Welcome to Boice Counseling

Please take a few minutes to read and fill out the paperwork before the session. That way, we can begin on time and use the full session to maximum benefit.

Thank you for taking the first step of counseling. Making the call and coming in to the session, regardless of your motivation, tells me you have courage. 
This is not easy to do. Some days you will feel much better after counseling, some days you may wonder why you are coming. 
The goal of counseling is change. If you are not seeing change, please talk about it with your counselor. If we are doing couples counseling, please do not ask your counselor to keep a secret from your partner- it makes the situation messy. 
Also, if your counselor is not a good fit with you, please fire your counselor and get a new one. A good match or fit is essential!
Please note some people come to couples counseling just to check off the box “I tried this.” That’s not an honest motivation. 

Phone Calls and E-Mail to Counselor
I am on-call for clinical emergencies 24/7. 
In the event that I am not available, I will have someone else covering for me and it will be so indicated on my phone message 802-1273. 
If someone calls after hours, unless it is urgent, I will call back the next business day. If it is life-threatening, you would obviously not call me, but call 911. 
 E-MAIL
E-mail is not considered secure, according to HIPAA. They prefer that we not e-mail at all unless you encrypt your messages.

If you would like to e-mail me, please sign a release of info so I can answer your e-mail or do not put anything of a personal nature in the e-mail, such as “When is my appointment?” or “What should I do about such and such?” 
If you e-mail me, asking for a reply, I consider that indirect consent, HIPAA does not; they prefer you call on the phone. HIPAA outranks me.
Insurance/Physician Referral
Thank you for talking about seeking counseling with your physician or insurance company. While not required by insurance, it makes your life much easier. That way you know ahead of time how much your co-payment is and whether or not your insurance covers it. 
Also, since the issue that you come to work on in counseling needs to be medically necessary for insurance to cover it, your physician will need to know about it at some point.
 Just a reminder that marital or couples counseling is not something many insurance companies cover. 
Also, according to the insurance company, the goal of counseling is stability. 
While therapy can help the person well beyond being stable, medical insurance is for medically necessary treatment to reach medical stability. 
Compensation: 

Our usual and customary fee is $175.00 per Evaluation (session one) without insurance. 
With most insurances, your co-pay for the Evaluation would be the same as a co-pay to a specialist.
Our usual and customary fee is $140.00 per 50-minute session (after the evaluation). 
With most insurances, your co-pay would be the same as a co-pay to a specialist.
Payment is expected at the time of service, otherwise there is a $20 late payment fee.
Insufficient Funds or returned checks incur a fee equal to what the bank charges us.

No show and late cancellation agreement

When I have a scheduled session I am not able to use that time for another person. 
Especially for someone new, their first session, I get to the office early, set things up, organize and set aside extra time for paperwork. It is a big deal because I want you to feel welcome here.
While no one likes to talk about it, there is a significant financial impact on the counselor for a no-show or a late cancel (within 48 hours of the session). Insurance does not pay us when someone does not come. We do offer the courtesy of a reminder call. If you do not get a courtesy reminder call and miss your appointment, you are still responsible for that appointment.
If there is a true emergency, please let me know and we can work something out. For example, if your boss tells you that you have to work overtime and you tell your boss that your “doctor” will charge you the full amount for a no show, often the boss will not make you stay late.
To keep the level of no-show and late cancellations down, it is my policy to charge the client the full rate for any no-show or late cancellation.

If there is a subsequent no-show or late cancellation (within 48 hours of the session) we would need to talk about what happened and how to prevent that in the future.

If there was then a third no-show or cancellation, it is my policy to refer the client or suggest to the client that now is not the time for counseling for them, that perhaps they are not ready to pursue counseling.

