Greater Vision Counseling & Consulting Agency, PLLC

Iinformation Sheet — Annual intake

Thank you for choosing our practice to provide services to vou and your family. Please complete the following form in black ink.
MR#H:

Date: Referral Source:

If Femate, Maiden Name:

Client Mame:

Othar Names Used:

Preferred Name:

BB Age: Sacial Security #;

City State Zip

Address:

Primary Language:

Can message be [eft? {1 Yes ] No

Preferrad Phone #:

What type of communication do vou prefer? [ ] Email [ Text [[| Phone

Emeail Address (if applicable):
(1 married [ ] Separated [l bivorced [] widow

Phone #:

Marital Status: [ ] Single

Spouse’s Name:
Race: [ | American indian [ ] white [7 Biack/African American [} Asian {_] Pacific Istander [] multiraciai

Gender: [ ] Male ] Female [ ] Non-Binary [ ]| Transgender [_] Prefer not to say [] other:

Ethnicity: [ ] Cuban [ ] Puerto Rican [_] Hispanic or Latino [ Mot Hispanic/Latino [_] Mexican [_] Other
Education Level: D High School Diploma [_] GED D Some College [ Type of Dagree Grade Level

Ermploymeant: [ | Emploved FT [_] Empioyed PT (7] setfemployed [ ] Retired [ | Student [ ] Unemployed

Pdilitary Status: [ Active Duty E] Retired [ | Honorable Discharge 7] Type of bischarge:

f ogal Guardian:

Phone # Relation:

Emergency Lontach

Phone #: Relation:

What is vour occupation: Employer:

I¥ Student; Name of Schook: Phone #:

Type of Insuranca: Secondary Insurance:

Poficy Holder's Name:

Primary Care Physician: Phone &:
Phone #:

Gther Physicians/ Psychiatrie:

M Limber in Household: Household Income: Sliding Fee:

Revisad 1/28/2025 Annual Intake




MR#

DOB: Insurance:

Chent Name:

Presenting Problem by Age/Disability: [ ] AMH  [] CMH ] AbD (] cob [J asa [ CSA

Brief Description of Presenting Problem:

Competency: [} Competent [ incompetent [ ] Minor Need Severity: [] EMERGENT [} URGENT [] ROUTINE

Have you ever been convicted of a crime: [ [Yes [_INo Ifyes, explain:
What medical conditions do you have? [ None

[J High Blood Pressure/Hypertension [ High Cholesterol [ Heart Disease ] History of Stroke

O Liver Disease i Thyroid Disease

O Diabetas

i1 History of Heart Attack [ Hepatitis
O Arthritis O Osteoporosis [ Sleep Apnea O Allergies

0 Migraines 1 Asthma

{1 Chronic Pain O COPD or

Emphysema  OHIV or AIDS O Other madical conditions not listed:

What mental health conditions do you have? [ None

C1Depression {1 Anxiety DO PTSD O 3Bipolar! 1 Bipolarlt O Obsessive Compulsive Disorder O ADD/ADHD

[} Eating Disorder
O Cancer [ Other mental health conditions not listed:

i1 schizoaffective Disorder 7 Autism Spectrum Disorder O Substance [J Use Disorder (scber or

currently using) £ Alcoholism [sober or currently using)

Areyou currently taking medications? [_]Yes [ ] No Ifyes, piease list or specify helow:

Allergies: [[] Yes [] No ifyes, please list with reaction:
Mave you been hospitalized in the pasi? [ [ ves [] No  Ifyes, explain:
Arcyou Pregnant [ Jves [ 1 No [ InN/A

Arayou a risk to vourseif or others? [ ] Yes [[] No IfYes, explain:

Areyou in need of Detox? [T] ves [} No ifyes, explain:

Arevyou Aggressive or Self-Injurious? [ ] ves [] No If yes, explain:

Areyour living arrangements stable? [ ] ves [ No Ifno, explain:

Do you feel safe in your living situation? [_| Yes [ ] No  #no, explain:

Adame of Person Compieting Form: Daie:

Client Name: DOB: insurancea: MR#
2
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MR#

Client Mame: DOB: Insurance;

PSYCHOTHERAPY PROFESSIONAL DISCLOSURE STATEMENT AND INFORMED
CONSENT

Welcome to Greater Vision Counseling & Consuliing Agency, PLLC. We appreciate your giving us the

opportunity to be of help to you. This document answers some guestions regarding the practice of

psychotherapy. At Greater Vision Counseling & Consulting Agancy, PLLS, i is important to us that you know
how we wiil work together, After you read this, we will discuss in person how these issues apply to your own

situation.

