

Cell Work

Primary Insurance:

Policy Holder’'s Name

Phone

Birth date:

Policy Holder’s Address

If different than above

Policy Number

Group

Social Security Number

Employer

I hereby consent for treatment at Clarkston Family Therapists, LLC. I understand that
co-payments are paid at the time of service.
appointments not cancelled 24 hours in advance.
and the release of patient records to my insurance company(s) for the

Phone Number

purpose of authorization of services and payment of the bill.

Patient’s Signature or Parent/Legal Guardian of Patient Date

Received

DX:

Date

(Office use only) Therapist

A no show fee will be charged for
I hereby authorize treatment



CLARKSTON FAMILY
THERAPISTS, LLC

5639 SASHABAW ROAD
CLARKSTON, MI 48346

HEALTH ASSESSMENT

Date:
Patient's Name: O Male [ Female Date Of Birth:
Occupation: Height: Weight:
Personal Physician/Name:
Address:
City/State/Zip:

Date of last physical examination:

MUSCLE-JOINT

GASTRO-INTESTINAL

Please check (v') appropriate column in order to help us understand your current health problems:
GENERAL SYMPTOMS |

EYE-EAR-NOSE-THROAT

CARDIO-RESPIRATORY

Yes | No

FOR WOMEN ONLY

Yes | No

Yes | No Yes | No Yes | No Yes | No
Headache Weakness Poor Appetite Blurry Vision
Fever Twitching Indigestion Sore Throat
Chills Stiff Neck Nausea Stuffy Nose
Dizzy Tremors Vomiting Hard of Hearing
Tired Swelling Constipation Other:

Other: Other: Diarrhea

Dry Mouth
Other:

CHILD UNDER 16
Check if immunizations are current
No

Yes

Chest Pain

Excessive Flow

Whooping Cough

Rapid Heart Beat

Irregular Periods

Diphtheria/Polio/Tetanus

Shortness of Breath Cramps Measles (Rubeola)
Coughing Are you pregnant? German Measles
Difficulty Breathing Due Date: Rubella
Other: Date of last period: Mumps
GENITO-URINARY \ NEUROLOGICAL CURRENT HABITS
Yes No Yes | No Yes No
Frequent Urination Seizures/convulsions Smoke tobacco
Burning Pain Treatment for seizures If yes, how much daily:
Bed Wetting Weakness of arms | | Alcohol
Difficulty starting or or legs If yes, how much daily:
Stopping urination Paralysis | | Coffee
Sexually Transmitted Numbness If yes, how much daily:
Diseasels
Losing urine when | | Exercise regularly
coughing/laughing # Hours of sleep nightly
Other: Other: # Meals per day

DO YOU TAKE ANY MEDICATIONS?

HOW MUCH PER DAY?

STILL USE (Yes or No)

SEXUAL HISTORY

Yes No

Do you have concerns about sexual orientation or gender identity?

Have you had unprotected sex with a partner whose health history is unknown to you?

treatment?

Are you experiencing any other issues related to sex that the therapist should address in

If yes, please describe:
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FAMILY HISTORY ‘ ALLERGIC TO PREVIOUS MEDICAL/SURGICAL HISTORY
Yes No Medication — please list: List dates/place/type of treatment:

Alcoholism

Kidney Disease
Heart Disease
Lung Disease

Drug Abuse

H/L Blood Pressure

Cancer Food — Please list: Areyouillnow? [J No [] Yes
Liver Disease What medications are you taking?
Suicide

Diabetes

Convulsions

Other:

PREVIOUS PSYCHIATRIC TREATMENT PREVIOUS SUBSTANCE ABUSE TREATMENT
List Dates/Place/Type of treatment: List dates/place/type of treatment:

Have you ever experienced an overdose? [] Yes [] No
If YES, was the overdose intentional? [] Yes [] No
If YES, were you hospitalized? [] Yes [J No

PAIN SCREENING
Are you currently experiencing any physical pain? If you experience any physical pain, please describe the cause:
[J Yes [J No (If no, please skip to Nutrition Section)
If yes, please indicate the location:

On a scale of 1 to 10, with one being the least and 10 the most, please rate degree of pain you experience.

