
lient Signat re ______________________________________________________ Date ______________

arent ardian Signat re _____________________________________________  Date ______________

If  you  must  cancel  an  appointment,  please  do  so  at  least  24  hours  in  advance.  If  not,  you  will  be 
charged  $190.00  for  the  full  session.  

Insurance  – Services in this office may be covered by medical insurance plans.  However, few policies cover 100% of 

the cost.  If you request, the office staff will assist you with insurance filing, but collection of insurance claims is 
ultimately  the  insured  client’s  responsibility,  regardless  of  your  in  network  or  out  of  network  benefits.  Please 
understand you are fully responsible for the payment of all fees for services provided, regardless of the extent of any 
insurance coverage you may have .  If  the  therapist  is  not  in  network  with  the  client’s  insurance  company,  it is 
not our policy to accept any reduced rate the insurance company may offer.  Please notify LCC of any personal address 

change or changes in insurance coverage.  

Confidentiality  – All information you reveal to your therapist is confidential and will not be released to any outside 
person or agency without your written authorization.  When more than one family member is seen during a session, 
each of these legally competent individuals must sign a consent form.  There are several limitations to this which 
include: 1) if, in the therapist’s opinion, revealing the information would be necessary to prevent a person’s death or 
serious injury, 2) insurance company requests for a diagnosis and general description of services rendered, and 3) other 
circumstances where it is legally required, such as the physical or sexual abuse of a minor.  

I have read the above policies, and understand my responsible for any unpaid balance on my account.

Transforming Lives, Connecting Marriages & Families 
IMPORTANT INFORMATION FOR CLIENTS 

Welcome to Life Connection Counseling.  Please read the following information and bring any questions you 
might have to our attention. 

Fee – The fee for a 60 minute session is $190.  We request payment for all services be made at the time services are 

rendered.  It is the policy of this office to turn delinquent accounts over to a collection agency.  Only information which 
is non-clinical in nature will be given to the collection agency for this purpose. 

Telephone Calls – Our office is open Monday through Friday from 8:00 a.m. – 5:00 p.m.  After hours you may leave a 
message on our voice mail.  In the case of an emergency or life threatening event, please call 911.  

Appointments – When you make an appointment, a specific time is reserved for you.  If you are late to your 
appointment, you will be seen for the remaining portion of your reserved time.  Clients can schedule future 
appointments with the office assistant at the front desk, or through our online portal.  



!

For#further#information#regarding#this#notice,#please#contact#LCC#at#918G496G9588#!

1. The client agrees to allow this office to use their Patient Health Information (PHI) for the purpose of treatment,
payment, healthcare operations, and coordination of care.  As an example, the patient agrees to allow this office to
submit requested PHI to the Health Insurance Company (or companies) provided to us by the patient for the purpose
of payment.  Be assured this office will limit the release of all PHI to the minimum needed to satisfy insurance
company requirements.

2. The client has the right to examine and obtain a copy of the information they have provided to us, and request any
corrections or updates.  The patient may request information regarding disclosures and submit to us in writing any
further restrictions on the use of their PHI.  Our office is obligated to agree to those restrictions only to the extent
they coincide with state and federal law.

3. A client’s written consent need only be obtained one time for all subsequent care given the client in this office.

4. The client may provide a written request to revoke consent regarding release of information at any time during care.
This would not affect the use of those records for the care given prior to the written request to revoke consent, but
would apply to any care given after the request was presented.

5. For your security and right to privacy, all staff has been trained in the area of client record privacy.  We have taken all
precautions known by this office to assure your records are secure.

6. If the client refuses to sign this consent for the purpose of treatment, payment and health care operations, the
therapist has the right to refuse to give care.

I have read and understand how my Patient Health Information will be used and I agree to these policies and 
procedures.  

Patient Health Information Consent Form 

We want you to know how your Patient Health Information (PHI) is going to be used in this office and your 
rights concerning those records.  Before we will begin any health care operations, you must read and sign 
this consent form stating you understand and agree with the manner in which your records will be used.  If 
you would like to have a more detailed account of our policies and procedures concerning the privacy of 
your PHI, we encourage you to read the HIPAA NOTICE available at the front desk before signing this 
consent.  

1. The client agrees to allow this office to use their Patient Health Information (PHI) for the purpose of treatment,
payment, healthcare operations, and coordination of care.  As an example, the patient agrees to allow this office to
submit requested PHI to the Health Insurance Company (or companies) provided to us by the patient for the purpose
of payment.  Be assured this office will limit the release of all PHI to the minimum needed to satisfy insurance
company requirements.

2. The client has the right to examine and obtain a copy of the information they have provided to us, and request any
corrections or updates.  The patient may request information regarding disclosures and submit to us in writing any
further restrictions on the use of their PHI.  Our office is obligated to agree to those restrictions only to the extent
they coincide with state and federal law.

3. A client’s written consent need only be obtained one time for all subsequent care given the client in this office.

4. The client may provide a written request to revoke consent regarding release of information at any time during care.
This would not affect the use of those records for the care given prior to the written request to revoke consent, but
would apply to any care given after the request was presented.