WHAT YOU CAN EXPECT FROM PSYCHOTHERAPY
Psychotherapy reguires your very active involvement, It will be important for you to be honest with me about your feelings, emotions, and
axperiences. Therapy is most effactive when you feel trust in our therapeutic partnership and are open to change and the uncomfortabla feellngs

that may be associated with stepping outside your typical way of viewing life, yourself, and others.

we will pian our work together. | expect us to agree on a plan that we will both work hard to follaw. In cur treatment plan, we will list the areas to
work on, cur goals and the metheds wa will use. From time to time, we will look tagether at our progress and goals and if we think we need to, we

can make changes.

Many different techniques will be wtilized in ordar to work towards increasing your self-awareness and personal growth. Technigues may include
dialogue, education, refaxation strategies, reframing negative thoughts, art and writing exearcises, or role-playing pasitive communication technigues.
An imoortant part of your therapy will be practicing the new skifls you iearn. t will ask you to practice outside cur meetings, and we will work together
to satun homewerk assignments for you. You can expect the unfamiliar feelings often associated with change to dissipate as you begin to incorporate

the various techniguas inte your life.

Change will sometimes be easy and quick, or it may be slow and frustrating. There are no instant cures and no “magic pilis.” However, you can learn
rew ways of locking at your problems that will be very helpful in developing more positive ways of coping with your current situation.

i may refer you to other professionals, such as doctors, nutritionists, or other supportive services if | feel that you would benefit from additional
rasaurces. | believe in a colishorative approach and would requast you to fill out a release of information form, so that | may talk with these other

professionals, You may, as with all aspects of your treatment, decline such recommendatians.

The process of ending therapy, called “termination, “ can be a very valuabie part of your work. Stopping therapy should not be done casually, aithough
either of us may decida to end it if we believe it is in your best interest. If you wish to stop therapy, | ask that you agres now to mest then for at least
one sassion to review our work together. We will review our goals, the work we have done, and future work that neads to be sone, as weil as our

choices.

The following are two expectations to our joint decision to end therapy. (1} If Lam, in my judgment, not abte to help you because of the nature of
vour prasenting concarns/diagnosis/medical Hliness or bacause my training and skills are, in my judgmens, not appropriate, | will inform you of this
fact and refer you to another therapist who may meet your needs. {2} Verbal or physical threats, harassment, and viclence towards me, my family,
or my co-workers may result in an immediate and unilateral termination of treatment. if [ terminate you from therapy, | will offer you refarrals to

other sourcas of care but cannot guarantee that they will accapt you for therapy.

THE BENEFITS AMND RISKS OF THERAPY

As with any treatment, psychotherapy involves some potential risks, Making changes in your beiiefs or behaviors can be scary, and sometimes
disruptive to the relationships you atready have. You may find your relationship with ma to be a source of strang feelings. Sometimes, too, a client’s
nroblems may temporarily worsen after the baginning of treatment. Most of these risks are to be axpactad when people are making important
changes in their lives. It is important that you consider carefully whether thesa risks are worth the benefits to you of changing. Mest people who take

these risks find that therapy is helpful,
i/ hite you consider these risks, you should know also that the benefits of therapy have been shown by scientists in hundreds of well-designad research
studies. For example, people who are deoressed may find their mood lifting. In this therapeutic partnership, you will have a chance to talk things out
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pGoB: fnsurance: MR#

Client Mama:

fully. You may find that your relationships and coping skiils improve greatly. You may experience morea satisfaction out of social and family

relationships, work, schoo! or & renewed sense of hope.

ABOUT CONFIDENTIALITY

fn all but a few rare situations, you have the absolute right to the confidentizlity {that is, the privacy) of your therapy. | cannct and will nottell anyone
else what you have told me, or even that you are in therapy with me without your prior written permission. You may direct me to share information
with whomaver you chose, and you can change your mind and revoke that permission at any time. Under the provisions of the Health Care
Information Act of 1982, | will always act so as to protect your privacy even # you do release me in writing to share information about you. You are
also protected under the previsions of the Federal Health Insurance Portability and Accountability Act (HIPPA). This faw instras the confidentiality of
all elactronic transmission of information about you. You wilf be given a copy of my Notice of Privacy Practices and you will be asked to sign a client

consent for the use and disclosure of protectad health information.

