


Welcome to BALM Therapeutic Services, We want to thank you for choosing us to help meet your needs.  We understand that it is important to find a provider with whom you can trust.  Our hope is to serve you and/or your family well and work with you to provide the best possible outcome.

The attached packet contains information about BALM Therapeutic Services including:
· general office policies and procedures
· payment information 
· informed consent & disclosure
· release of information, and policies regarding privacy.  
Please take the time to review these documents carefully.  

In addition to the policies and procedures, please also complete the Intake Assessment and problem checklist prior to your first appointment. These forms can be found online and include important questions about your developmental, medical, educational, social, and work history and are vital to helping to provide the most appropriate treatment or service. The paperwork must be completed in its entirety for a thorough assessment to take place.  If you need assistance completing some of the information, I will be happy to assist you at your first session.

It is very important that we receive these forms either before your first appointment or at the initial appointment.  Forms can be faxed to 314-480-7059 or completed in office by coming to your appointment 20 minutes before your scheduled appointment.

If you have other health documents or reports from previous evaluations or professionals, please bring them to your first appointment or use the above information for correspondence.  

Other documents may include:
· Individual Educational Plan (IEP)
· List of all medications by name and dosage
· Previous or current psychological evaluations
· Current academic report cards or progress reports.	

If for any reason you cannot make your first appointment, please provide 24-hours-notice by calling (314)292-9142.

When you arrive please have a seat in the reception area.  Although we are expecting you, we may be with another client and will greet you as soon as possible!

We look forward to meeting you and working with you.


BALM Therapeutic Services LLC
                          	          BALM Therapeutic Services LLC
                            							 Individual, Couples, and Group Counseling 


Today’s Date: _________________
Client Information

PLEASE PRINT CLEARLY

Client’s Full Name: ____________________________________________________    Client’s DOB: _________________

Parent’s Name(s): ______________________________________________________   Parent(s) DOB: ________________

Spouse/Partner Name: ___________________________________________________  Spouse/Partner DOB: ___________

Address: ____________________________________________________________________________________________  

City: __________________________________________________  State: _______________________  Zip:___________

Home Phone: (      )_________________   Cell Phone: (      )_________________  Work Phone: (      )_________________

Gender: ____   Age: _____   Ethnicity: _____________ Soc. Sec #: ______/____/______

Employer: _______________________    Are you a student? Yes  No  Name of School: ________________________

Relationship Status:  Married   Single   Divorced   Widowed   Referral Source: _____________________________
									                        Person/Company/ Doctor/Lawyer/internet
Emergency Contact:  ____________________________  Relationship: _______________   Phone: (      )_______________ 

HOW CAN WE REACH YOU?  (Please complete this section regardless of insurance coverage.)
May we send information or leave messages for you at your home? 	 Yes   No 
May we send information/messages for you at your email address?	 Yes   No Email: ___________________________
May we send information to your home by mail?	 Yes   No 
How did you hear about us? ________________________________________________ (ex. Google, doctor, psychology today)

INSURED/RESPONSIBLE PARTY INFORMATION:  (Please complete this section regardless of insurance coverage.)

Card Holder’s Name: _____________________________  Relationship: ____________  Employer: __________________

Address of insured: __________________________________  Phone: (      )____________   Date of Birth  ____/____/____

Insurance Company: ________________________________________________________  Phone: (      )_______________

Insurance Company Address: ___________________________________________________________________________

Member ID # __________________________________________  Group # ______________________________________

Pre-Authorization # _____________________  Approved Visits ______  Start Date ___________ End Date ____________

OFFICE BILLING AND INSURANCE POLICY
I understand that BALM Therapeutic Services LLC may file claims to my insurance company as a courtesy to me.  I understand that my insurance company may not pay the full amount due.  It is my responsibility to pay any deductible, co-insurance, or any other balance not paid by my insurance company in a timely manner.  I also understand that all insurance co-pays, co-insurance, and/or deductible amounts are due at the time of service.  If I choose not to use my insurance benefits, or fail to provide accurate and current insurance documentation, then I will be responsible for the entire cost of services at the time of services.  I also agree that if my account is unpaid and must be collected by an outside organization, all costs of collections and/or legal fees will also be my responsibility.  

