Michele Kliewer, LPC
3128 Huoson Crossing Bldg E Suite 1
McK,vaxeg, TX F507#2
469-252-F090

Intake Inform

Name:

Address: City:

State: Zip: Cell phone:

Work phone: Home phone:

Age: Date of Birth: Marital Status:
Employer: Occupation:

Emergency Contact & Phone Number:

Name and relationship of emergency contact:

Insurance Carrier: Policy #:

Group Number:

Policy holder name & DOB (if different than patient) L
Referred by:

Permission to text appointment reminders? Yes No Ph#:

Permission to call you at work? Yes No

Permission to call you at home? Yes No

Your Email Address:

Name of Spouse or Significant Other:

Name(s) and Ages of Children:

Please list any medications you are taking at this time:

What brings you in for this visit?

Describe the problem you are experiencing which brought you in for this visit. (Next pg)



General Practitioner's Name:

Psychiatrist's Name (if applicable):

Technology Policy for Your Protection

| agree to use texting to communicate for the sole purposes of information related to
appointment times, confirming appointments, stating the need to cancel or to convey |
am running late on the way for our scheduled appointment, etc. For my protection and
confidentiality, | understand that text and email communication is not to be used to
convey clinical information.

Signature: Date:




MICHELE KLIEWER, LPC
3128 HUDSON CROSSING BLDG E SUITE 1
MCKINNEY, TX 75072
469-252-7090

Assignment of Benefits & Consent for Treatment

CONSENT FOR TREATMENT | have been informed about the services in which | and/or my child (ren) will participate

with Michele Kliewer, LPC including length of treatment, confidentiality and exceptions to confidentiality, and nature of the
treatment or other procedures. These services may include individual, group or family psychotherapy or counseling,
traditional counseling and psychological testing. | am giving consent to my voluntary participation in therapeutic groups run
by a counselor from Michele Kliewer, LPC of that if a part of my treatment plan. | understand that what is shared in group
must be kept confidential. It must not be shared outside the group with anyone unless the group as a whole gives permission.
| understand that | may decline further participation at any time. | agree that no promises have been made to me as to the
results of treatment or of any procedures. | understand that my treatment provider may have to consult with other members
of my family or consult with other specialists concerning my treatment. Initial here:

LIMITS OF CONFIDENTIALITY | understand that all information regarding this work will remain confidential and will not be
shared with others outside Stonebridge Ind Counseling Center, and other interagency approved persons or agencies without
my consent. | understand that my counselor may receive supervision for my case and may need to discuss information about
my case with the supervisor. | also understand that there are conditions under which this confidentiality must be broken and
information be shared with the appropriate individuals. These conditions are as follows: a. If there is suspicion that a child is
being abused; b. If there is evidence of physical abuse of elder or dependent adult; c. If | am making serious physical threats
against others or myself. | understand that in cases of medical emergency, information sufficient to resolve the situation may
be disclosed to emergency personnel, and | will be informed of this disclosure as soon as feasible. Initial here:

| understand that Michele Kliewer, LPC, is committed to protecting my health information and that they follow the HIPAA
guidelines for disclosing and protecting my PHI (private health information). | understand that a full copy of the HIPAA rules
and regulations will be provided to me upon my request. Initial here:

FINANCIAL AGREEMENT | assign payment of all insurance benefits under all existing insurance policies to Michele Kliewer,
LPC. In the event that services are provided and are not covered by my insurance plans, | will be responsible for payment for
these services. | understand that RCM Billing and Consulting submits claims directly to my insurance company on my

behalf. | understand that | AM RESPONSIBLE TO INSURE THAT CLAIMS ARE PAID BY MY

INSURANCE Initial here:

| understand that my co-payment, coinsurance and or deductibles are due at the time services are rendered. | understand
that my insurance plans may have certain limitations on mental health benefits in the form of pre-certification, number of visits
allowed or dollar amount per policy year as well as lifetime maximum benefits. | agree to accept full responsibility for charges
once limitations have been reached. At any time during treatment, should | or my child(ren) become ineligible for

insurance coverage, | will notify Michele Kliewer, LPC and understand that | will become responsible for 100% of the bill.