In an emergency where your life or health is in danger, and | cannot get your consent, | may give another professional or a family member some

information to protect your life,

The following ars legal expectations to your right to carfidentiality. | would inform you of any time when | think | will have to put these into effact.
In any of these situations, | would raveal only the information that is needed to protect you or the other parson.

a. Ifi have good reason to believe that you are abusing or naglecting a child or vulnerable adult, or if you give me information about

somaone afse who is doing this, | must inform Child Protective Services.
b. 11 beliave that vou are ir imminent danger of harming yourseif, | may legally break confidentiality and call the police. | am not
obligated to de this and would explore ali other optlons with you before | take this step. However, if at that point you were
unwilling to take steps to guarantee your safety, { would call the police,
if | have gocd reason to beliave that you will harm another person, | must attempt ta inform that person and warn thern of your
intentions. | must also contact the police and ask them to protect your intended victim.

d.  if your recards are subpoenaed by court order, | may be requirad to disclose confidential information.

The naxt is not a legal exception to your confidentiality, Howaver, it is 2 policy you should be aware of if you are in couples therapy with me.

if you and your partner decide to have some individual sessions as part of the couple’s therapy, what you say in those individual sessions wil be a
part of these couples therapy and can and probably will be discussed in our joint sessions. Do not tell me anything you wish kept secret from your

partner. | will remind you of this policy before baginning such individual sessions.
Children and famities create some special confidentiality questions.

Conficentizlity also extends to parents. Other than the exceptions tisted above, | will not share with you the specifics of what
yaur child said or did during a session unless your child gives me permission to do so. | will, however, taik with you on a regular
basis about your child’s therapeutic progress, treatment goals, your expectations for therapy and your concerns and hopes for

a.

your child.
k. In cases where | treat several members of a family {parents and children or other relatives), the confidentiality situation can

become very complicated. | may have different dutfes toward differant family members. At the start of our treatment, we must
all have a clear understanding of our purposes, any limits on eenfidentiality that may exist and my rele.
¢, Wa also request that you respect the right of confidentiality of others that you may see at this practice. We ask our clients not to
discigse the idantity of those they may see coming or going, 25 everyone has the right to dacide with whom they share this
information.
RECORDS
Ali of our communication becomes part of the clinical record. Diagnoses are technical tarms that describe the nature of tha client’s problers and
whather they are short-term or long-term. All diagnesis will be discussed with the client prior to placing it in the client’s record. Client diagnoses ara
From the book entitled DSM-Y; | have a copy in my office. Recards are the property of my agency, but you have the right to the information with
vourrecord. Cliants have the right to racaive a copy of thelr file/racord upon 2 written reguest. | will maintain your records in a secure lecation that

cannot be accessad by anyone alsa.

W HAT YOU SHOULD KNOW ABOUT MANAGED MENTAL HEALTH CARE

i your therapy s being paid for In fult or in part by a managed care organizatian [MCQ, there are usually further limitations to your rights as a client
frmposed by the contract of the managed care erganization. These may inciude their decision to limit the number of sessions available to you, to

4
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MR#

BOB: Insurance:

Client Name:
decide the tima period within which you must completa your therapy with me or requira you to usa meadication if their reviewing professional deems
it appropriate. They may also decide that you must see another therapist in their network rather than me if | am not on their list. if you use your
health insurance to help pay for psychotherapy, you must allow me to teil the MCO about your problem (give it a diagnosis). | am required to give a

diagnosis in order to be paid for the services provided.

MY ROLE [N OUR THERAPEUTIC PARTNERSHIP

| can only be your theranist. | cannot have any other role in your life. | cannot, now or evar, be & close friend or socialize with any of my clients. |
cannot be a therapist to someone who is already a friend. | can never have a sexual or romantic relationship with any client during, or after, the

course of therapy. | cannet have a business relationship with any of my clients other than the therapy relationship.
If you evar hecome invoived in a divarce or custody disputs, | want you to understand and agres that | will not provide avaluations or expart testimony
fn court. You should hire a differant mentaf haalth professional for any evaluations or testimony you require. This position is based on two reasons:

{1} My statements will be seen as blasad in our favor because wa have a tharapy relationship; and {2} the testimony might affect our therapy
relationship, and | must put this relationship first.

