
REGISTRATION
(Please  Print)

Cell  # ( ')

DOB:  /  /

Home  # ( )

Social  Security  #:

Patient:

FIRST

Preferred  Name:

Address:

Ml LAST

CITY

P.0.  Box:

STATE

Occupation:

ZIP

Email  Address:

Date:

Male  Feinale

Transgender  Male  (M  to F)

Transgender  Female  (F to M)

Genderqueer

Other  Decline

Marital  Status:

 Single
Widowed

Married

Separated

Divorced

Patient  Employer:

Employer  Address:

Spouse/Parent:

Address:

P)ione  #:

CITY STATE

DOB:

Ei'nployer  &  Phone#:

Employer  Plione  #:

ZIP

cr'ry

SSN#:

STATE ZIP

Other  Parent:

Address:

Plione  #:

DOB:

Employer  &  P)ione#:

CITY

SSN#:

STATE ZIP

Primary  Insuraiice: Secondary  Insurance:

ID#: ID#:

Policy  Holder  Naine: Policy  Holder  Naine:

DOB:  / / - DOB:  / /

Primaiy  Care  Pliysician:

Wliom  Referred  you:

2212  Pierce  St. Suite  100  * Sioux  City,  IA  51104  * 712-255-8323  * Fax  712-255-8287
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ASSIGNMENT  AND  RELEASE

1, the undersigned,  have insurance  coverage  witli

Name  of  Insurance  Coinpany/Companies/EAP  Company

and assign  directly  to Mental  Health  Associates,  LLC  all medical  benefits,  if  any, otherwise  payable  to me for  services

rendered.  I understand  tliatlam  financially  responsible  for  all cliarges  wlietlier  or not  paid  by insurance.  { hereby

autliorize  tlie  doctor  or  tlierapist  to release  all information  necessaiy  to secure  tlie  payment  of  benefits.  I authorize  the use

of  this  signature  on all  my  insurance  submissions.

Signature  ofClient  or  Personal  Representative Date

MISSED  APPOINTMENTS  POLICY

Appointments  are schedu(ed  in advance  so that  yocir  therapist  can prepare  and make  the best use of  your  tlierapy  time.

When  you  cannot  attend  a scheduled  session,  you  must  call  no latei- tlian  tlie  end of  tlie  precedii'ig  business  day (5:00  p.in.)

and cancel.

Appointments  that  you  iniss  witliout  calling  aliead  to cancel  or miss  altogetlier  are very  inconvenient  and costly.  Barring

illness  or other  emergencies,  appointments  that  are not  cancelled  appropriateIy  will  be billed  $55 for  tlie  social  workers

and $62.50  for  the psycliologists.

If  t)iere  are 3 tmexcused  missed  appointments  in a 6-month  span of  time;  your  therapist  or psychologist  can use tlieii-

discretion  to dismiss  you from  our  clinic.  A dismissal  letter  will  be forwarded  to you  with  a list  of  otlier  providers  witli

wlioin  you  could  schedule  an appointinent.

Your  cooperatioi'i  and consideration  in this  matter  are veiy  mucli  appreciated.  It is impoitant  to reineinber  tliat  cliarges  for

missed  or late cancelled  appointments  cannot  be billed  to your  insurance  carrier  and must  be paid  solely  by you.

I ]iave  read and understand  the above  policy.

TERMINATION  POLICY

Clients  wlio  have  not  )iad a session  in over  60 days  (or  within  a inutually  agreed  upon  tiine)  will  be considered  inactive.  It

is always  preferred  to schedule  a final  session  before  ending  therapy  in order  to review  and evaluate  tlie  sessions  and

assess overa)]  progress.  Please be fully  assured  that  anyone  wishii'ig  to retuni  to active  therapy  can do so by contacting  tlie

office  to make  arrangements  to resume  the therapeutic  relationship.

Your  signature  below  indicates  that  you  have  read  both  the  Missed  Appointment  and  Termination  policy  and

agree  to its  terms.

Signature  of  Client  or Personal  Representative Date

2212  Pierce  St. Suite  100  * Siotuc  City,  IA  51104  * 712-255-8323  * Pttx  712-255-8287



Authorization,  Consent,  &  Acknowledgement

My  "protected  l'iealt)i  inforination"  ineans  health  infonnation,  including  my  den'iographic  infonnation

collected  from  i'ne and created  or received  by iny  p)iysician,  anot)ier  liealthcare  provider,  a health  plan,

my einployer  or  a liealtlicare  clearinghouse.  This  protected  liealtli  information  relates  to i'ny past, present

or future  physical  or  mental  liealtli  or condition  and identifies  me, or there  is a reasonable  basis  to believe

tlie  information  inay  identify  me.

