Patient Name: _________________________________________
Patient Name: ______________________________________ 

 (
Mysti
 Rainwater, Licensed Professional Counselor
11011 S 48
th
 Street, Suite 101, Phoenix, AZ 85044
www.mystirainwater.info
      ~     (480) 223-8263 Phone     ~     
counselor@mystirainwater.info
     ~     (480) 247-5705 Fax
)
 (
INSURANCE VERIFICATION WORKSHEET
(P
lease call number on insurance card for info
rmation to complete this section instead of website info
):
If you choose to use insurance/EAP benefits, it is your responsibility to complete the benefit worksheet prior to the first appointment.  The patient and/or responsible financial person is ultimately responsible to ensure that pre-certification or prior authorization is obtained prior to the initial session.
) (
PATIENT/INSURED E-MAIL: 
______________________________________________
) (
iNSURANCE/EAP PLAN NAME:  ____________________
PLAN PHONE NUMBER: ___________________________
Is counseling a covered service under my plan?     (Y)     (N)
Is preauthorization required for services?     (Y)     (N
)
  If
 yes, authorization#: _
(Box 23 above) 
_ # Sessions ________ DATE(S) __________
Is my provider considered “in network” or “out of network”?
If “out of network,” do I have “out of network” insurance benefits?
  
(Y)
 (N)
Do I have 
a co
-pay per visit?     
(Y)     
(N)   
If yes, how much do I pay at each session? $
______________
What is my deductible for counseling services? $__________
Is my deductible combined with medical or separate? ______
How much of my deductible have I met this insurance year? 
________
_
Is there a yearly session limit?     (Y)     (N)
If
 yes, # sessions allowed ______ # sessions used _________
Is my insurance based on a calendar year?     (Y)     (N)   
If no, what is my insurance year? _________________
Is there a yearly dollar limit?     (Y)     (N)   
If
 yes, how much have I used this year? _________________
Is there a limit to the number of daily/weekly sessions
?(
Y)(N)
If yes, what is the limit? ______________________________
Are there any diagnostic or billing codes my plan does not cover? ____________________________________________
To which company/address are claims to 
b
e sent?
)[image: ]

FINANCIAL AGREEMENT
If you choose to use insurance/EAP benefits, it is your responsibility to complete the benefit worksheet prior to the first appointment.  The patient and/or responsible financial person is ultimately responsible to ensure that pre-certification or prior authorization is obtained prior to the initial session.

Responsibility for Payment.   Payment is due at the time service is rendered by cash, check or debit/credit card.  If you choose to use EAP/insurance, Co-Payment will be collected at time service is rendered.  If, for any reason, insurance/EAP fails to pay for part or all service(s) provided, the balance due is to be paid by you.  Insurance does not cover supplies, books, or any charges that are incurred by late cancellations or failure to appear for a scheduled session.  Payment for services is ultimately the patient’s (or legal guardian) responsibility.  In the event any balance due is not paid as agreed, the undersigned jointly and severally agree to pay for services provided as well as reasonable collection and/or legal fees incurred by provider to collect, which will not exceed 20% of unpaid balance.

Authorization to Bill Credit/Debit or Health Savings Account Card.  The provider collects information to secure future appointments and payment (you will need to provide a valid credit or debit card other than a Health Savings Account card).  Your card will be charged only for agreed upon fees such as co-payments, co-insurance, supplies, books, phone/e-mail/chat sessions, failure to cancel charges and for charges not reimbursed by an insurance/EAP and not otherwise collected.  

Authorization to Bill Insurance.  Signing this consent authorizes the provider to release/exchange information to any individual/company/insurance carrier necessary based on information provided by client to collect payment.  The provider has agreed to discount fees with many insurance companies and employee assistance programs.  The provider will collect the appropriate co-payment and submit claims directly to your EAP/insurance.  You are responsible for co-paymentss, co-insurance, non-covered services or deductibles.  If pre-certification or prior authorization is not obtained in a timely fashion, you will be responsible for the appointment fee. Please note that these fees are adjusted accordingly by your insurance company or EAP if services are covered through contracted rate adjustment.  If your insurance company does not provide payment in a timely fashion, a statement will be provided for you.  Upon receipt of the statement, it is suggested that you contact your insurance carrier immediately to request they process your claim.  Should you receive any correspondence from your insurance company in regard to your services you must respond to that correspondence in order to have the claim processed and paid.  Insurance is considered a method of reimbursing the patient for fees paid to the provider and is not a substitute for payment.  Some companies pay fixed allowances for certain procedures and others pay a percentage of the charge.  