I authorize BALM Therapeutic Services LLC & its providers or billing department to release this and any necessary information to appropriate third parties for reimbursement purposes.  I hereby assign all medical/mental health benefits to which I am entitled, including Medicare; private insurance, and other health plans to BALM Therapeutic Services LLC.

My signature below is an acknowledgement that the above information is true and establishes my agreement of the terms as stated above.


Client (Parent or Guardian Signature if minor)		Printed Name					Date 

Client (Parent or Guardian Signature if minor)		Printed Name					Date
					
INFORMED CONSENT & DISCLOSURE

1. Counseling is a collaborative process between you and a therapist to work on gaining interpersonal awareness, coping in your daily life, and assisting you with establishing and moving toward life & treatment goals. For therapy to be most effective, it is important that you take an active role in the process.

2. Services and staff: I understand that BALM Therapeutic Services LLC is a professional agency offering a wide variety of counseling service, and that these services are provided by Licensed Professional Counselors, Provisionally Licensed Counselors, and Interns. In addition to providing direct counseling services, this agency provides training consultation and engages in research.  Research is utilized to evaluate and improve agency services provided to clients.

3. Time Parameters: All appointments are scheduled for 45-minute segments. Clients are usually seen weekly or bi-weekly.  Being late for an appointment by 10 minutes or more may require that you reschedule and may result in a fee. 

4. Confidentiality: As therapist in the states of Missouri and Georgia, we are bound by Missouri and Georgia law regarding confidentiality. In accordance with these laws, information obtained in the counseling session or in written form will not be disclosed to any outside person(s) or agency without your written permission except when such disclosure is required by law as in the following circumstances:
a. 
b. It is necessary to “protect you or someone else from imminent harm” (i.e., a child, elder, or disabled person).
c. If you are under 18, your parents or legal guardian(s) may have access to your records and may authorize release.
d. The client gives permission through a signed release of information.
e. He/she has a life-threatening health problem and is under 18 years old.
f. There is reason to suspect abuse or neglect.
g. Certain communicable diseases must be reported to public health authorities.
h. By court subpoena
i. If you involve me within any court proceedings this may result in release of confidential information.

When we treat you as part of a couple or group, no information is released to outside parties without the written consent of all parties present.  

5. Risks: I understand that there is a possibility of risks and benefits, which may occur in counseling.  Counseling may involve the risk of remembering unpleasant events and may arouse strong emotions.  Counseling can impact relationships with significant others.  The benefits from counseling may include: Improved ability to relate with others; a clearer understanding of self, values, goals; increased academic performance; and an ability to deal with everyday stress, and life transitions. Taking personal responsibility for working with these issues may lead to greater growth.

6. Electronic Transmission: We cannot ensure the confidentiality of any communication through electronic media. Please be advised any email sent via a computer in a work-place environment is legally accessible by an employer. 
	
7. Records: We are required by law to maintain records of each time we meet. These records include a brief synopsis of the conversation along with any observations, assessments, or plans for the next meeting.  Also, in order to file for insurance reimbursement, we have to assign an appropriate diagnosis.  If you have any questions about this, please let us know.

8. Consultation: Information about you may be discussed in confidence, without revealing your identity, with other counseling professionals for the purpose of consultation and providing you the best possible service. 

9. Fees for Service: Payment will be collected at the time of service. The fee for an individual session is $100.00.  Couples therapy is $125. The fee for group counseling is $80.00 (90 minute group) and $45.00 (60 minute group).  Please note that some services, such as career counseling and premarital counseling, may not be covered or reimbursed by your insurance. 

10. Cancellation: If you find it necessary to cancel an appointment, please call 314-292-9142 at least 24 hours in advance. Cancellations with less than 24 hours advance notice will be charged a $75 fee this includes no call and no-show. Your session time is reserved for you and if this time is reserved, but not used a fee will result.  The provider may also terminate counseling in the event the client has missed 2 appointments without providing 24 hours advanced notice.