ABOUT OUR APPOINTMENTS

initially, we will meet once a week, then less often. The frequency of our sessions will be a joint decision. An appointment Is 8 commitment to our
work. If you are late, we will be unable to meet for the full-time.

if you miss a session without canceling, or cancel with less than 24-hour notice, for nan-emergency reasons, you will be charged $75.00. we
cannet bill these charges to your insurance. Medicaid clients cannot be charged a no-show fee. After {3) no-shows for any client, the client will ba

discharged from services.
I request that you do not being children that are young and need babysitting or supervision, as it would ke difficult for you to fully devote your

attention while also attending to a small child,

ACKNOWLEDGEMENT OF PROVIDER CHOICE
I undarstand Greater Vision Counseling & Consulting Agency, PLLL s required to ansure that services provided are deemed medically necessary. |
nave been informed of my right to choose a provider from a list of service providers who provide services within my area of residence, | have been

additionally informed of my right to change providers at a later date during my treatment if | so desire.

i have made the decision for Greater Vision Counseling & Consulting Ageacy, PLLC to render medically necessary mental health and/er substancs
abuse servicas for me. My decision was not in any way influenced by personnel from Greater Vision Counseling & Consulting Agency, PLLC, nor was

payment offered,

FEES AND PAYMENT

i agreato provide psychotherapy services in return for a fee of $160.00 for an initial session and intake. Each subsequent session fee s 3100.00,
or my insurance provider's contracted rate. Payment or co-payment for aach session will be collected at the start of each session. Cash, personal
ehecks, debit or cradit cards are accaptable methods of payment. Please make out your check or have payment available befora each session begins.
| will provide you with a receipt for ail fees paid.

iF thereis any problem with my chargas, my billing, your insurance, or any other money-raiated point, please bring it to my attention. Such problems
can interfere greatly with our work. If vou think you may have trouble paying your bills on time, please discuss this with me. { am not willing to have
clientsrun a hill with me or have any overdue payments. Payment is expected at the time of service. There will bea 535.00 charge for all returned

or bounced checks. Please ba aware that following the second returned or bounced check, you will be requirad to pay it feas In cash. Ifyou eventually
refuse to pay yvour debg, | resarve the right to give your name and the amount due to a collection agency and must end therapy at that time, :

CONSULTATION
During the course of treatment, consultation may be a required and/or necessary part of your care. Payment for such will be required on the date of

service. Tims spent o phona consultation or attendance at school conferences, such as IEP meatings will be billed at $150.00 an hour. Any
reciested adminisirative work, beyond what is provided at the end of 2ach session, will be charged an administrative fee of $35.00 for 1-20 minutas,
Each addilonal 20-minute increment wilt be billed at $35.00. If a court appearance Is requirad by a court orderad subpoena, rate of $1500.00 will

be retained. This retainer must be received prior to any action being taken by your therapist. Each subseguent hour, including such actions as time

Revised 1/28/2025 Annual Intake




poBg: Insurance: WiR#

Ciient Name:

spent In travel, preparations, document preparation, and consultation with attorneys or other professicnals will be billed at 2 rate of 5159,00 per

hour. In the avent tha dient’s lawver continues to subpoens the therapist for court it witl cost $500.00 per day.

YOU HAVE THE RIGHT TO PRIVALY

Yau have the right to be free from any unwarrantad search of your person or proparty. At the time of admission to a 24-hour facility, staff may search

you and your belongings to prevent dangerous or fliagal substances from being brought into the facility.

The facility itself may be searched if dangerous or illegal substances are reascnably believed to be present, and staff may search consumers who are
minars. Should search and seizure apply to a program from which you are recelving treatment, the specific procedures will be explained when you enter

the program.

¥OU HAVE THE RIGHT TO MAKE A COMPLAIMNT

If you are dissatisfied with a Mental Health, Intellectual Devefopmental Disabilities or Substance Abuse service delivered through Graater Visicn
Counseling & Consulting Agency PLLC you have the right to state a complaint or file a grievance at any time. Before stating a written complaing, wa urge
you to first discuss the matter with staff of the program providing the service and allow them an opportunity to help resolve it,

YOU HAVE CERTAIN APPEAL RIGHTS
if you have Medicaid, you have tha right to request an appeal hearing if you are denied a requested service, or if current servicas are raducad,

suspended, or terminated.