INFORMED CONSENT FOR CONSULTATION, COUNSELING AND/OR COACHING
Contact Agreement.  I hereby authorize the provider to contact me by any method provided on client information sheet to remind me of appointments, cancellation of appointments, or other needed information or requests, as appropriate, if necessary.  I understand that my personal information may also be exchanged with the other counselors who share office space and administrative/billing personnel

Counselor Experience, Qualifications and Style: The initial visit begins with an introduction and short consultation to ensure appropriate qualifications, experience and services are offered to meet your needs.  The provider is Licensed Professional Counselor (LPC) in the state of Arizona.  The provider sees individuals, couples, families and groups of people for the purpose of providing counseling/psychotherapy, coaching or consultation.  The provider does not prescribe medication.

The Counseling “Fit”, Relationship, Purpose, Limitations & Risks: Psychotherapy is a unique relationship (a combination of qualities similar to other professional relationships as well as qualities similar to other personal relationships).  It is imperative that you receive professional services and that the provider set necessary and appropriate boundaries.  Counseling may or may not be of benefit immediately, or may bring benefit at a later unexpected time in your life, if at all.  Treatment may appear at times to be making the situation worse rather than better.  It is important to address any concerns with the provider, however, you have the right to refuse any recommended treatment or to withdraw consent to treat and to be advised of the consequences of such refusal or withdrawal.

Treatment Process, Client Rights & Confidentiality: You have both the right and the obligation to participate in treatment planning and decisions and in the development and periodic review of progress. If there is ever a time when you believe that the provider has treated you inappropriately, it is recommended that you discuss the matter with the provider.  It is important to address any issues that might get in the way of effective treatment as soon as possible; this includes scheduling or financial issues. It is agreed that either party may discontinue services at any time; during the initial intake process or during treatment, for any reason (including failure to cancel appointments, non-compliance and non-payment), and it is agreed that discontinuation or other arrangements/referral will be made as appropriate, if necessary, in that case.  Information exchanged with the provider will remain confidential except in cases of danger to self, danger to others, abuse, neglect, court order, billing, harm to company (EAP only) or otherwise required by law.  If you choose to use a third party pay source (EAP/Insurance) the provider cannot guarantee confidentiality of such information as diagnosis and appointments.  You have a right to a copy of HIPAA NOTICE OF PRIVACY PRACTICES (federal law) and STATE OF ARIZONA CLIENT RIGHTS.  Please ask for a copy of these documents or speak to the provider if you have any questions about your privacy and confidentiality.

Appointments and Availability of services.  The provider will attempt to offer clients the ability to get the support they seek in a timely manner.  Appointment availability varies based on several factors.  Office hours range from morning to evening.  High demand appointments (after school, evenings and weekends) are likely to be sporadic in their availability.  The provider holds the right to limit scheduling of high demand appointment times to any particular client in order to meet the needs of other clients and personal responsibilities.  Regular scheduling and attendance at appointments is one of the keys to a successful outcome in counseling.  I offer flexibility in scheduling and suggest that the more flexible you can be in scheduling, the faster and more effective the treatment process will be for you.  Additionally, appointments missed or cancelled at the last minute are detrimental to your treatment and the business of the provider.  Repeated late cancellations or missed appointments will likely result in termination of treatment. If you are using benefits provided through an Employee Assistance Program, you will be directed back to your company for a referral to another counselor.  

Missed/Cancelled Appointments.  You will be billed $50.00 for missed appointments or appointments cancelled with less than 24 hours notice.

Shared Office Space.  I understand that the provider is a sole proprietor and my practice is independent from other professionals in the building, including any and all counselors that share the office space in which treatment is provided.

Client/Guardian Signature: _____________________________________________________  Date: ________________________
In the case of a minor child, I hereby affirm that I am a legal guardian of the child and that I authorize services for the child under the terms of this agreement.  I hereby authorize the provider to contact me by any method provided on client information sheet to remind me of appointments, cancellation of appointments, or other needed information or requests, as appropriate, if necessary.  I understand that all individuals with guardianship privileges have access to records.