Are you currently under a physician’s care for the pain? [] Yes [] No
NUTRITION SCREENING

Have you experienced a recent weight loss or weight gain? [] Yes [] No

If YES, please indicate the amount lost or gained and over what period of time
Do you follow a special diet for medical, personal or other reasons? [] Yes [] No

If YES, please indicate the type of diet that you follow
Do you take any dietary supplements? [] Yes 0 No

If YES, please describe the supplements and the reason for taking them
Do you have any difficulty chewing or swallowing? [] Yes [ No

If YES, please describe the difficulty
Do you use any herbal remedies or follow alternative medicine? [] Yes [J No

If YES, please describe

LEISURE ASSESSMENT

Do you participate in regular leisure activities? [ Yes [J No
If YES, please specify:

When you participate in leisure activities, do you participate alone or with others? [] Alone [ wiothers
If “with others”, please indicate who those persons are:

Do you feel that you have adequate leisure time? [ Yes [J No
If NO, please explain why:

Date Therapist’'s Signature

Physical Exam: [] Recommended ] Not Recommended Referred to:
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NOTICE OF PRIVACY POLICIES AND PRACTICES
FOR
CLARKSTON FAMILY THERAPISTS, LLC

DEAR PATIENT:

THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

INTRODUCTION

At Clarkston Family Counseling Associates, we are committed to treating and using protected health information about you responsibly.
This Notice describes the personal information we collect, and how and when we use or disclosed that information. It also describes your

rights as

they relate to your protected health information. This Notice is effective April 14, 2003 and applies to all protected health

information as defined by federal regulations.

UNDERSTANDING YOUR MEDICAL RECORD/HEALTH INFORMATION

Each time you visit Clarkston Family Counseling Associates a record of your visit is made. Typically, this record contains information about

your visit

including your examination, diagnosis, test results, treatment as well as other pertinent healthcare data. This information, often

referred to as your health or medical record, serves as a:

YVVYVYYVYY

Y VvV

Basis for planning your care and treatment

Means of communication with other health professionals involved in your care

Legal document outlining and describing the care you received

A tool that you, or another payer (your insurance company) will use to verify that services billed were actually provided

An education tool for medical health providers

A source for medical research

Basis for public health officials who might use this information to assess and/or improve state as well as national healthcare
standards

A source of data for planning and/or marketing

A tool that we can reference to ensure the highest quality of care and patient satisfaction

Understanding what is in your record and how your health information is used helps you to ensure its accuracy, determine what entities have
access to your health information, and make an informed decision when authorizing the disclosure of this information to other individuals.

YOUR RIGHTS

You have certain rights under the federal privacy standards. These include:

VVYYVYVY

Clarkston

>
>

Y VV

The right to request restriction on the use and disclosure of your protected health information

The right to receive confidential communications concerning your medical condition and treatment
The right to inspect and copy your protected health information

The right to amend or submit corrections to your protected health information

The right to receive an accounting or how and to whom your protected health information is disclosed
The right to receive a printed copy of this notice

OUR RESPONSIBILITIES

Family Counseling is required to:

Maintain the privacy of your health information

Provide you with this Notice as to our legal duties and privacy practices with respect to information we collect and maintain about
you

Abide by the terms of this notice

Notify you if we are unable to agree to a requested restriction

Accommodate reasonable requests you may have regarding communication of health information via alternative means and
locations

As permitted by law, we reserve the right to amend or modify our privacy policies and practices. These changes in our policies and practices
may be required by changes in federal and state laws and regulations. Whatever the reason for these revisions, we will provide you with a
revised notice on your next office visit. The revised policies and practices will be applied to all protected health information that we maintain.
We will not use or disclose your health information without your authorization, except as described in this notice. We will also discontinue to
use or disclose your health information after we have received a written revocation of the authorization according to procedures included in
the authorization.