I you have questions or problems, contact:
Greater Vision Counseling & Consulting Agency PLLL, 402 Harris Ave, Raeford NC 28378, 910-336-3554 or 518-875-5590 or you may contact.
Disability Rights of NC or the NC Social Work Board at the following address and/or phone number.

Diisability Rights NC or NC Soctal Work Board

This statewide agency is designated under fadaral and state law to protect and advocate for the rights of parsons who have disabilities.
NC Social Work Licensure and Certification Board
Post Office Box 1043

Ashaboro, NC 27204
Complainis: 336-625-1679 or Toll Free 800-550-7009

Disability Rights of NC

3724 National Drive, Ste. 192
Raieigh, NC 27612
§77-235-4210 Local 915-856-2195

CLIENT CONSENT TO PSYCHOTHERAPY

i acknowledge that }, the client {or his or her parent or guardian), have received, have read {or have had read to me}, and understand the “informed
Consent”. | have discussed those points | did not understand, and have had my quastions, # any, fully answered, Jundersiand thataftar therapy begins,
I have the right to withdraw my consant at any time, for any reason. Furthermaors, | am aware that an agent of my insurance company or ather third-

party payer may he given information the tyge(s), cost(s}, date(s), and providers of any services or treatments | receive. | understand that if payment

for the services | receive here is not mads, the therapist may stop my treatment.

i, orasthe legal guardian of , do hereby consent for assessment, treatment and/or other services. |

consent to take part in psychotherapy services provided by Greater Vision Counseling & Consulting Agency, PLLC. | undarstand that no specific
prromises have been made to me by this therapist about the results of treatmeng, the effectivenass of the procedures ussd by this therapist, or the

number of sassicns nacessary for therapy to be effective.

I¥ treatment is refusad, the qualified professional shall determine whether treatment in some other modafity is possibfe. If all modalitias are
rafusad, the voluntarily admitted consumer may be discharged.

A minge may seek and receive periodic services from a physician without parental consent for the prevention, diagnosis and treatment of (1)
wenerea! disease and other diseases reportable under G.S. 1304-135, {Z) pregnancy, (3} abuse of controlled substances or alcohol, and {4)

armational disturbance.
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My signature below shows that | understand and agree with al! of the statements containad in this document. This document is a part of the Standards
of Practice of the Morth Carolina Board of Licensed Clinical Social Workers (LCSW) and Morth Carolina Board of Licensed Clinical Mental Health
Counselors {LCMHC).

Client or Legal Guardian Signature Relationship Date

Witness Signature Date
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Greater Vision Counseling & Consulting Agency, PLLC

Insurance: MB#

Client Nama: D0B:

Authorization for Use and Disciosure of Protected Health Information

i hereby request and authorize Greater Vision Counseling & Consulting, PLLC to release/obtain and/or exchange information

with:

Agency/individual:
Address:

Telaphone Number:
Nature of records to be released: {Cllent/Guardian must initial beside each applicable document)

D Treatment Plans/Service Plan

[] psychiatric Evaiuations/Psychological Evaluations
[] pischarge Summaries

[ ] Afitercare Plans/Ordars

B Substance Abuse/Legal History

f:l School Attendance/Education Information

f:] Admission Assessments/Scresning
D Treatment Recommendations

[] Needs Assessment

i1 Progress/Psychotherapy Notes
[:] Medications/Lab Results

[ AIDS/HIV

M other:

[ understand the purpose of the disclosure/redisclosure will be used for: (Client/Guardian must initial beside each applicable

document)

[(]nsurance/Medicaid/Meadicare datermination of benefits
[V e assistin tha development of individua! treatmeni/service plan  [_] To assist in securing benefits from entitlement programs

i:] Coordination of services between agencies

D Provide data to assist with evaluations/assessment

Once information is disclosed pursuant to this signed authorization, | understand that the federal privacy law (45 C.F.R. Part 184} protecting health
information may not apgly to the recipient of the information and, therefore, may not prohibit the recipient from diseoing it. Other laws, however, may
prohibit redisclosure.  When we disclose mental health and developmental disabilities information protected by state law (G.5. 122C} or substance
treatment information protected by federal law (42 C.E.R. Part 2), we must inform the racipient of the information that redisclosure is prohibited except
as permitted or required by the laws. All information and records that identify a parson who has HIV/AIDS virus infection or who has or may have a disease
or condition required to be reported pursuant to the provisions G.S. 130A-143 shall be strictly confidential.