PRESENTING PROBLEM (Briefly describe the reason you are currently seeking counseling services)
	



CURRENT SYMPTOMS (Check only those items that apply)
	
	Mild
	Moderate
	Severe
	
	Mild
	Moderate
	Severe
	
	Mild  
	Moderate
	Severe

	relationship problems
	[  ]
	[  ]
	[  ]
	appetite disturbance
	[  ]
	[  ]
	[  ]
	emotional/verbal/physical/sexual trauma victim
	[  ]
	[  ]
	[  ]

	anxiety
	[  ]
	[  ]
	[  ]
	bingeing/purging
	[  ]
	[  ]
	[  ]
	emotional/verbal/physical/sexual trauma perpetrator
	[  ]
	[  ]
	[  ]

	panic attacks
	[  ]
	[  ]
	[  ]
	laxative/diuretic abuse
	[  ]
	[  ]
	[  ]
	poor grooming
	[  ]
	[  ]
	[  ]

	phobias
	[  ]
	[  ]
	[  ]
	anorexia
	[  ]
	[  ]
	[  ]
	fatigue/low energy
	[  ]
	[  ]
	[  ]

	depressed mood
	[  ]
	[  ]
	[  ]
	hyperactivity
	[  ]
	[  ]
	[  ]
	significant weight gain/loss
	[  ]
	[  ]
	[  ]

	elevated mood
	[  ]
	[  ]
	[  ]
	aggressive behaviors
	[  ]
	[  ]
	[  ]
	obsessions/compulsions
	[  ]
	[  ]
	[  ]

	mood swings
	[  ]
	[  ]
	[  ]
	conduct problems
	[  ]
	[  ]
	[  ]
	paranoid
	[  ]
	[  ]
	[  ]

	irritability/ agitation
	[  ]
	[  ]
	[  ]
	oppositional behavior
	[  ]
	[  ]
	[  ]
	delusions
	[  ]
	[  ]
	[  ]

	guilt
	[  ]
	[  ]
	[  ]
	sexual dysfunction
	[  ]
	[  ]
	[  ]
	hallucinations
	[  ]
	[  ]
	[  ]

	grief
	[  ]
	[  ]
	[  ]
	substance abuse
	[  ]
	[  ]
	[  ]
	dissociative states
	[  ]
	[  ]
	[  ]

	hopelessness
	[  ]
	[  ]
	[  ]
	addictive behaviors
	[  ]
	[  ]
	[  ]
	somatic complaints
	[  ]
	[  ]
	[  ]

	social isolation
	[  ]
	[  ]
	[  ]
	self-mutilation
	[  ]
	[  ]
	[  ]
	suicidal thoughts
	[  ]
	[  ]
	[  ]

	poor concentration
	[  ]
	[  ]
	[  ]
	sleep disturbance
	[  ]
	[  ]
	[  ]
	homicidal thoughts
	[  ]
	[  ]
	[  ]



MENTAL HEALTH TREATMENT (Provide information about previous experiences with counseling or hospitalization)
	REASON FOR TREATMENT?
	WHEN (dates)?
	WITH WHOM AND WHERE?
	OUTCOME?

	
	
	
	

	
	
	
	

	
	
	
	



PSYCHOTROPIC MEDICATION (Provide information about current or past experiences with psychotropic medication)
	MEDICATION
	FOR TREATMENT OF:

	
	

	
	

	
	

	
	



*** CONFIDENTIAL - CONTAINS PRIVILEGED COMMUNICATIONS PROTECTED UNDER A.R.S. 32-3283  AND ***
*** FEDERAL CONFIDENTIALITY RULES (42 CFR PART 2 & 45 CFR PARTS 160 & 164)  - UNAUTHORIZED DISCLOSURE IS PROHIBITED ***
*** CONFIDENTIAL - CONTAINS PRIVILEGED COMMUNICATIONS PROTECTED UNDER A.R.S. 32-3283  AND ***
*** FEDERAL CONFIDENTIALITY RULES (42 CFR PART 2 & 45 CFR PARTS 160 & 164)  - UNAUTHORIZED DISCLOSURE IS PROHIBITED ***
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