HOW WE MAY USE AND/OR DISCLOSE YOUR HEALTH INFORMATION

We will use your health information for treatment, Your health information may be used by staff members of disclosed to other
health care professionals for the purpose of evaluating your health, diagnosing medication conditions, and providing treatment. For example:
results of laboratory tests and procedures will be available in your medical record to all health professionals who may provide treatment or
who may be consulted by staff members.

We will use your information for payment. Your health plan may request and receive information on dates of service, the services
provided, and the medical condition being treated in order to pay for the service rendered to you. Many mental health services require
authorization from outside contracted agencies. We will notify these agencies to get all services authorized.

We will use your information for reqular health operations. Your health information may be used as necessary to support the
day-to-day activities and management of Clarkston Family Counseling Associates. For example: information on the services you received
may be used to support budgeting and financial reporting, and activities to evaluate and promote quality.

Business Associates. In some instances, we have contracted separate entities to provide services for us. These “associates” require
your health information in order to accomplish the tasks that we ask them to provide. Some examples of these business associates” might be
a billing service, collection agency, answering services and computer software/hardware provider.

Communication with family. Due to the nature of our field, we will use our best judgment when disclosing health information to a
family member, other relatives, or any other person that is involved in your care or that you have authorized to receive this information.
Please inform the practice when you do not wish a family member or other individual to have authorization to receive your information.

Research / Teaching / Training. \We may use your information for the purpose of research, teaching, and training

Healthcare Oversight. Federal law requires us to release your information to an appropriate health oversight agency, public health
authority or attorney, or other federal/state appointee if there are circumstances that require us to do so.

Public health reporting. Your health information may be disclosed to public health agencies as required by law.

Law enforcement. Your health information may be disclosed to law enforcement agencies, without your permission, to support
government audits and inspections, to facilitate law enforcement investigations, and to comply with government mandated reporting.

Appointment reminders. The practice may use your information to remind you about upcoming appointments. Typically, a brief, non-
specific message may be left on your answering machine. If you don't approve of these methods, or, if you prefer alternative methods,
please inform the practice.

Other uses and disclosures. Disclosure of your health information or its use for any purpose other than those listed above requires
your specific written authorization. If you change your mind after authorizing a use or disclosure of your information you may submit a
written revocation of the authorization. However, your decision to revoke the authorization will not affect or undo any use or disclosure of
information that occurred before you notified us of your decision.

FOR MORE INFORMTION OR TO REPORT A PROBLEM

If you have complaints, questions or would like additional information regarding this notice or the privacy practices of Clarkston Family
Counseling Associates, please contact: OFFICE MANAGER, CLARKSTON FAMILY THERAPISTS, LLC

5639 SASHABAW ROAD, CLARKSTON, MI 48346

(248) 922-9077

If you believe that your privacy rights have been violated, please contact the aforementioned practice Privacy Official, or, you may file a
complaint with the Office for Civil Rights, U.S. Department of Health and Human Services. There will be no retaliation for filing a complaint
with either the practice’s Privacy Official or with the Office for Civil Rights. The address for Civil Rights is listed below:

OFFICE FOR CIVIL RIGHTS

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

200 INDEPENDENCE AVENUE, S.W.

ROOM 509F HHH BUILDING

WASHINGTON, D.C. 20201

04/03, 09/08, 7/09



CLARKSTON FAMILY THERAPISTS, LLC
5639 SASHABAW ROAD
CLARKSTON, M| 48346

(248) 922-9077

Notice of Privacy Practices
Patient Acknowledgement

Patient Name:

| have received and understand this practice’s Notice of Privacy Practices written in plain
language. The notice provides in detail the uses and disclosures of my protected health
information that may be made by this practice, my individual rights, how | may exercise these
rights, and the practice’s legal duties with respect to my information.

I understand that this practice reserves the right to change the terms of its Notice of Privacy
Practices, and to make changes regarding all protected health information resident at, or
controlled by, this practice. If changes to the policy occur, this practice will provide me a revised
Notice of Privacy Practices upon request.