When someone does cancel we offer that time to someone who needs it. Please ask about our cancellation list.
Client signature_____________________________________
 Date _____________

Counselor signature__________________________________
 Date _____________

Please sign below if you are okay with e-mail communication and having your first name and part of your last name and phone number on an on-line scheduler (Google)

Client signature_____________________________________
 Date _____________

Financial Agreement
Site: 572 Titus Avenue Clinician: Don Boice, LCSWR  DX __300.00 __311 __300.4  __other
	Last Name:
	First:
	DOB:                    Age:          

	Address:
	Race:
	Is condition related to employment or accident?

__yes __no

	City:
	State:            ZIP:
	SS#:(optional)


	Phone:
	Income Source: __work  __other
	Employer:

	Marital Status: 
	# Children in Household:
	Cell Phone:


Subscriber Information: (If not same as above)
	Last Name:
	First:
	DOB:                   Age:

	 Address: __same

	Race:
	Sex:

	City: __same
	State:                         ZIP:__same

	SS#: (optional)

	Relationship to Client:
	Employer:
	


Insurance Information:

	Insurance name

	Contract #
	Primary Care Dr.
	Referral

Auth. #

If applicable
	# of visits

, if applicable

	
	
	
	
	


Your Cost for Service  if you are Self-Pay: _______  Insurance Specialist Co-pay _____
Fee for Service Agreement: I agree to use my health insurance to assist with reimbursement for services. I hereby authorize release of information to my insurance company(s) listed above for the purpose of reimbursement. I hereby authorize payment of third party reimbursement to be made directly to Boice Counseling. If payment is made directly to the subscriber by a third party, I shall be held responsible for the full charge for Service. I further agree that if insurance coverage terminates or benefits do not cover services in full, I shall be responsible for payment based on Boice Counseling’s sliding fee scale for the remaining balance. I agree to pay fees or insurance co-pay at the time of Service and that Boice Counseling reserves the right to reschedule my appointment if I am not prepared to pay my fee. I am aware the Boice Counseling reserves the right to charge for failed appointments if I do not cancel my appointments 48 hours in advance and add a late fee if I do not pay at time of service. 
I certify that the above information is correct and if any information changes, I will inform Don Boice immediately.

	Signature:
	Date:

	Witness' Signature:
	Date:


Welcome to Boice Counseling
572 Titus Avenue, Rochester, NY 14617
 (585) 802-1273

Please take a few moments to fill out the following. Please note that insurance requires us to ask 90% of the questions on this form. If you are not using insurance, fill out as much as you would like and talk to Don about the rest. (Please use more paper if you need more room to write.)

Client Full Name: __________________________Phone #_____________________

Alternate Phone # in case of emergency _______________________________________

Address____________________________  Zip Code___________ Email ____________
Can we leave a message at both numbers? __No __Yes  ___If no, which is okay? ______

How did you hear about Boice Counseling? __Internet  ___Training  __Newspaper ___Pastor  ___Friend ___Physician   ___Other    (please explain)

Who referred you: ________________________

What brings you to counseling at this time? (Coming as a couple? It is best to let your partner know this before the session- no surprises or secrets, please.)
What do you hope to see as a result of counseling? (Goals)
1
2

How many sessions are you anticipating it will take to complete counseling? ______

Boice Counseling can help in several different ways:

Are you interested in reading/completing a couples workbook, downloading an MP3 on managing anger or listening to a CD on applied anger management concepts? __Yes _No

Are you interested in reading more articles on the topic that brings you to counseling? __Yes __No

Ethnicity: (you may check more than one)

Caucasian/White    _____

African American/Black _____

 Hispanic/Latino               _____

Native American             _____  

Asian                               _____
Other                               _____

RELEVANT PAST OR CURENT COUNSELING/TREATMENT: 
__I have not had any  
What year? Counselor’s name? Issues addressed? Any formal diagnosis?
What worked well for you in counseling? What did not work well?