[[1 IR PICA DI

1. MEDICARE _ MEDICAD TRICARE CHAMPVA _ GROUP FECA ‘OTHER | 1a. INSURED'S |.0. NUMBER (For Program in ltem 1)
CHAMPUS, HEALTH PLAN — BLKLUNG,
(Medicare #)[ | (Medicaid #)[ | (Sponsors ssn) [ | memverii [ ] (sSNor i) (SSN) (D)
2. PATIENT'S NAME (Last Name, First Name, Micdle Inilal) 3 PATIENTS BIRTH DATE SEX 4. INSURED'S NAME (Last Name, Firt Name, Middle Inita)
1 t M 13 r—
5. PATIENT'S ADDRESS (No., Streat) 6. PATIENT RELATIONSHIP TO INSURED 7.INSURED'S ADDRESS (No, Street)
set[ | spouse[ | chig[ | other
oY STATE | 5. PATIENT STATUS oy STATE
Single Married Other|

ZIP CODE TELEPHONE (nclude Area Code) ZIP CODE TELEPHONE (include Area Code)

FullTime —] Part-Timey ( )

( ) Employed [ | student Student
5. OTHER INSURED'S NAME (Last Name, First Name, Middle Iniial) 70. 1S PATIENT'S CONDITION RELATED TO: 71, INSURED'S POLIGY GROUP OR FEGA NUMBER
‘2 OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (Currentor Previous) a INSURED'S DATE OF BIRTH SEX
| DD |

YES NO ! i M F

. OTHER INSURED'S DATE OF BIRTH % b. AUTO ACGIDENT? PLAGE (state) |- EVPLOYER'S NAMIE R SCHOOL NAWE
i ! ! M Fi YES NO

. EMPLOYER'S NAME OR SGHOOL NAME c. OTHER ACCIDENT? . INSURANGE PLAN NAME OR PROGRAM NAME

ves NO
4. INSURANGE PLAN NAME OR PROGRAM NAME 100, RESERVED FOR LOGAL USE 0,15 THERE ANOTHER HEALTH BENEFIT PLAN?

[CJves [[Jno  iryss,retumto and complete tem 9 ac.

'READ BACK OF FORNM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
o process this claim. | also request payment of goverment benefits either to myself or o the party who acoepts assignment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize.
payment of medical beneits to the undersigned physician or supplier for
services described below.

i PREGNANCY/(LMP) !

below,
SIGNED. DATE SIGNED

. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
W D0 Y ‘ INJURY (Accident) OR GIVEFIRSTDATE MM | DD/ YV ow R e

7. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a.

17b.

NPl

8. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD A4 MM DD 044

FROM T0 |

19, RESERVED FOR LOCAL USE

20, OUTSIDE LAB? S CHARGES

ves o |

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 {o ltem 24E by Line)

R

22. MEDICAID RESUBMISSION
CODE

ORIGINAL REF. NO.

L B I B i e
23. PRIOR AUTHORIZATION NUMBER
Y TR R  E A
24. A DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E F. G, H. 1. J.
From To IPLACE OF| (Explain Unusual Circumstances) DIAGNOSIS b - ) RENDERING

MM DD Yy MM DD YY |SERVICE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan | QUAL. PROVIDER ID. #

| i | | e

boie I . 1 et

ol I O | . \ L e

! 1 ! T i is i | -

{iend O | R OO | . e

| e — SR

) i | iE L] [ dfesline

0 o ISR \ s
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. i 27. ’éﬁcggﬂ mS{g‘N NT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

| [lves NO s | s i s |

31. SIGNATURE OF PHYSICIAN OR SUPPLIER | 32. SERVICE FACILITY LOCATION INFORMATION
INCLUDING DEGREES OR CREDENTIALS. |
(I certity that the statements on the reverse.
apply to this bill and are made a part thereot.) ‘

|3a-BiLLING PROVIDER INFO & PH #

NUCC Instruction Manual available at: www.nucc.org

SIGNED DATE

APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)

PATIENT AND INSURED INFORMATION ————|<— CARRIER —)>

<

'SICIAN OR SUPPLIER INFORMATION

PHY:!