I undarstand that | may reveka this authorization at any time except to the extent that action has been taken in refiance on the consent. in any event, if
not revoked sarfier this authorization expires automatically one year {364 days) from signature date.

| uriclerstand that | may refusa to sign this authorization form, | understand that Greater Vision Counseling & Consulting Agency will begin and continue
client’s treatment and services upon receiving my signature on this authorization. | certify that this zuthorization is made freely, voluntarily, and without
co=rcion. |understand health msurance and information, indicated by initials will be disclosed.

i understand Substance Abuse records are protected under the federal regulations governing confidentiafity of Alcohol and Drug Abuse Patient Records,
42 CFR Paragraph 2, and cannot be disciosed with written authorization unless otherwise provided for in the regulations.

Client or legal Guardian Signature Relaticnship Date

Wiitness Signature Date
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Greater Vision Counseling & Consulting Agency, PLLC

CHent Namae: DOB: Insurance: MRE

Authorization for Use and Disclosure of Protected Health Information

t hareby requast and authorize Greater Vision Counsaling & Consulting, PLLE to release/obtain and/or exchange information
with:

Agancy/Individual:
Adldress:

Telephone Number:

Nature of records to be released: {Cliemt/Guardian must initial beside euch cpplicable document}

] Admission Assessments/Screening [7] Treatment Plans/Service Plan

I:] Treatment Recommendations ’ ] Psychiatric Evaiuations/Psychological Evaluations
] Needs Assassment [ Discharge Summarias

[ progress/psychotherany Notes [ ] Aftercare Plans/Orders

7] Medications/Lab Resulis [ substance Abusa/lLegal History

[T aDs/HIV (] Schao! Attendance/Education information

I other:

I understand the purpose of the disciosure/redisclosure will be used for: (Clent/Guardian must initial beside each applicable

document)

E} Insuranca/Madicatd/Medicars determination of benefits E_I Provide data to assist with evaluations/assessmeant
D To assist in the development of individual treatment/service plan 7] To assist in securing benefits from antitlernent programs

] coordination of services between agencies

Once information is disclosed pursuant to this signed authorization, | understand that the faderal privacy law {45 C.F.R. Part 164} protecting health
info rmation may not apply to the recipient of the information and, therefore, may not prohibit the recipiant from discoing it. Other laws, however, may
prohibit redisclosure.  When we disclose mantal health and developmentat disabifities information protected by state law (6.5, 122C) or substance
treatment information protected by faderal law (42 C.F.R. Part 2), we must inform the recipient of the information that redisclosure Is pronibited except
as permitted or required by the laws. All information and records that identify 2 person who has HIV/AIDS virus infection or who has or may have a disease
or coxndition required to be reported pursuant to the provisions G.S. 130A-143 shall be strictly confidential.

P untdierstand that | may revoke this authorization at any time excent to the extent that action has beaen taken in raffance on the consent. In any event, if
not revoked earlier this authorization expires automatically one year (364 days; from signature date.

fundierstand that | may refuse to sign this authorization form. ! understand that Greater Vision Counsailng & Consulting Agency will begin and continue
cliert’s trestment and services upon receiving my signature on this autherization. | gertify that this authorization is made freely, voluntarily, and without
coerciaon, lunderstand health insurance and information, indicated by initials wili be disciosed.

I understand Substance Abuse records are protected under the federal regulations governing confidentiality of Alcohel and Drug Abuse Patient Records,
42 CFR Panagraph 2, and cannot be disclosed with written authorization unlass otherwise provided far in the regulations.

Client orlegal Guardion Signature Relationship Date

WitnessSignature Date
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Greater Vision Counseling & Consulting Agency, PLLC

MR#

Client Mama: DOB: Insurance:

Consent for Electronic Health information Exchange {eHIE}

What is Electronic Health Information Exchange (eHIE}?

A Health information Exchange (HIE) is a secure, electronic network that gives authorized health care providers

the ability to access and share health-related information across a statewide information highway.