 History of physical or sexual abuse __No  ___Yes (if yes, please explain to Mr. Boice)

History of mental illness (including anxiety and depression) in your family  __No  ___Yes (if yes, please explain to Mr. Boice) 

IS THERE ANYTHING ABOUT YOUR CULTURAL BACKGROUND THAT MAY INFLUENCE YOUR NEEDS IN COUNSELING?: __No  ___Yes (please explain)
CLIENT'S STRENGTHS AND FAMILY, WORK, OR INFORMAL SUPPORTS:

(name/list who is supportive in your: family, friends, co-workers etc.) 

What do you see as some of your strengths? 

WHAT MIGHT YOUR FAMILY NEED IN ORDER FOR YOU TO BE SUCCESSFUL IN COUNSELING? 

What might get in your way of achieving success in counseling? (Transportation, money, time, family, stigma, not sure if now is the right time for counseling etc.)

WHAT ARE YOUR HEALTH RELATED NEEDS, INCLUDING HISTORY OF CURRENT SUBSTANCE ABUSE, IF RELEVANT: 

Per your insurance provider, notes are to be sent to your physician informing her/him of your condition, course of action, progress and completion of counseling. We will sign a release of information for your physician.

___I do not want you to send information to my physician
Primary Care Physician Name ________________________________

Address of Dr.___________________ Zip ______Phone number of Dr.______________

The last physical exam by my doctor was _______________________(date)

My last operation was   ____________________(type)      ____________(date)  ___None

Past medical conditions not now of concern include: _________________________      
Current Medication(s)

Dosage


Prescribed by
    For what condition?

1___________________
_____


____________   ______________

2___________________
_____


____________   ______________

Are you taking all prescribed medication, as prescribed? ___Yes   __No If no, please explain
Allergies or adverse reactions to medications or other substances: ___Yes   __No  If yes, please explain: 



Any other allergies? ___Yes   __No If yes, please explain:

How much sleep do you average? _______________________ Are you satisfied with the quantity and quality of your sleep? ___Yes   ___No
Alcohol and Other Drugs
If you would like to get into formal treatment for addiction, talk with Mr. Boice about ways to do that. 
Per insurance, please let Mr. Boice know which drugs (alcohol, nicotine and caffeine are drugs, too) you have ever used, how much and how frequently and which drugs you currently use.

Caffeine __Yes __No  How much?    

Nicotine __Yes __No  How much?

Alcohol   __Yes __No  How much?   

Marijuana __Yes __No  How much?   

Speed __Yes __No  How much?   

Cocaine __Yes __No  How much?   

Other
(What)______________   How much?

Do you have a family history of alcohol / drug dependence? __Yes __No       Who?
What other information would you like Mr. Boice to know about you? 

Hipaa- Please note that I have my Hipaa form available both on line (www.boicecounseling.com) and in hard copy. Please let me know which way you would like to read it.

I have read and been offered the Hipaa form. ___Yes __No
________________________________________________

Signature




Date

_________________________________________________

Witness Signature



Date

Please sign below (and your initials on the line) if you are okay with _____e-mail communication, _____text message and having your first name and part of your last name and phone number on an ________on-line scheduler (Google)

Client signature_____________________________________
 Date _____________

_________________________________________________

Witness Signature



Date

Boice Counseling 572 Titus Avenue    Rochester, New York 14617  Tel. (585) 802-1273
CONSENT TO RELEASE/RECEIVE INFORMATION

NAME:                                                                           ID/ D.O.B.: _________________  

I hereby authorize Don Boice of Boice Counseling to release or obtain information about me on an as needed basis and use my individually identifiable information as described below. I understand that if the organization to receive the information is not a health plan or health care provider, the released information may no longer be protected by federal privacy regulations. 