| understand that, either late cancellation (less than 24-hours notice prior to the appointment time) or a “No Show” to a
scheduled appointment will result in my being charged a $75.00 fee, due and payable before my next scheduled
appointment. Exceptions will be given in cases of extreme emergencies or inclement weather. Your insurance plan does not
pay for this fee. Initial here:

| understand that | am financially responsible for all charges whether or not paid by said insurance. Unless specific
arrangements are made in advance a delinquent account (over 60 days past due) will result in my account being turned over
to collections. If referred to collections, Michele Kliewer, LPC reserves the right to charge a 30% collection fee. If | pay for
services with a personal check, | understand that | will be charged a $25.00 returned check fee, if my check is returned by my

financial institution/bank.

ASSIGNMENT OF BENEFITS | authorize Michele Kliewer, LPC to release any or all information pertinent to my treatment to
my insurance companies for reimbursement and | hereby assign payment directly to Michele Kliewer, LPC.

Signature of Patient/Parent or Guardian if Minor Child Date



Michele Kliewer, LPC
3128 Huoson Crossing Bldg € Suite 1
MeKinney, TX #5072
469-252-F090

HIPAA PRIVACY NOTICE

This notice describes how medical information about you may be used and disclosed and how
you can obtain access to this information. Please review carefully.

Introduction

Michele Kliewer, LPC is required by law to maintain the privacy of your Protected Health
Information (PHI). This notice provides you with information about your rights and my legal
duties and privacy practices with respect to the privacy of PHI. “Protected Health Information”
includes any identifiable information that | obtain from you or others that relates to your physical
or mental health, the healthcare you have received, or payment for your healthcare. This notice
also discusses the uses and disclosures | will make of your PHI. | must comply with the
provisions of this notice, although | reserve the right to change the terms of this notice and to
make the revised notice effectively for all PHI | maintain at that time. In the evet that the notice
is changed, a new notice will be given to you at the time of your next appointment. You may
request a copy of my Notice at any time.

Uses and Disclosures of Protected Health Information: Your protected health information
may be used and disclosed by our organization, our office staff and others outside of our office
that are involved in your care and treatment for the purpose of providing health care services to
you, to pay your health care bills, to support the operation of the organization, and any other use
required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or
manage your health care and any related services. This includes the coordination or
management of your health care with a third party. For example, we would disclose your
protected health information, as necessary, to a home health agency that provides care to you.
For example, your protected health information may be provided to a physician to whom you
have been referred to ensure that the physician has the necessary information to diagnose or
treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your
health care services. For example, obtaining approval for equipment or supplies coverage may
require that your relevant protected health information be disclosed to the health plan to obtain
approval for coverage.

Healthcare Operations: \We may use or disclose, as-needed, your protected health information
in order to support the business activities of our organization. These activities include, but are
not limited to, quality assessment activities, employee review activities, accreditation activities,
and conducting or arranging for other business activities. For example, we may disclose your
protected health information to accrediting agencies as part of an accreditation survey. We may
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also call you by name while you are at our facility. We may use or disclose your protected health
information, as necessary, to contact you to check the status of your equipment.

We may use or disclose your protected health information in the following situations
without your authorization: as Required By Law, Public Health issues as required by law,
Communicable Diseases, Health Oversight, Abuse or Neglect, Food and Drug Administration
requirements, Legal Proceedings, Law Enforcement, Criminal Activity, Inmates, Military Activity,
National Security, and Workers’ Compensation. Required Uses and Disclosures: Under the law,
we must make disclosures to you and when required by the Secretary of the Department of
Health and Human Services to investigate or determine our compliance with the requirements of
Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only with Your
Consent, Authorization or Opportunity to Object, unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your
physician or this organization has taken an action in reliance on the use or disclosure indicated
in the authorization.

Your Rights: Following is a statement of your rights with respect to your protected health
information.

You have the right to inspect and copy your protected health information. Under federal
law, however, you may not inspect or copy the following records; psychotherapy notes;
information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative
action or proceeding, and protected health information that is subject to law that prohibits
access to protected health information.