Signature: Date

Relationship to patient (if signed by a guardian or parent)

8/17



CLARKSTON FAMILY THERAPISTS
5639 Sashabaw Road
Clarkston, MI 48346

AUTHORIZATION TO RELEASE
PATIENT INFORMATION

I hereby authorize Clarkston Family Therapists to notify my medical doctor of
my receiving treatment here, diagnosis, and to inform him/her of any pertinent
information.

My medical doctor’s name and address are as follows:

Doctor’s Name

Street Address

City, State and Zip Code

I realize that a copy of the form letter that may be sent to my physician is
available to me upon request. I can rescind this authorization at any time. This
authorization will automatically terminate six months after my treatment ends.

Patient (Child’s) Name Please print

Signature of Patient or Parent/Guardian Date

8/17



CLARKSTON FAMILY THERAPISTS, LLC

PATIENT ELIGIBILITY WAIVER &
FINANCIAL RESPONSIBILITY FORM

We are pleased to assist you by billing for our contracted insurers, the purpose of this form is to
help you understand about insurance, eligibility, coverage, our office policies and services. Your
signature below forms a binding agreement between Clarkston Family Therapists, LLC and the
patient who is receiving services, or the Responsible Party for minor patients.

It must be understood that:

We render our services on the basis that insurance companies may or may not pay
for all, or a portion of our charges.

Authorizations for treatment and/or testing from your insurance company/doctor
do not guarantee full payment for the service.

Not all insurance companies/third party payors pay for all services, or amount of
coverage.

All insurance companies state that verification of coverage is not a guarantee of
coverage or payment. Actual benefits are determined by your insurance company
after a claim is received.

Patients are personally responsible for knowing and understanding their own
Insurance Policy, Eligibility and Coverage.

Patients are responsible for payment of outstanding Deductibles and Co-insurance
amounts at time of service. Co-payments will be collected at the time of service.
Patients are financially responsible for payments of all non-authorized procedures
and non-covered services.

Appointments that are missed or not cancelled more than 24 hours in advance will
incur a $60.00 charge.

Returned checks are subject to a $25.00 fee in addition to the original check
amount.

Should collection proceedings become necessary to collect an overdue account,
the patient understands Clarkston Family Therapists, LLC has the right to disclose
to an outside collection agency all relevant information necessary to collect
payment for services rendered.

Changes in insurance coverage must be reported to our staff promptly to avoid
financial responsibility.

The Patient or Patient’s Legal Representative hereby acknowledges that he/she is eligible for
health insurance benefits and coverage. That in the event of ineligibility for coverage of plan
benefits, as well as all non-authorized procedures and non-covered services, he/she understands
and agrees to be fully financially responsible for payment of all costs incurred during the delivery
of services, and agrees to pay all the charges to the Provider accordingly.

Patient (Child’s) Name

Responsible Party

Responsible Party Signature

Please print

Please print




CLARKSTON FAMILY THERAPISTS, LLC
5639 Sashabaw Road
Clarkston, M| 48346
(248) 922-9077

AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

This is an authorization to release information from the records of:

Full Legal Name Date of Birth

Address

Individual/Organization to release to:

Name:

Address:

Phone/Fax

Specific Information:

All
____Treatment Summary/Progress
____ Substance Abuse History/Treatment
____ Psychological Testing
Other (specify)

This authorization includes alcohol and drug abuse records protected under the regulations in
Code 42 of Federal Regulations, Part 2, if any psychological service records, if any social
services records, if any; psychiatric records, if any; records of Human Immunodeficiency Virus
(HIV) testing including results, if any; records of treatment for Acquired Immunodeficiency
Syndrome (AIDS), ARC (AIDS Related Complex), if any; and records of communicable disease, if
any; to the individuals or organizations and for the conditions listed above.

Permission:

Recipient/Parent/Guardian Date

This consent is subject to revocation at any time except in those circumstances in which the program has taken certain
actions on the understanding the consent will continue unrevoked until the purpose for which the consent was given shall
have been accomplished. However, any consent given shall have a duration no longer than 6 months or until the end of
the current treatment period.
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