Permission is hereby given to: Don Boice, of Boice Counseling
Release information to and from: Name/Contact: Primary Care Physician_(name)__
____
          Address/Phone number:_____________________________________________________


Specific type of information to be disclosed: Presence, Progress in Counseling, Discharge Status

The purpose and need for such disclosure: Continuity of Care  

Release to and Obtain Information from:  Name/Contact: Previous Counselor_____________  
Address/Phone Number: _________________________________________

Specific type of information to be disclosed: Dates seen, therapeutic interventions and responses, including source of clinical data, Discharge Status 

The purpose and need for such disclosure: Continuity of Care  

I understand that my health care and the payment for my health care will not be affected if I do not sign this form.   I understand that I may see and copy the information described on this form after I sign it. I understand I may revoke this consent at any time and that in any event, this consent expires automatically as described below.   

Others may intercept e-mail without either party knowing this has happened. Boice Counseling will do everything in its power to keep the e-mail confidential. If you would like to communicate via e-mail, please write your e-mail address here: ____________________________
Specify the date when this consent expires: 
___/____/ ____ 
( DD/MM/YYYY) 

I understand that I may revoke this authorization at any time by notifying the organization in writing, but if I do it will not have any affect on any actions they took before they received the revocations.   REGULATIONS PROHIBIT DISCLOSURE OF THIS INFORMATION WITHOUT YOUR SPECIFIC WRITTEN CONSENT.

______________________________________________________________________________

XXClient or guardian signature*                                                                                 
   Date






____         





 Witness 
                                                                                                                 Date

Contact Person: Don Boice      Phone #: 802-1273  * You may refuse to sign this authorization*

______________________________________________________________________________________
CANCELLING RELEASE OF INFORMATION

I hereby cancel my authorization to release the information outlined on this form.

	
	
	
	
	

	Client Signature
	
	Date
	
	


	

	Witnessing Signature
	
	

	
	
	Date


HIPPA Statement 

All personal disclosures must be honored and accorded the respect they deserve . I very carefully safeguard the confidentiality of all information disclosed to me in my professional capacity. 

Here is the statement of my Privacy Policy as required by federal law:

Don Boice, LCSW,-R
New York  License R057752
572 Titus Avenue
Phone number 585 802-1273

e-mail address donboice@boicecounseling.com
 NOTICE OF Don Boice, LCSW-R  PRIVACY PRACTICES
AS REQUIRED BY THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPPA)

I. WHAT THIS NOTICE IS
This notice explains how, when, and why I use and disclose to others information that my clients may disclose to me in the course of psychotherapy. It also describes how clients can get access to this information. I am legally required to provide clients with this notice about the practices I follow to safeguard their privacy. Federal and New York laws require me to follow the practices described in this notice.

"Protected information" as used in this document includes any documents that can be used to identify a client that have been created or received about that client's past, present, or future health or condition, the provision of mental health care to the client, or payment for this mental health care. A "use" of such information occurs when it is shared, examined, utilized, applied, or analyzed; protected information is "disclosed" when it is released, transferred, given to, or otherwise divulged to a third party.


II. LEGAL SAFEGUARDS
I am legally required by both federal and New York laws to safeguard the privacy of anything that a client may disclose in the course of psychotherapy as well as the fact that that the client is receiving psychotherapy.

THE CONFIDENTIAL NATURE OF PSYCHOTHERAPY IS VERY IMPORTANT TO ME, AND I WILL DO EVERYTHING I CAN REASONABLY DO TO ENSURE THAT WHAT CLIENTS DISCLOSE TO ME WILL NOT BE REVEALED TO ANYONE ELSE WITHOUT THEIR EXPRESS WRITTEN PERMISSION.

By law I may not use or disclose any more of a client's protected information than is necessary to accomplish the purpose for which the use or disclosure is made. While I am legally permitted to disclose protected information in certain instances (see III below), I will make a reasonable effort to obtain a client's written consent for any such disclosure before making it and will not disclose information about a client without the client's consent except in situations involving emergencies or instances in which reporting of certain information is legally mandated (see III.1 below).

I have the right to change the terms of this notice and my privacy policies at any time. Any changes will apply to protected information on file with me already. Before I make any important changes to my privacy policy, I am required to promptly change this notice and make a new copy of it available in my office. A copy of this notice may be obtained from me, or a copy of it may be viewed in my office.