You have the right to request a restriction of your protected health information. This
means you may ask us not to use or disclose any part of your protected health information for
the purposes of treatment, payment or healthcare operations. You may also request that any
part of your protected health information not be disclosed to family members or friends who may
be involved in your care or for notification purposes as described in this Notice of Privacy
Practices. Your request must state the specific restriction requested and to whom you want the
restriction to apply.

Michele Kliewer is not required to agree to a restriction that you may request. If | believe it is in
your best interest to permit use and disclosure of your protected health information, your
protected health information will not be restricted. You then have the right to use another
Healthcare Professional.

You have the right to request to receive confidential communications from us by
alternative means or at an alternative location. You have the right to obtain a paper copy of
this notice from us, upon request, even if you have agreed to accept this notice alternatively,
e.g., electronically.

You may have the right to have our organization amend your protected health
information. If we deny your request for amendment, you have the right to file a statement of
disagreement with us and we may prepare a rebuttal to your statement and will provide you with

a copy of any such rebuttal.



You have the right to receive an accounting of certain disclosures we have made, if any,
of your protected health information.

We reserve the right to change the terms of this notice and will inform you by mail of any
changes. You then have the right to object or withdraw as provided in this notice.

Complaints: You may complain to us or to the Secretary of Health and Human Services if you
believe your privacy rights have been violated by us. You may file a complaint with us by
notifying our privacy contact of your complaint. We will not retaliate against you for filing a
complaint.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our
legal duties and privacy practices with respect to protected health information. If you have any
questions concerning or objections to this form, please ask to speak with Michelle Williams in
person or by phone at 616-450-3360.

Associated companies with whom we may do business, such as an answering service or
delivery service, are given only enough information to provide the necessary service to you. No
medical information is provided. We welcome your comments: Please feel free to call us if you
have any questions about how we protect your privacy. Our goal is always to provide you with
the highest quality services.

Signature: Date:




MICHELE KLIEWER, LPC
3128 HUDSON CROSSING BLDG E SUITE 1
MCKINNEY, TX 75072
469-252-7090

Office Information & Payment Policy

Welcome to my office. | hope that your visits here will be helpful. Please read what follows
carefully, as it will help you use my services more effectively and feel free to ask any questions you
may have.

I am a licensed professional therapist providing services to help people resolve personal,
relationship, family and work problems.

Office Hours: Hours by appointment. Calls will be answered by voicemail, if | am unavailable,
please leave a message and | will return your call as soon as possible. Text messages requesting
an appointment will also be returned by text or phone call.

Emergencies: In the event that emergency services are required and you are unable to reach me,
please call 911 or go to your nearest emergency room.

Cancellations: If you are unable to make a scheduled appointment, please cancel 24 hours in
advance to avoid being charged for a missed appointment. A late fee of $75.00 will assessed if
your appointment is not cancelled within 24 hours.

Vacations: | will let you know in advance about scheduled absences from my office. Should an
emergency arise in my absence and you are unable to reach me by text or phone, please contact
the emergency number listed above or call my voicemail for the name and number of the
designated on-call therapist stated in my ‘out of the office voicemail’ at that time.

| have read and understand the material above and have been given a copy of this form. | also
acknowledge the material above and have been given a copy of this form. | also acknowledge
receipt of copy of the HIPAA Privacy Information.

Patients signature: Date:

Payment Policy

| understand that if insurance is being used, my co-payment and/or deductible is due when
services are rendered. If | am a cash patient, | understand that all charges are due and payable
when services are rendered.

| also understand that | am responsible for payment of all sessions scheduled, unless cancelled at
least 24 hours in advance. If | fail to cancel my appointment 24 hours in advance, | will be
responsible for the $75.00 “no show/late cancellation” fee.

| am a cash patient: | agree to pay $ per session.

Patients signature: Date:




Michele Kliewer, LPC
3128 Hudson Crossing Bldg € Suite 1
Mc}ammeg, TX #507#2
469-252-7090

PATIENT RIGHTS & CONSENT TO TREATMENT

Persons seeking services are assured of these basic rights:

% The right to fully participate in treatment planning.