11. Emergencies: In an emergency or after hours when the agency is closed please call your local police department by dialing (911) immediately or go to your nearest emergency room.  We are only available during normal business hours.  If you are leaving a message over night or during normal business hours, please indicate when a call is urgent.

12. Eligibility, appropriateness, and referrals: The delivery of services from this agency to me shall be contingent upon whether BALM Therapeutic Services staff and I can agree that the services are appropriate given the needs and conditions I present.  If it is decided that this is not the appropriate agency to meet my need, I understand that I may be given referrals to resources more appropriate to my needs and goals or encouraged to contact my insurance company to find appropriate services.


I have read, understood, agree, and consent to the above conditions of service stated. I have also received the notice of privacy practices on this date and have had the opportunity to ask questions about and understand these policies. 


Client/Parent/Guardian: ______________________________________   Signature: ___________________________  Date: _________

Client/Parent/Guardian: ______________________________________   Signature: ___________________________  Date: _________
					

Consent for Services
Please initial and sign below



_______		Consent for Services
 initials	I understand I have made a voluntary choice to be involved in treatment.  I understand I will be actively involved in forming treatment goals and have been provided informed consent and notice of privacy practice within the paperwork I received.  I understand I may terminate treatment at any time. 

_______		Release of Medical Information
 initials	I authorize BALM Therapeutic Services and therapists/employees & billing provider of BALM Therapeutic Services LLC to release necessary medical information to appropriate third parties and insurance providers for reimbursement purposes for services provided and/or persons authorized to conduct service utilization reviews. 

_______		Missed Appointments
 initials	I understand I will be assessed a $75 fee for each missed appointment without prior notification.  A missed appointment is any scheduled appointment No Call/No Show.  I will be charged $75 for Cancellation without 24 hour notice.  I understand my insurance cannot be billed for missed appointments I am responsible for and agree to make payment.


_______		Patient Financial Responsibility
 initials	I hereby acknowledge that it is probable that my insurance plan will not pay for all charges incurred in this office.  I acknowledge that I am responsible for any charge refused or discounted by my insurance company.  I also understand that I am responsible for my patient portion/co-pay due at each appointment.  We may work with your insurance company as a courtesy to you. The bill remains your ultimate responsibility.  I will be financially responsible to pay any costs incurred in collecting overdue balances, including but not limited to collection fees and/or attorney fees.  The fee for returned check is $35 plus the cost of service.
	 						
_______		Consent to Treat a Minor
 initials	As parent or legal guardian of _______________________________ I authorize BALM Therapeutic Services, to provide counseling, and/or psychotherapy as deemed advisable and necessary.  Informed consent has been provided.   I understand that to build trust and rapport there are some things that may not be reported to me, but any issues that may cause harm or may involve unnecessary risk will be shared.

_______		Emergency Coverage
 initials	I understand that BALM Therapeutic Services and its providers are not available to take phone calls between sessions, except for emergencies (emergencies involve harm to self and/or others, abuse, suicidal behaviors, and or safety issues).  We DO NOT have 24-hour coverage.  Voicemail and emails will be returned during regular business hours.  After hours and weekend emergencies necessitate the use of the local emergency rooms, 911, or a crisis hotline.
	
_______		Paperwork Completion
 initials	I understand and agree to pay $10 per form for paperwork completion (paperwork may include FMLA, disability, and/or extensive letters to work/school).  

_______		Legal Testimony & Paperwork
 initials	If at any point a subpoena is received, our fee is $275.00 an hour for all legal involvement related to the subpoena including any paperwork, preparation, phone calls and transportation.  

_______		Prior Authorization for Treatment
 initials		I agree to contact my insurance company before the first appointment to obtain authorization information (i.e. authorization number and/or letter) given to you by the insurance company.  I will also bring a copy of my insurance card or send a copy of my insurance card.  I will confirm my outpatient mental/behavioral health benefits (deductible, co-pay, number of visits etc.) before arriving for the first appointment.