III. HOW I MAY USE AND DISCLOSE CLIENTS' PROTECTED INFORMATION
1. Limits On the Use of Protected Information
While I can legally disclose protected information in the instances detailed below, I will attempt to secure the client's written consent prior to any disclosure I might make. If a client chooses to sign an authorization allowing me to disclose protected information, the client can at any later time revoke such authorization and stop any future uses and disclosures (to the extent that action taken in reliance on such authorization has not already occurred) of protected information by me. Although other health care providers are required to adhere to the same standards for confidential communication of protected information, clients should be aware that I have no control over how others may use information that has been disclosed to them.

The only exceptions to my obtaining a release prior to the disclosure of information about a client are:

A. An emergency situation in which the duty to ensure the safety of the client or others must take precedence over the obligation to safeguard privacy. This includes instances in which I perceive a serious threat of violence or suicide as well as medical emergencies.

B. I am legally required to make a report to designated authorities if I believe a child, dependent adult, or elder is being abused or neglected or is in danger of abuse or neglect. I will, however, inform the affected client of any such disclosure if I can reasonably do so.


2. Ways in which I may use clients' protected information
A. For treatment
I can legally disclose a client's protected information to physicians, psychiatrists, psychologists, and other licensed health care providers who provide the client with health care services or are involved in the client's care. For example, if a client is being treated by a psychiatrist, information that I have about the client may be disclosed to the psychiatrist in order to coordinate care. However, except for emergencies, I will secure the client's written consent before contacting another treatment provider with information about her/him.


B. To obtain payment for treatment
I can use and disclose protected information to bill and collect payment for the treatment and services provided by me. For example, protected information may be given to a client's insurance company or health plan to get paid for the services that have been provided. If an insurance company or other third party will be paying for a client's psychotherapy, I will routinely obtain the client's written consent via signature on the billing form at the start of treatment.


C. Other disclosures
I may disclose protected information to others without client consent in certain situations. For example, consent is not required if a client needs emergency treatment, so long as a reasonable attempt is made to get consent after treatment is rendered, or an attempt is made to get consent but the client is unable to communicate (for example, if a client is unconscious or in severe pain) and I think that the client would consent to such treatment if s/he were able to do so.


3. Certain Uses and Disclosures Do Not Legally Require Client Consent
A client's protected information may be legally disclosed without the client's consent or authorization for the reasons listed below. However, I will not do so without express written consent except in emergency situations and instances in which disclosure is legally mandated.

A. When disclosure is required by federal, state or local law; judicial or administrative proceedings; or, law enforcement.
For example, disclosure may be made to applicable officials when a law requires reporting information to government agencies and law enforcement personnel about victims of abuse or neglect; or when ordered in a judicial or administrative proceeding. In such instances I will make a reasonable effort to inform the client of the necessity of the disclosure. If I am subpoenaed to disclose information about a client, I will make a reasonable effort to safeguard the confidential nature of psychotherapeutic communication.

B. Disclosures to family, friends, or others
I will always seek client consent to provide information about the client to a family member, friend, or other person who the client indicates is involved in his/her care or the payment for her/his psychotherapy. In emergency situations the opportunity to consent may legally be obtained retroactively.

C. For public health activities
For example, in the event of death, a report may have to be made to the county coroner.

D. For health oversight activities
For example, information may be provided to assist a government entity in conducting an investigation or inspection of a health care provider or organization.

E. To avoid harm
In order to avoid a serious threat of harm to a client or others, protected information may be provided to law enforcement personnel or other persons who are in a position to prevent or lessen such harm.