“ The right that all information and participation in treatment will remain confidential and
privileged and may be released only as authorized by law or with the patient's written
consent. Treatment information may also be used for purposes of professional
consultation, which is also held as confidential by consultants.

Exceptions to this right are:

1. When a person is a danger to himself or herself;
2. When a person is a danger to others or
3. When there is unreported child or elder abuse,

In which case, notification of proper authorities must take place by law. Other exceptions include
cases when the patient's therapist or patient’s records are subpoenaed by a court of law.

“ The right to be informed in advance of charges for services.

% The right to all available services without discrimination because of race, creed, color, sex,
age, handicap or national origin.

% The right to referral to other providers of mental health services.

| have read the above patient rights or have had them read to me. | fully understand my rights as a
patient of Michele Kliewer, LPC including the right to and limitations of confidentiality. | hereby
request services from Michele Kliewer, LPC.

Signature: Date:




STONEBRIDGE

INDEPENDENT COUNSELING CENTER

3128 Hudson Crossing Bldg E Suite 1
McKinney TX 75070
469-252-7090

24 Hour Cancellation Policy

We realize that emergencies and other scheduling conflicts arise and are sometimes
unavoidable. However, advance notice allows us to fulfill other patient’s scheduling needs
and keeps the counseling center operating at it's most efficient level. Missed appointments
are a significant inconvenience to your counselor, and other clients.

This policy is in place out of respect for our therapist AND our clients. Cancellations with less
than 24 hours’ notice are difficult to fill. By giving last minute notice or no notice at all, you
prevent someone else from being able to schedule into that time slot and leave a 60-minute
hole in your therapist's schedule.

1. Please provide our office with 24-hour notice to change or cancel an appointment. Clients
who do not attend a scheduled appointment or do not provide 24-hour notice to change a
scheduled appointment will be charged for the session reserved. (48 hours or more notice is
preferred if possible)

2. We reserve your appointment time just for you. 24-hour notice allows us to offer that time
to other clients.

NOTE: You will never be charged for a cancellation if it is made more than 24 hours in
advance of your scheduled appointment time.

Thank you for providing our office and our clients with this courtesy!

I , understand this policy and authorize Stonebridge Independent
Counseling Center to keep my credit card provided on file (encrypted and secure) and to be drafted
only when services are rendered, or in situations where a 24-hour cancellation notice or no-show has
occurred.

| authorize the above named business/counselor to charge the credit card indicated in this
authorization form according to the terms outlined above. If the above noted payment dates fall on a
weekend or holiday, | understand that the payments may be executed on the next business day. |
understand that this authorization will remain in effect until | cancel it in writing, and | agree to notify
the business in writing of any changes in my account information or termination of this authorization at
least 15 days prior to the next billing date. This payment authorization is for the type of service
indicated above. | certify that | am an authorized user of this credit card and that | will not dispute the
scheduled payments with my credit card company provided the transactions correspond to the terms
indicated in this authorization form.

Print Name:

Signature Date



STONEBRIDGE

INDEPENDENT COUNSELING CENTER

3128 Hudson Crossing Bldg E Suite 1
McKinney TX 75070
469-252-7090

Billing Address City, State, Zip

Phone# Email

Account Type: [ Visa [0 MasterCard [  Discover [J American Express

Cardholder Name

Account Number Expiration Date

CVV (3-digit number on back of card)

SIGNATURE DATE
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STONEBRIDGE

INDEPENDENT COUNSELING CENTER

TELETHERAPY CONSENT FORM (REQUIRED IN THE EVENT TELEHEALTH IS
NECESSARY)

Definition of Services:

Telehealth Informed Consent Form |, , (client’s name) hereby
consent to engage in telehealth with as part of my psychotherapy. |
understand that “telehealth” includes the practice of health care delivery, diagnosis,
consultation, treatment, transfer of medical data, and education using interactive audio, video,
or data communications. | understand that telehealth also involves the communication of my
medical/mental information, both orally and visually, to health care practitioners located in
Texas. Teletherapy has the same purpose or intention as psychotherapy or psychological
treatment sessions that are conducted in person. However, due to the nature of the technology
used, | understand that teletherapy may be experienced somewhat differently than face-to-face
treatment sessions. Technology, which can include consultation, treatment, transfer of medical
data, emails, telephone conversations and/or education using interactive audio, video, or data
communications. | also understand that teletherapy involves the communication of my
medical/mental health information, both orally and/or visually.