_______		Notice of Privacy Practices
 initials	I have received a Notice of Privacy Practices or BALM Therapeutic Services LLC has made one available for my review, describing how mental health information about me may be used and disclosed and how I can gain access to this information. 

I agree and consent to participate in the mental health services provided by my counselor as defined by Missouri or Georgia law.  I understand I am consenting and agreeing only to those mental health services that my counselor is qualified to provide within: (a) the scope of the provider’s license, certification and training; or (b) the scope of the license, certification and training of those mental health providers directly supervising the services received by the patient.

My initials above and my signature below is a statement that I have read and accept the above policies.

Client/Parent/Guardian: ______________________________________   Signature: ___________________________  Date: _________

Client/Parent/Guardian: ______________________________________   Signature: ___________________________  Date: _________

		                                     



CREDIT CARD AUTHORIZATION 
& AUTOMATIC BILLING FORM

All clients are required to keep a valid credit card on file. For your convenience this credit card will be used in case you miss an appointment or cancel an appointment with less than 24-hour notice and to complete your co-pay/coinsurance and/or deductible payments. 

Please complete the Credit Card Information section below and sign in both spots.  All requested information is required. We will automatically bill your credit card in the amount of $75 for missed appointments or late cancellations.  Your total charges will appear on your monthly credit card statement. 

	All Credit Card information will be kept in a confidential and secure location. 
	Credit Card Billing Information:

	Name on Card
	

	Person Authorizing Charge
	

	Billing Address
	

	City
	

	State
	

	Zip
	

	Phone Number
	

	Type of Card
	 Visa
 Mastercard
 Discover
 AMEX

	Credit Card #
	

	CVC # (Last 3 Digits on Back)
	

	Expiration Date:
	


I (we) authorize BALM Therapeutic Services LLC to initiate debit entries to my/our account on the date and for the amount due. 


	I agree that all information provided is accurate and complete. I understand that my credit card will be charged the agreed upon session rate when my session is cancelled with less than 24 hour notice or I do not show for a scheduled appointment. 

Authorized Signature: _____________________________________ Date:___/___/___ 




I agree automatic billing.  Please charge my account $____  on the day of each of my appointments. You may cancel this automatic billing authorization at any time by contacting us.

Authorized Signature: _____________________________________ Date:___/___/___




Health Care Coordination Form
Consent to release Confidential Information to Primary Care Physician/Psychiatrist

Patient Name: _____________________________________    DOB:__________ Last four of SSN: _____________

I hereby authorize the release of the medical information listed below which pertains to my medical history, mental or
physical condition, or treatment, including information relating to my mental health diagnosis or treatment and/or
substance abuse diagnosis and treatment to my primary care physician or psychiatrist:

_____________________________________________________________________________________________
Physician Name

_____________________________________________________________________________________________
Address

_____________________________________________________________________________________________
Phone Number

I understand that the release of this information is to permit my primary care physician or psychiatrist to monitor my
mental health status and to coordinate all the care which I may receive from specialists. This authorization becomes
effective on the date signed and may be revoked by me, in writing, at any time. If not earlier revoked, this
authorization will terminate automatically within one year of the date of execution. I understand that the information
authorized by this release will be provided to the authorized recipient only. Additional information may be provided to
this recipient only with signed consent from me. I further understand that I have a right to receive a copy of this
authorization upon my request.

____________________________________________________________________		__________
Signature of Patient or Legal Guardian 							Date


Dear Dr. _______________________________________________,

In order to coordinate care, I wish to inform you that your patient __________________________________________
either self-referred or was referred to me for treatment on ___/___/_____.  Outpatient care is being delivered and the treatment plan consists of the following modalities:

__ Individual Psychotherapy __ Couples Psychotherapy
__ Family Psychotherapy __ Medication Management
__ Group Psychotherapy __ Other

Medications are being managed by Dr. ___________________________.
Medications and dosages:
_____________________________________________________________________________________________
_____________________________________________________________________________________________

If you need additional information, please feel free to contact me at 314-292-9142.

Sincerely,



BALM Therapeutic Services LLC