5. For your security and right to privacy, all staff has been trained in the area of client record privacy.  We have taken all
precautions known by this office to assure your records are secure.

6. If the client refuses to sign this consent for the purpose of treatment, payment and health care operations, the
therapist has the right to refuse to give care.

I have read and understand how my Patient Health Information will be used and I agree to these policies and 
procedures.  



Date:!___________________!

CLIENT 

Last Name _________________________ First Name ________________________________ MI________ 

Address ___________________________________ City, State ___________________ Zip _____________ 

Date of Birth ____________________  Age ____________ Social Security#__________________________ 

Employer ___________________________________________  Occupation _________________________ 

Highest Education Completed ______________ Church Affiliation _________________________________ 

Phone:   Home ____________________Work ___________________ Cell __________________________ 

Contact me by: Home Number Work Number  Cell Number

Email___________________________________________ May we contact you via email:               Yes        No  

SPOUSE/PARENT/GUARDIAN 

Last Name ____________________________ First Name ____________________________ MI ________ 

Address ___________________________________City, State _______________________Zip __________ 

Date of Birth _________________ Age ______________  Social Security # __________________________ 

Employer ___________________________________________ Occupation _________________________ 

Highest Education Completed _____________ Church Affiliation ________________________________ 

Phone:   Home ____________________ Work _______________________ Cell ____________________ 

Email:_____________________________ May we contact you via email: Yes  No

INSURANCE PROVIDER: In order for us to verify your insurance,  we wi l l  need a photo copy 

of  your insurance card and driver ’s  l icense .  We wi l l  not  f i le your insurance without them.

Insurance Co.

Name: __________________________________  Policy/Group# _______________________

Owner of Policy: ____________________________________________  ID# ________________________ 

Address of Insurance Co. ________________________________________Phone # _______________ 

**Please note that  we f i le  insurance as a courtesy .  You wil l  ult imately be responsible for

your account and whatever they do not  cover according to our charges** 



____Married, Separated)  
____Remarried  
(How Long :_________) 

Please!Circle:!

arital  tat s 
____ Single, Never Married 
____ Single, Widowed    
____ Single, Divorced    
____ First Marriage    
(How Long :________) Husband’s:!1st,!2nd,!3rd,!4th!!!!Wife’s:!1st,!2nd,!3rd,!4th!

mer en  Conta t erson ot er t an o se old mem er
Name: Relations ip

ddress:__________________________________ it :_____________ State: ___________ ip: ̀
________ 

one:  Home:________________  Wor:ᴀ ___________________  ell: _____________________   

i t ional Famil  em ers  (List all c ildren  an  marriages w et er living at ome or not)

!!!!!! Name!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!Sex!!!!!Age!!!!!!!!! DOB!!!!!!!!!!!!!!!!Education!!!!!!!!!!!!!Occupation!!!!!!!!!!!!!!!Living!@!Home?!

Please list an  re ent stressf l e ents or han es hi h ha e o rre  in the last ear 
eaths of frien s or relati es  marria es  i or es  han es in or  s hool  

resi en e  h r h  et

e i al  Histor  

! ! ! ! ! ! ! !List!Any!Recent!Illness,! List!All! !
Family!Member! !Tests,!or!Hospitalizations! !!!!!!Medications!Taken! Physician!

 
 

W o re erred o  ere  ______________________________________________ 

Have o  een in co nseling t erap  previo sl  __________________________ 

W en  ________________   W om  _________________  How Long  ________________

n w at wa  wo ld o  li e t e co nselor t erapist to assist o  
_______________________________________________________________________________ 
_______________________________________________________________________________

Do yo  consider ristian Fait  to e an important reso rce  __ es __no  



redit ard arantee Form 

     N NS R D L N S

lients w o are nins red or w ose ins rance does not cover t e cost o  mental ealt  
co nseling, eca se o  ig  ded cti les or eit er limitations are personall  responsi le or 
pa ment  n  alance not paid  t e end o  t e wee  will e a tomaticall  c arged to o r 
designated card elow  is proced re will ena le o  to spread o t o r pa ments i  o  wis  
and ma e t em smaller w ile eeping o r acco nt c rrent  

   NS R N  SS NM N  

r ns rance ssignment rogram is designed to eep o r o t o  poc et e pense to a 
minim m  s a co rtes  to o , we will ill o r ealt  ins rance carrier on o r e al  and wait 

p to  da s or pa ment  lease remem er, t at o  are responsi le or pa ment  n Da  , i  
t e ill as not een paid  o r ins rance compan , we will c arge o r designated credit card 
elow or t e amo nt o  t e claim  n  pa ment made on t ese claims t erea ter will e 

immediatel  re nded to o  

R D  RD:    M   S  !!M       !!!D S !

RDH LD R S N M  _______________________________________________________ 

LL N  DDR SS __________________________________________________________

 __________________   S  __________________    _______________ 

M L DDR SS  R  R S _______________________________________

RDN M R ______________________________________________________________

 D  ______________________       HR  D  D N M R: _____________

______________________#
DATE 