Iconsent  to the use or disclosure  of  my  protected  liealtli  information  by Mental  Health  Associates,  LLC

for  the purpose  of  diagnosing  or providing  treatinent  to me, obtaining  payment  for  my  liealtlicare  bills  or

to conduct  healthcare  operations  of  Mental  Healtli  Associates,  LLC.

I understand  I liave  the right  to request  a restriction  as to liow  my  protected  liealtl'i  information  is used or

disclosed  to cari'y  orit  treatment,  payinent  or liealtlicare  operations  of  the practice.  Mental  Healtli

Associates,  LLC  is not  required  to agree to tlie  restrictions  tliatImay  request.  However,  if  Mental  Healtli

Associates,  LLC  agrees  to a restriction  tliatlrequest,  t)ie restriction  is binding  on Mental  Health

Associates,  LLC.  I have  tl'ie right  to revoke  this  consent,  in writing  at any time,  except  to the extent  that

Mental  Healt)i  Associates,  LLC  has taken  action  in reliance  on tliis  consent.

lnderstand  Imay request a copy of the Notice of  Patient Privacy Practices containing a more complete
description  of  t)ie uses and disclosures  of  my  health  information.  I understand  t)'iat tliis  organization  lias

t)ie right to change its Notice of  Patient Privacy Practices from time to time and that l may  contact
Mental Health Associates, LLC at any time at the address above to obtain a current copy of tlie Notice of
Patient  Privacy  Practices.

Coordination  of  Treati'nent

€  I give  permission  for  my  provider  at Mental  Healtli  Associates,  LLC  to release  mental  health

infori'nation  for  tlie  purpose  of  coordination  of  care with  my  prii'nary  care pliysician  and any otliei-

medical practitioners who provide care for me. (Ifyou check this box, please include these
person/persons ori the release of information)

Idecline  to release  information  to iny  primaiy  care pliysician  or other  i'nedical  providers  at t)iis

tiine

Advance  Directives  (Living  WiH)

€  I currently  have  a Psycliiatric  Advance  Directive.

I do not  liave  a Psychiatric  Advance  Directive.  I understand  I can follow  up on this  by logging  on

to www.nrc-pad.org.  It is recoi'ninended  that  you  seek legal  counsel  when  coi'npleting  tliis

document.  Ifsucliadocumentiscompletedjwillprovideacopytotl'iisoffice.

Print  Patient  Name

Relationsliip  to Patiei'it

Signature  of  Client  or Personal  Representative Date

2212  Pierce  St. Suite  100  * Siogu:  City,  IA  51104  * 712-255-8323  * Fax  712-255-8287



rVlental  Fl  ealtli
Associates

Client  Rights  and  Informed  Consent  -  Guideline

*  I have  chosen  to receive  treatment  services  and understand  I may  terminate  therapy  at any  time,

unless  ordered  by  the  couit.

*  I understand  there  is no assurance  that  I will  feel  better.  Because  psychotherapy  is a cooperative

effoit  between  me  and  my  tlierapist,  Iwill  work  with  my  therapist  in a cooperative  manner  to

resolve  my  difficulties.

*  I understand  that  during  the  course  of  my  treatment,  material  may  be discussed  that  will  be

upsetting  in nature  and  this  may  be necessary  to resolve  my  problems.

*  I understand  that  records  and information  collected  about  me  will  be held  or  released  in

accordance  with  federal  and  state  laws  regarding  confidentiality  of  such  records  and infomation.

*  I understand  that  state  and  local  laws  require  that  my  therapist  report  all  cases  of  suspected  abuse

or neglect  of  minors  or vulnerable  adults.

*  I understand  that  state  and  local  laws  require  that  my  therapist  report  all  cases  in which  there

exists  a danger  to self  or  others.

*  I understand  that  there  may  be other  circumstances  in which  the  law  requires  my  therapist  to

disclose  confidential  information.

*  I understand  that  I may  be contacted  by  my  health  plan  to ensure  continuity  and quality  of  my

treatment  and/or  after  the  completion  of  treatment,  to assess  the  outcome  of  treatment.