Benafits,

A full “picture” of a person’s heaith, including ambulatory visits, hospitalizations, and medications
Reduction in valuable staff time spent phoning and faxing other providers involved in a client’s care to track

down health information
Timely access to important health events as they happen to clients {near, real-time notifications}

» Improved, more accurate and timely medication reconciliation that reduces errors and avoids unnecessary tests
» Accass to test results, reducing costly duplicative tests and gaps in treatment

B

E

2

Opt-Out or IN

] Request to Opt- In D Request to Opt-Out

Privacy & Security.
The N.C. Health Information Exchange Authority’s privacy and security safeguards meet or exceed federal, state and

iocal requirements, including the:

v+ HIPAA Privacy Rule

+  HIPAA Security Rule
+ Health information Technology for Economic and Clinical Heaith (HITECH) Act

Only participating health care providers and other HIPAA-covered entities that have signed contracts with the NC HIEA
will be able to access clients’ medical information through NC HealthConnex. Client data may also be provided to third
parties who have entered into contracts with NC HIEA for limited purposes {e.g., the N.C. Department of Public Health
for immunizations). These contracts ensure that all relevant privacy statutes and regufations are followed in how health
information is viewed, used and shared. NC HIEA also has the power to audit the use of client information by each

participating practice and each third party to ensure that the law is being followed.

My signature below acknowledges that | understand alf of the statements contained in this document. i understand that

further education wiil be provided as needad or upon reguest,

Client or Legal Guardian Signature Relationship Date

VWitness Sfgnature Date
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Greater Vision Counseling & Consulting Agency, PLLC Financial Agreement (please print}

CLIENT INFGRAMATION

i

, CHent Name: MR Gender: [ |Male [ ]Female
i Date of Birth: { SS#h Phaone Number: County:

| |

| Current Address: City State Zip

5 . INSURANCE INFORMATION .

. Name of Primary Insurance: | Effective Date: Name of Secendary Insurance; i Effective Date:

|

5 A
LD# Group # Copay ID# ~ Group # ¢ Copay
" Subscriber’s Name: DOB: Subscriber’s Name: " DOR:

: Subscriber’s 55 # Subscribers Phone Number: Subscriber’s S5t Subscribers Phone Number:

i Client's relationship to subscriber; Client’s relationship to subscriber:

o [self [ spouse 3 child [T other [ sl ] spouse 7 child 7 other

__lL the undersigned, heraby certify and attest that | have sought evaluation, treatment, or medical advica from tha staff and Graater Vision
Counseling & Consulting Agency. | therefore authatize the staff and personne! to refease my or my child’s information to the insurance company

listed above for the purpose of determining and receiving benefits for bills.

! have been informed of the provider’s policy for patient fees and tha fee schedule has been explained to me. |agrees to pay afl faes for
traatment, which has been established based my ability to pay.

funderstand payment is expected on the day of treatmant. If 2 change of employment or other situations occurs which may affect my abllity

to payin any way, | agres to notify my services provider and request a review of the above information.

insurance/Medicare Applicable ~ | undersiand my health insurance may cover a portion of treatment costs and | hereby consent for services
ta be bified te my insurance company and agree for any benefits to be assigned to my service provider. By acceptance of this assignment of
benefits, the service provider agreas to accept the approved charge as total cost for services. | further understand | am respensihle for co-
payments as determined by the insurance company. | have been informed and understand if | refuse to allow my insurance company to be billed, !

will be required to pay the full charge for services.
1 understand that if { miss a session without canceling or cancel with less than 24 (twenty-four) hours’ notice, or no show, for non-ameargancy

reasans, { will be charged $75.00. | understand that Greater Vision Counseling & Consulting Agency cannot bill these sassions to my insurance.

! authorize Greater Vision Counseling & Consulting Agency, PLLC or my insurance company to release any confidential information required to
bili and be paid for servicas. Furthermors, | authorize payment directly to my therapist and hereby assign my right to reimbursement to Greater

Vision Counseling & Consulting Agancy, PLLC.
! frave reod the above, understand, and accapt the policies described hersin. { cartify that the above Information is complete and nccurate and
varderstand off information Is subject to verification by Greater Vision Counsefing & Consulting Agency, PLLC.

Date:

Client/Guardian Signature:

Date:

Woitness Signature:
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