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Date:

Client Name:

Address:

Gender: Male Female

DOB:J _J _ Ase

Contact Phone:City/State: Z r Code:

EmailAddress: Appointment Reminders:Yes or No

DOB: Age:

Father's Name:

Employment Status: Student: _Emp oyed : _Unemployed :_Homema ker:- Retired :-
Employer: SSN:

Occupation: Contact Ph:

DOB:Mother's Name: Age:

Employment Status: Student: _Em p'ryed : _Unemployed :_Homema ker:- Retired :

Employer: SSN:

Occupation: Contact Ph:

Contact Ph:

Contact Ph:

Stepparent(s) Name(s) :

Stepparent(s) Name(s) :

lnsura 'ce lnformation /P/eose fill out)

Employee Assistance Program (EAP) Yes_No _ lf yes, please list EAP name:

Authorization Number: Number of Sessions:

Member lD:Primary lnsurance:

lnsured's Name:

Secondary lnsurance:

lnsured's Name:

Member lD:_ Group #:

Gender: Male or Female

Group #:

Gender: Male or FemaleDOB:

DOB:

Number of Siblings: _ What is your L rth order position: Highest Education Completed:

Primary Physician; Phone Number:

May we contact your primary care Pro'ider? No 

- 

Yes

lf YES please sign Releose of lnformotion Sheet

What is your primary reason for seekirg help?



Previous teatments (check all that apply):

Psychiatric: None_Outpatient_ hpatient_ Where When

within last L2 months _ One prbr admission _ 2 or more admissions

Counseling: yes _ No_ Where: When:

Current Symptom Che= klist (check once for any symptom present):

Depressed Mood _ Elevated Mood Dissociative States

Decreased Energy lrritaL e Oppositional_

Grief lmpul.ivity _ Somatic Complaints _
Hopelessness _ Hypenctivity _ EmotionalTrauma

Worthlessness DisruIion of Thought Physical Trauma _
Guilt Memay problems _ Sexual Trauma

Anxious Delus :ns Active Substance Abuse

Pa nic Attacks Halluc nations Other

ObsessionslCom pu lsio ns _ Pararoia Other

Risk Assessment (check all that apply):

Suicidal: Not Present _ ldeation _ Plan _ Means _
Homicidal : Not Present _ ldeation _ Plan _ Means _
Current Psychiatric Medications: Curreil medications and dosages

Prior Attempt _ Date _
Prior Attempt _ Date _

Family Mental He*h History (Please put an X in the column)

Mother Father Sibling Other (List)

Anxiety

Depression

Bipolar Disorder

Substance Abuse

Other

*Does a parent have a right to rece. /e a copy of psychotherapy notes about a child's mental
health treatment?

I'lo. The Privacy Rule distinguishes bdveen mental health information in a mental health
professional's private notes and that .ontained in the medical record. It does not provide a right
of access to psychotherapy notes, whth the Privacy Rule defines as notes recorded by a health

care provider who is a mental health orofessional documenting or analyzing the contents of a

conversation during a private counse\.ng session or a group, joint, or family counseling session

and that are separate from the rest o1'the patient's medical record. See 45 CFR 164.501.).



ASPEN COUNSELING SERVICES
FNANCIII AND SERVICE AGREEMENT

This Financial and Service Agreement oulines the terms and conditions for professional counseling

senrices provided by Aspen Counseling !ervices. By signing belorv. the client agrees to the following:

I. PAYMENT FOR SERVICES
Counseling services may be fully or partially covered by the Client's insurance plan. If the Client
elects not to use insurance, they nay request consideration under the Provider's sliding fee scale.

Payment is accepted by cash, che :k, debit card, or credit card.
2. LATE PAYMENTS

If any fees remain unpaid 30 da1" past the date of service and no payment plan has been

established, interest will accrue . a rate of 1 .5o/o per month on the overdue balance.

If an account remains unpaid for nore than 90 days without a payment alrangement, tlie Provider
may submit the account to a coll ,ction agency. A collection fee of 25oh17%o of the original
overdue balance (before late fees and interest) may be added, depending on the standard rates of
the collection agency used. In cclection proceedings, the Provider will release only the minimum
necessary information: the Clien,'s name, the nature of services, and the amount owed.

3. INSURANCE INFORMATIO-{
If the Client wishes to submit clz ms to insurance, insurance details must be provided before

services begin. As a courtesy, tht Provider may contact the insurance company to verif, benefits;

however, all coverage decisions ,nd determinations are made solely by the insurance carrier. The

Client is financially responsible :r all charges not covered by insurance.

4. LEGAL PROCEEDINGS
Aspen Counseling Services does not conduct custody evaluations and does not provide custody

recommendations or reports. Co .rt testimony will not be provided unless legall-"" required by

subpoena. If the Client becomes lvolved in legal proceedings requiring Provider participation,
the Client agrees to pay for all p. rfessional time, including situations in rvhich the subpoena is

issued by another parfy. A $2,5Gr retainer is required prior to any legal-related services.