*  I have  read  and  had  explained  to me  the  BASIC  RIGHTS  OF  INDIVmUALS  including:

>  The  right  to be informed  of  the  various  steps  and  activities  involved  in receiving  services.

>  The  right  to share  in the  formation  of  the plan  of  care/treatment  plan.

>  The  right  to confidentiality  under  federal  and  state  laws  relating  to the  receipt  of  services.

>  The  right  to humane  care  and  protection  from  harm,  abuse,  or  neglect  without  regard  to

race,  color,  religion,  gender,  sexual  orientation,  age, disability,  or cuItural  background.

>  The  right  to make  an informed  decision  whether  to accept  or  refuse  treatment.

>  The  right  to contact  and  consult  with  counsel  at my  expense.

>  The  right  to select  practitioners  of  my  choice  at my  expense.

I understand  that  my  therapist,  health  plan  representatives,  and my  primary  care  physician  may  exchange

any  and  all  information  pertaining  to my  therapy  to the extent  such  disclosure  is necessary  for  claims

processing,  case  management,  coordination  of  treatment,  quality  assurance,  and/or  utilization  review

purposes.  Iunderstand  that  I can revoke  my  consent  at ariy  time  except  to the  extent  that  treatment  has

already  been  rendered  or  that  action  has been  taken  in reliance  on this  consent.  I understand  that  ifI  do

no revoke  this  consent,  it will  expire  automatically  one  year  after  all  claims  for  treatment  have  been  paid

as provided  in  the  benefit  plan.

Ihave  read  and  understand  the  above.

Signature  of  Patient/Client Date

Signature  of  Personal  Representative Date

2212  Pierce  St. Suite  100  * Sioux  City,  IA  51104  * 712-255-8323  * Fax  712-255-8287



Child  Inforination  Form

CONFIDENTIAL

Note

The  inforination  you  disclose  on tliis  fonn  is for  use by the  provider  to aid  in better  understanding

your  cliild's  problems  and developii'ig  an appropriate  treatinent  plan  for  your  cliild.  Tliis  ii'ifori'nation  will

not  be released  to any  otlier  paities  witliout  your  explicit  consent  or  very  exceptional  circumstances.  If

:YOLl liave any concerns about tliis, please discuss tliis witli  tlie provider.

Today's  Date:

Cliild's  Name:

Date  of  Biitli: Age: Sex:

Place  of  Biitli: SSN#:

Cliild's  Ethnicity:

RESIDENCE:

Address: City: State: Zip:

Phone:  Home  (  )

En;iergency  Contact: Relation  to Client:

P)ione: Address:

EDUCATION: AVERAGE  GRAI)ES:

Scliool(s) Location(s) Dates

Problein  Areas  in Sclioo):

By  WIIOIII  Were  You  Referred?

1



OTHER  CHILDREN:

Names Sex Age Relationsliip  to Client

(Place  a cl'ieck  by tliose  living  in t)ie  liome)

IMPORT  ANT  PEOPLE  TO  YOUR  CHILD:

Nai'ne  Age  Education

Fatlier:

Mother:

Grandinotlier  (P):

Grandfather  (P):

Grandinotlier  (M):

Grandfatlier  (M):

Otl'ier  Iiripoitant  People:  (Friends,  relatives,  Etc.)

Occupation Cominents  (e.g.  Health)

MEDICAL:

P)iysician:  Name,  Address  &  P)ione:

Date  Last  Seen: Last  Pliysical:

Current  and/or  Chronic  Medical  Problems/Diseases/Conditions/Etc.: €  None

Allergies: €  None

Current  prescription  medications/dosage/start  dates: € None

2



OTHER  CHILDRF,N:

Names Sex Age Relationship  to Client

(Place  a c)ieck  by  t)'iose  living  in tlie  lioine)

IMPORT  ANT  PEOPLE  TO  YOUR  CHILD:

Nairie  Age  Education

Fatlier:

Mother:

Grandmotlier  (P):

Grandfatlier  (P):

Grandinotlier  (M):

Grandfatlier  (M):

Other  Iinpoitant  People:  (Friends,  relatives,  Etc.)

Occupation Coinments  (e.g.  Healtli)

MEDICAL:

Physician:  Name,  Address  & Plione:

Date  Last  Seen: Last  P)iysical:

Current  and/or  Clironic  Medical  Problems/Diseases/Conditions/Etc.: €  None

Allergies: €  None

Current  prescription  medications/dosage/start  dates: €  None

2