F. For workers' compensation purposes
Information may be disclosed in order to comply with workers' compensation laws. I will, however, seek to secure the client's release for any such disclosure

G. Appointment reminders and health related benefits or services
I may provide appointment reminders (via, for example, phone messages or mail) or give a client information about treatment alternatives, or other health care services or benefits. Clients have the right to specify how I may contact them for such purposes (see IV.B below)

IV. LEGAL RIGHTS REGARDING CLIENTS' PROTECTED INFORMATION
A. The Right to Request Limits on Uses and Disclosures of Information
Clients have the right to ask that I limit the use and disclosure of their protected information beyond the limits specified in this notice. Such a request will given due consideration, but I am not legally required to accept it. By law, clients may not limit the uses and disclosures that I am legally required or permitted to make. If I accept the request, I will put the requested limits in writing and abide by them except in emergency situations.

B. The Right to Choose How I Send Protected Information
Clients have the right to ask that information be sent to them at an alternate site (for example, sending information to a work address or telephone rather than home mail or an answering machine) or by alternate means (for example, e-mail instead of regular mail). I must agree to the request so long as I can readily provide the information in the format requested.

C. The Right to See and Get Copies of Protected Information
In most cases, clients have the right to look at or get copies of the information about them that I have, but the request must be made in writing. If I don't have the information but know who does, I will tell the client how to get it. I will within 5 days of receiving a client's written request. In certain situations, I may deny the request. If I do, I will tell the client, in writing, my reasons for the denial and explain the client's right to have my denial reviewed. Instead of providing the information requested, I may provide a summary or explanation of the protected information as long as the client has agreed to that in advance.

D. The Right to Get a List of the Disclosures I Have Made
Clients have the right to get a list of instances in which I have disclosed their protected information. The list will not include uses or disclosures that the client has already consented to, such as those made for treatment, payment, or health care operations, those made directly to, or to the client's family. I will respond to a request for an accounting of disclosures within 60 days of receiving the request. The list I will give the client will include disclosures made in the last six years unless a shorter time is requested. The list will include the date of the disclosure, to whom protected information was disclosed (including their address, if known), a description of the information disclosed, and the reason for the disclosure. The list will be provided at no charge to the client, but if more than one request is made in the same year, I may charge a reasonable cost based fee for each additional request.

E. The Right to Correct or Update Protected Information
If a client believes that there is a mistake in the information I have about him/her or that a piece of important information is missing, the client has the right to request that I correct the existing information or add the missing information. The request and the reason for the request must be presented in writing. I will respond within 5 days of receiving the request to correct or update protected information. I may deny the request in writing if the protected information is (i) correct and complete, (ii) not created by me, (iii) not allowed to be disclosed, or (iv) not part of my records. My written denial will state the reasons for the denial and explain the client's right to file a written statement of disagreement with the denial. If the client chooses not to file such a statement, the client has the right to request that the original request and my denial be attached to all future disclosures of the protected information. If I approve the request for a change, I will make the change to the protected information, tell the client that I have done it, and tell inform any others that may need to know about the change.

F. The Right to Get This Notice by E-Mail
Clients have the right to get a copy of this notice by e-mail. Even if a client has agreed to receive this notice via e-mail, the client also has the right to request a paper copy of it.


V. HOW TO COMPLAIN ABOUT MY PRIVACY PRACTICES
If a client thinks that I may have violated her/his privacy rights, or disagrees with a decision I have made about access to his/her protected information, the client may file a complaint with me. A written complaint may also be sent to the Secretary of the Department of Health and Human Services at 200 Independence Avenue S.W., Washington, D.C. 20201. I will take no retaliatory action against a client for who files a complaint about my privacy practices.


VI. PERSON TO CONTACT FOR INFORMATION ABOUT THIS NOTICE OR TO COMPLAIN ABOUT MY PRIVACY PRACTICES
If anyone has any questions about this notice or any complaints about my privacy practices, or would like to know how to file a complaint with the Secretary of the Department of Health and Human Services, please contact me, Don Boice, at 572 Titus Avenue, Rochester, NY  14617 or by email at donboice@boicecounseling.com. 

VII. EFFECTIVE DATE OF THIS NOTICE
This notice went into effect on September 1, 2004. 