Client’s Rights, Risks, and Responsibilities
| understand that | have the following rights with respect to telehealth:

(1) | have the right to withhold or withdraw consent at any time without affecting my right to
future care or treatment nor risking the loss or withdrawal of any program benefits to which |
would otherwise be entitled.

(2) The laws that protect the confidentiality of my medical information also apply to telehealth.
As such, | understand that the information disclosed by me during the course of my therapy is
generally confidential. However, there are both mandatory and permissive exceptions to
confidentiality including, but not limited to: reporting child, elder, and dependent adult abuse;
expressed threats of violence towards an ascertainable victim; and where | make my mental or
emotional state an issue in a legal proceeding. | also understand that the dissemination of any
personally identifiable images or information from the telehealth interaction to researchers or
other entities shall not occur without my written consent.

(3) | understand that there are risks and consequences from telehealth. These may include, but
are not limited to, the possibility, despite reasonable efforts on the part of my psychotherapist,
that:

e The transmission of my medical information could be disrupted or distorted by technical

failures;
e The transmission of my medical information could be interrupted by unauthorized

persons;



e The electronic storage of my medical information could be accessed by unauthorized
persons and/or misunderstandings can more easily occur, especially when care is
delivered in a telecommunications manner.

In addition, | understand that telehealth-based services and care may not yield the same results
nor be as complete as face-to-face service. | also understand that if my psychotherapist
believes | would be better served by another form of psychotherapeutic service (e.g. face-to-
face service), | will be referred to a psychotherapist in my area who can provide such service.
Finally, | understand that there are potential risks and benefits associated with any form of
psychotherapy, and that despite my efforts and the efforts of my psychotherapist, my condition
may not improve and in some cases may even get worse.

(4) | understand that | may benefit from telehealth, but results cannot be guaranteed or assured.
The benefits of telemedicine may include but are not limited to: finding a greater ability to
express thoughts and emotions; transportation and travel difficulties are avoided; time
constraints are minimized; and there may be a greater opportunity to prepare in advance for
therapy sessions.

(5) I understand that | have the right to access my medical information and copies of medical
records in accordance with Texas state law.

(6) | understand that if | need emergency mental health services, | should contact my local
emergency room and/or call 911. If | am experiencing an emergency situation, | understand
that | can call 911 or proceed to the nearest hospital emergency room for help. If | am having
suicidal thoughts or making plans to harm myself, | can call the National Suicide Prevention
Lifeline at 1.800.273.TALK (8255) for free 24 hour hotline support. Clients who are actively at
risk of harm to self or others are not suitable for teletherapy services. If this is the case or
Clients who are actively at risk of harm to self or others are not suitable for teletherapy services.
If this is the case or becomes the case in future, my therapist will recommend more appropriate
services.

(7) | understand that there is a risk of being overheard by anyone near me if | am not in a private
room while participating in teletherapy. | am responsible for (1) providing the necessary
computer, telecommunications equipment and internet access for my teletherapy sessions, and
(2) arranging a location with sufficient lighting and privacy that is free from distractions or
intrusions for my teletherapy session. It is the responsibility of the psychological treatment
provider to do the same on their end.

(8) | understand that dissemination of any personally identifiable images or information from the
telemedicine interaction to researchers or other entities shall not occur without my written
consent.

| have read and understand the information provided above. | have discussed it with my
psychotherapist, and all my questions have been answered to my satisfaction. Signature of
patient/parent/guardian/conservator. If signed by other than client, indicate relationship.

Client's Signature: Date

Therapist's Signature: Date




