

  REGENERATION COUNSELING 

      

CAROLYN A. RAPORT M.S., LMFT
   133 Melissa St.,      

                      

             



                  LF00002579
  Camano Island, WA 98282    
  (425) 923.4524

____________________Client Information and Policy Agreement____________________
CLIENT INFORMATION

Client’s Name: ____________________________________________________   Date of Birth: _______________ Age: _______ 
Sex:   FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female           Marital Status:  FORMCHECKBOX 
 Single   FORMCHECKBOX 
  Married   FORMCHECKBOX 
 Separated   FORMCHECKBOX 
 Divorced   FORMCHECKBOX 
 Widowed  FORMCHECKBOX 
 Student

Home Address: _______________________________________________________State_________________Zip_____________
Home Phone: (___)__________________Cell Phone(____)______________Driver’s License Number: _____________________
Employer (School, if student): ___________________________________ Work/School Phone: (________)__________________

Employer/School Address: ___________________________________________________________________________________

PARENT/SPOUSE INFORMATION

Parent/Spouse Name: ____________________________________________________ Date of Birth: ___________ Age: _______ 

Home Address If Different: ______________________________________________State_________________Zip____________
Home Phone: (___)__________________Cell Phone(____)______________Driver’s License Number: _____________________

Employer (School, if student): ___________________________________ Work/School Phone: (________)__________________

Employer/School Address: ___________________________________________________________________________________

RESPONSIBLE PARTY___________________________________________________________ Date of Birth: ____________
Insurance:______________________Primary Insured:__________________________ Relation: Self  FORMCHECKBOX 
  Spouse  FORMCHECKBOX 
  Child  FORMCHECKBOX 

ID #: _____________________________Group #:________________________ Plan Name:______________________________
Subscriber: ____________________________ Deductible:__________________________ Co Pay:________________________
Behavioral Health INS Contact Number ______________________________________________________________________
FEES CHARGED: The fees charged by therapists at RGC are based on hour/s scheduled. Sessions are 45 or 60 minutes, based on Insurance plans.  Longer sessions and couple/family intensives of 3 ½ hours per day for up to 5 days may be scheduled. Phone Consultations are pro-rated in 15 min segments. Assessments may require an additional minimal fee. Sliding scale fees are available based on household gross income and reduced fees are available for Small Groups and Marriage Renewal Sessions. 

APPOINTMENT CANCELATION POLICY: RGC requires that cancellations for scheduled appointments be received 24 hours in advance during regular office hours (Monday through Friday 10:00 am to 5:00pm). Your appointment time is reserved especially for you therefore you will be charged $25 for missed appointments.
FEE FOR SERVICE PAYMENT POLICY: RGC requires payment, cash or personal check, for services at the time rendered.

INSURANCE BILLING: Covered Service Fees are subject to terms, rates and provisions of billing agreements between the provider and Insurance Company.  Clients/Responsible Parties are responsible for applicable co-pay, deductibles or fees.  
I have read and understand the above stated policies of ReGeneration Counseling (RGC).

I authorize the release of any medical or other information necessary to process health insurance claims for RGC services rendered. I request payment of government benefits either to myself or the party who accepts assignment.
I also authorize payment of medical benefits to Carolyn Raport MS LMFT, as the supplier of services.

Signature of Responsible Party (required): _____________________________________________Date:_____________
Consumer Rights Statement

As a client of ReGeneration Counseling you have a right to:

· Be treated with respect, dignity, and privacy;

· Have a safe treatment setting, free from sexual exploitation or harassment;

· Receive care which does not discriminate against you, and is sensitive to your gender, race, national origin, language, age disability, and sexual orientation;

· Ask for and receive information about the therapist’s qualifications, including his or her license, education, training, experience, membership in professional groups, special areas of practice, and limits on practice;

· Have written information, before entering therapy, about fees, method of payment, insurance coverage, number of sessions the therapist thinks will be needed, substitute therapists (in cases of vacation and emergencies), and cancellation policies;

· Refuse audio or video recording of sessions;

· Refuse any test, evaluation, or proposed treatment/therapy of any kind consistent with Chapters 71.05 and 71.34 RCW;

· Refuse to answer any question or give any information you choose not to answer or give;

· Know if your therapist will discuss your case with others (for instance, supervisors, consultants, or students);

· Discuss their therapy with anyone you choose, including another therapist;

· Confidentiality, as described in Chapters 70.02, 71.05 and 71.34 RCW and regulations;

· Have any therapy procedure or method explained to you before it is used;

· Ask that the therapist inform you of your progress;

· Review your clinical record and be given an opportunity to add amendments or corrections;

· Read a copy of the therapist’s guidelines or rules about practicing therapy, such as the therapist’s code of ethics;

· If a client is ordered to be evaluated or to come to therapy by a court, however, there may be legal problems when he or she refuses assessments or treatment.

Client___________________________________________________________  Date  ________________________

Client___________________________________________________________  Date  ________________________
Client___________________________________________________________  Date  ________________________ 

Therapist_________________________________________________________ Date  ________________________