Professional time will be billed e- $250 per hour for all legal matters, including but not limited to
court appearances, consultations attorney communication, and preparation of documents. Unused

retainer funds will be refunded. 'legal fees exceed the retainer, an additional retainer will be

required.
5. TREATMENT TERMINATICN

Upon termination of services, al outstanding balances become immediately due and payable. The

Client agrees to review this Agrement carefully and initial all applicable financial sections.

6. CANCELLATION AND NO-trIOW POLICY
Once an appointment is scheduld, the Client will be responsible for the session fee unless

cancellation is made at least 24 burs in advance, except in cases of emergencl, or circumstances

beyond the Client's control as d<ermined by the Provider. Insurance companies do not pay for
missed or canceled appointmenr, A $100 fee will be charged directly to the Client for such

appointments, and no insurance : laim rvill be submified.
7. HIPAA ACI(NOWLEDGMEI.T

By signing below, the Client acl rowledges receipt of the Aspen Counseling Services HIPAA
Notification and affirms understrnding of all privacy rights applicable to themselves or their

minor child.

SIGNATURE DATE



nApctt, Counxl,lng, Omtuc*
PAYMENT OPTIONS

1. TNSURANCE (OUT-OF-NETWORK)
lf we will be filing with insurance but are not a participating provider in your insurance plan.

lf you have insurance coverage and wish to use it, you shoutd contactyour insurance representative to obtain
coverage information. The insurance contract is between the poticy hotder and insurance company, not

between provider and insurer. We witt assist you by submitting ctaims etectronicatl.y for each session. The

amount varies depending on your individuat ptan's deductibte, co-pay, coinsurance, etc.

2. TNSURANCE (rN-NETWORK)
lf we are a participating provider in your insurance plan.

Fees are reimbursed at the Usual. and Customary rate attowed by our contract with your insurance company.
You are responsibte for the co-payment which is expected at the time of service. Often, the amount is a

percentage of the contracted fee. This percentage may change as determined by your insurance. lf your

deductibte is not paid at time of service, we have the right to reschedul.e your appointment untiI co-payments
are paid in futt. Again, your financial. responsibitity is a contract between you and your insurance company.
We do not have the tegat authorlty to waive or reduce rates if you make the decision for us to submit ctaims to
your insurance company.

3. SLIDING FEE SCALE
lf you are uninsured or choose not to use your insurance. You must complete the slidingfee scale

(office manager will provide fhis to you upon request) and your ongoing rate will be determined based on your
total famiLy income.

4. OUT-OF-POCKET FEE

lf decide to pay cash rate for services. Ihese rnust be paid at time of service.
lnitial Consultation = $t SO.OO per 60 minutes
Ongoing individual sessions = $125.00 per 50-60 minutes
School and other off-site meetings/obseryations are typically bilted at $100.00 per hour

and are usually not covered by insurance. Time in excess of standard sessions are prorated.

*OPTIONAL* CREDIT CARD ON FILE I woutd [ike to have my credit card on fite and give permission for Aspen

Counsetlng Services to bitt my credit card for co-pays, out of pocket rates, and att other unpaid charges your

insurance ptan did not reimburse (unmet deductibtes and coinsurance). Aspen Counseting wi[L charge your

credit card at time of service for co-payments and Out of Pocket rate. Unpaid charges by your insurance

company witt be charged to your card on fite at the end of the month.

Ptease initiat one of these three f inanciaI agreements, indicating the appropriate option for you.

I nsura nce (out-of-network)
I nsurance (in-network)
Stiding Fee Scate
Out-of-Pocket Fee
*Optionat Setection* I woutd tike my card on fite for automatic payment on unpaid charges

By signing betow, I acknowtedge that I have read and agree to the payment options I setected above.

DateSignature



nApuu Cwnxl,ang, 6eouice*, PtlD

Acknowledgment of Payment Policy
I give Aspen Counsel.ing Services my permission to charge the card I provided betow for co-
payments, Stiding Fee Scate charges, and Out-Of-Pocket session rates at time of session. Unpaid
charges by which your insurance company does not cover, wil.t be charged to the card provided at
the end of each month. This card witt be stored securety through our HIPAA-comptiant system.

I have read, understand, and agreewith the payment poticy outtined above. I understand that a card
wiLl. be kept on fite. lf my card is dectined, lwittbe notified and wittbe expected to make other
payment arrangements to avoid sessions being rescheduted due to unpaid charges.

Our goal is to help you continue your care without unnecess ary interruption.

Cl.ient Name: Date:

CLient or Guardian Signature: Date:

Credit/Debit Card Number: Exp Date:


