REGISTRATION Al About Life

(Pfease Print) COUSSLLING SERVICLS

Date Primary Phone Number Secondary Phone Number

Name SS/HIC/Patient ID#
Address Email

City State Zip

Sex M F Age Birth date Marital Status
Under 18 Parent/Legal Guardian Name Preferred Language
Address

Fatient/Ernployer/School Employer/Schoal Phone

Insurance Company Phone

Policy # Plan Name Group #

Insured Name Insured DOB

Insured Address Insured SS#

City, State. __ Zip

Home Phone Cell Phone Work Phone
Employer Address

Client’s relationship to insured

Is client covered by additional insurance? Yes No

Subscriber Name Birth date Relation to client
Address Phone

City State Zip
Insurance Company SS#

Policy # Group #

i certify that ], andfor my dependent(s) have insurance coverage with Insurance company (ies) listed above and assigndirectly toAll
About Life Counseling Services all insurance benefits, otherwise payable to me for services rendered. | understand that lam
financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all
insuranceSubmissions. The above-named doctor may use my health care information and may disclose such information to
theabove-named Insurance Company (ies) for the purpose of obtaining payment for services and determining insurance benefits.

Client Signature (Parent of client if under 1) Date Client Signature (24 or older)




Al Aboz Life

COUNSELING SERVICES

Client Name

Name of Primary Physician

May we contact your Primary Physician regarding your treatment? Yes NO

Name & Address of Hospital you prefer

Emergency Contact Name

Phone# How reiated

Name of person responsible for Account

Address
Home Phone#t Cell Phone #
Do you have a secondary Insurance? Yes NO

If Yes Insurance Co. Name

Insurance Co. Phone# ___ Policy #

Insured Name Phone#

Referred by: Agency Name or referral source

May we send a Thank-you to person or agency who referred you Yes No

If yes, address:




CLIENT MEDICAL INFORMATION

Client Name Date of Birth Age

Allergies/ Reactions to medication (past or present)

History of present physical symptoms or illness

Medications (Please list all medications you are currently taking)

History of past physically illnesses (include accidents and surgeries)

Past Medications

Date of Last Physical Examination Family Physician Phone number

Address

Health Behavior: Do you smoke? How many per day? If you quit, how long ago?

Do you exercise? How many times per week? How many hours a day? Are you currently dieting?

Are you sexually active? How many parmers have you had in the last 5 years?
Have you or any blood relative ever had: Who?
Cancer yes no

Tuberculosis yes no

Diabetes ves no

Heart Problems yes no

High Blood Pressure ves no

Stroke ves no

Epilepsy ves no

Suicide attempts yes no

Mental Disorder yes no

Environmental Allergies yes ne

Do you have any physical or developmental disabilities (describe)

Have you ever been physically or sexually abused? By who and when?

History of past or current pregnancies

Client Signature (Parent/ Legal Guardian if client is under 14) Date




Client Name

Orientation To Services

Welcome to All About Life. To ensure that your relationship with us is both successful and as stress free
as possible, we would like to orient you to the services available. Our desire is to provide a quality
Behavioral Health Program that is designed to meet your needs and that will support and maximize the
quality of life of those served. We seek to achieve this through psychological assessment, individual,
group and family therapy on an outpatient basis. The services we provide will be integrated and
coordinated with other service agencies so that when ancillary support is needed it will be provided by
referral and/or consultation.

Our criteria for admission is as follows: 1) Your treatment needs are within the scope of our services 2)
you can function on an outpatient basis 3) you will be compliant with our policies and procedures as
explained to you 4) you are an adult (minors must be represented by a custodial parent or guardian) 5)
and that you know and can pay the fee charged and/or are willing to apply with your therapist for a
reduced fee if necessary.

At your first session, you will be asked to fill out and sign the following forms: 1) Registration
information 2) Copy of your current insurance card 3) Client medical information 4) An application for
service 5) If under the age of 18 or over the age of 65 an authorization for your primary care physician to
release and assessment of your last physical.

The office staff will advise you of our policy and procedures and your client rights which are displayed on
the wall in the waiting room. You will also be given a handbook outlining these procedures. Any
concerns regarding services provided here should first be directed to your therapist (as he or she is your
primary care coordinator).

During your first session with your therapist, you will be asked to collaborate in filling out an intake
report that will clarify your presenting problem, symptoms and events leading up to your application of
services. All services will be completed in a timely manner incorporating teamwork on the part of the
therapist and the client.

On or before the 3™ visit or within the first 30 days of treatment you will do an Individualized Service
Plan. With the help of your therapist this plan will outline the goals and objectives you wish to achieve
in therapy, a time frame for meeting these goals and a way to measure your success. At the end of your
treatment, you will be asked to assist in filing a discharge agreement, summary of treatment, and a
follow up plan to monitor your future progress for a specified length of time. Criteria for discharge are
as follows: mutual agreement as identified that the goals have been met, upon client reguest, client is
non compliant to treatment, client moves out of area, or client is deceased. This signed agreement will
be kept in your file and we look forward to working with you.

Signature {Parent or Guardian if client is under 14) Date

Signature (Clients 14 or cider) Date



Client Name Application for Services

I am applying for services at All Abaut Life. | give consent to All About Life to provide treatment to members of my family/or myself.
If 1 am unable to keep appointments, | agree to notify my counselor at [east 24 hours in advance. 1 understand that if | fail to provide
24 hour notice of cancelling an appointment and /or miss 3 appointments in a 120 day period, my treatment will be discontinued

and | will be referred to ancther agency in order to continue services.If 1 miss my appointment without prior notice, I may be billed a
“no show” fee of $25. | understand that this fee is not covered by my insurance and | will bear the financial responsibility

I'understand the information gathered here is confidential. Release of such information can only be made by my written permission
or by legal/clinical requirement or for the purpose of collection of delinquent accounts. | agree to comply with the terms of the
application written above and | certify this agreement with my signature.

Client {Parent/Legal Guardian if child) Witness Date

For Clients with MEDICAID

All About Life is a private, for profit counseling agency staffed by qualified mental health professionals. Our operating expenses are
supported by client fees, third party payers and Medicaid.In order for your services to be covered, you must bring in your Medicaid
Card prior to being seen your first visit. We must make a copy of this card for our files. Failure to do so may result in a canceiled
appointment.Any information or changes in your Medicaid coverage will be required from you immediately. Any other medical
insurance coverage will be utilized before this public assistance.

In signing this document, | authorize All About Life to bill Medicaid and | acknowledge that | have received a written copy and an
explanation of All About Life’s client rights policy and grievance procedure.

Client Signature (req. if 14 and over) Signature of {Parent /Legal Guardian)Date

Client Name (please print)

Payment Agreement/Authorization to Release Information to Third Party Payer(s}

| agree to pay the standard fee as follows:
Diagnostic Interview —Therapist-$140/Psychologist-$165. Group Therapy - 565
individual Counseling—Therapist-$110/ Psychoiogist-5125 Psychological Testing - $175 per hour
Couples / Family ~ Therapist-$120/Psychologist-$130

| understand that the standard fee schedule listing all services is posted in the waiting room.| understand that | am responsible for
any and all fees not covered by my insurance. Al About Life will bill my insurance as a courtesy.

I agree to pay my fees at the time of the service rendered, unless other payment arrangements have been made. The insurance co-
payment and/ or co-insurance will be due at the time of service.

If an organization or an insurance company will be paying all or a portion of the cost of the service that is provided to me, | give my
permission to provide the “third party payers” with such information as may be required for All About Life to receive payment. |
understand that | may revoke this consent at any time, except to the extent that the program or person who is to make the
disclosure has already acted in reliance on it. This release will remain in effect until 90 days after termination of service.

At the end of my services, | understand that the balance on my account is my responsibility. At that time, | will pay the balance in
full or make new payment arrangements. If my account goes over 120 days delinguent, a late fee may be assessed monthly. 1 will
be responsible for any and all fees or charges incurred should my account be turned over to collections,

Client {Parent / Legal Guardian) Witness Date




Client Name

Informed Consent for Treatment

Each treatment | receive has risks and benefits associated with it. The risks and benefits are outlined below and have
been explained to me. My signature indicates that | wish to receive treatment, and that | have had these benefits and
risks explained to me as well as any others that may apply.

Diagnostic Assessment: Diagnostic assessment is an evaluation done to identify problems presented. It indicates
information, received from the client in a variety of areas including stressors, health problems, medication, specific
behaviors, hospitalizations, prior mental health treatment, etc.

Signature Date

Counseling/Psychotherapy: | understand that therapy is a collaborative effort and that success or failure is a function of
the efforts of both the therapist and myself. Specific benefits of an effective therapy for me are outlined in my
Individual Service Plan. General benefits of therapy may include relief of symptoms, increased insight and confidence,
and improvement in my daily functioning. | understand that verbal therapies may produce a temporary increase in
stress due to focus on problem areas, and professional literature suggests that approximately 10% of therapy clients
become more dysfunctional as a result of the stress of treatment.

Signature Date

| understand that ! have the right to refuse any and afl treatment. However, my service provider may also decline to
provide me a treatment if | refuse or cannot comply with the necessary requirements of that treatment. | understand
that | have a right to withdraw my consent for any and all treatments. If | refuse or withdraw from a treatment, my
service provider will make an effort to develop alternate approaches with me to get the services | need.

I consent to receive the services for me or for my child to receive the services for which | have signed and dated.

Client Signature (req. if 14 and over)  Parent or Legal Guardian Signature Date
(req. if client under 14)

**************************************************************************************************

[ refuse consent for treatment services recommended for me or my chiid.

Client /Guardian Date

I hereby withdraw my consent for the services provided for me or my child.

Client/Guardian Date




All Abowiz Life

COUHSVLING LERYIOER

4056 East State Street Hermitage, PA 16148
(724) 981- 5433

AUTHORIZATION TO RELEASE INFORMATION

For the purpose of coordination of care and that purpose only, the undersigned hereby authorizes and requests All About Life

to disclose information to and from:

regarding:

Physician/Agency {Location/Address) (Telephone)

{Client’s Name} (Social Security #) {Date of Birth)

| understand that this authorization extends to all or any part of the records/information designated below, which may include treatment for
physical and mental iliness, alcohol/drugabuse, HIV/AIDS test results or diagnoses.

The infaormation to be release includes: Please check all that apply

— Discharge Summary ___HIV/AIDS related information X_Consultations

—.._Psychiatric Evaluation Specify _..Multi-Disciplinary Aftercare Plan
_X_History & Physical ___ Physician Progress Notes _. Laboratory Data
___Psychological Assess. _X_Treatment Plan ___ X-Ray Reports

_X_Intake Assessment ...__Behavior Report/Qbservation __x Verbal Communication
___Other{specify)_____ ___Educational Information {IEP, Grades)with All About Life

In any event, this consent is subject to revocation at any time to the extent that action had been taken in reliance thereon. Unless otherwise
revoked, this authorization will expire one year from the date of signature.

Date Client Signature (req. if 14 or older) Date Parent/Legal Guardian Signature Relationship
{Signature req. if client under 14}

Date Staff Member/Witness Signature (Print |ast name)

Notice to Recipient: Prohibition of Redisclosure

This information has been disclosed to you from records whose confidentiality is protected by Federal Law. Federal Regulations (42, CFR, Part 2}
prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise
permitted by such regulations. A general authorization for the release of medical or other information is NOT sufficient for this purpose.

REVOCATION: | hereby revoke the above consent and refuse any further information to be released

Signature Date




Al Abouz Life

4056 East State Street Hermitage, PA 16148
(724) 981- 5433

AUTHORIZATION TO RELEASE INFORMATION

For the purpose of coordination of care and that purpose only, the undersigned hereby authorizes and requests All About Life

to disclose information to and from:

regarding:

(Guardian}) (Location/Address) (Telephone)

{Client’s Name) {Social Security #) {Date of Birth)

tunderstand that this authorization extends to all or any part of the records/information designated below, which may include treatment for
physical and mental iliness, alcohol/drugabuse, HIV/AIDS test results or diagnases.

The information to be release includes: Please check ail that appl
=R N4Hon 10 be releage includes: Please check all that apply

__Discharge Summary ___HIV/AIDS related information ___Consuktations

___Psychiatric Evaluation Specify ___Muiti-Disciplinary Aftercare Plan
__History & Physical Physician Progress Notes ___lLaboratory Data

__.. Psychological Assess. Treatment Plan X-Ray Reports

___Intake Assessment - Behavior Report/Observation __x_Verbal Communication
—_Other{specify) _ __FEducational Information (IEP, Grades) withAll About Life

In any event, this consent is subject to revocation at any time to the extent that action had been taken in reliance thereon. Unless otherwise
revoked, this authorization wilf expire one year from the date of signature.

Date Client Signature {req. if 14 or older) Date Parent/Legal Guardian Signature Relationship
{Signature regq. if client under 14}

Date Staff Member/Witness Signature {Print last na me)

Notice to Recipient: Prohibition of Redisclosure

This information has been disclosed to you from records whose confidentiality is protected by Federal Law. Federal Regulations (42, CFR, Part 2}
prohibit you from making any further disclosure of it without the specific written consent of the person to whom it pertains, or as otherwise
permitted by such regulations. A general authorization for the release of medical or other information is NOT sufficient for this purpose.

REVOCATION: | hereby revoke the above consent and refuse any further information to be released

Signature Date




HIPPA CLIENT AGREEMENT

Al Abozit Life

COUNSELING SERVIOES

4056 East State Street Hermitage, PA 16148
(724) 981- 5433
Fax # 724-981-5432

This form is an agreement between you, and All About Life Counseling
Services. (Client Name)

in order to provide counseling services, we will be collecting what the law calls “protected health
information” (PHI) about you. We will need to use this information in our office to provide you with
the best type of treatment. We may also share this information with others to arrange payment for
your caunseling services, to assist others who are providing you services or to help us carry out certain
business or government functions.

By signing this form, you are also agreeing to let us use your PHI and to send it to others for the
purposes described above. Your signature below acknowledges that you have read or heard our notice
of privacy practices, which explains in more detail what your rights are and how we can use and share
your information.

If you do not sign this form agreeing to our privacy practices, we cannot provide you with services.

In the future, we may change how we use and share your information, and so we may change our

notice of privacy practices. If we do change our practices, you can get a new copy from the office.

If you are concerned about your PHI, you have the right to ask us not to use or share some of it for
counseling, payment, or administrative purposes. You will have to tell us what you want in writing.
Although we will try to respect your wishes, we are not required to accept these limitations. However,
if we do agree, we promise to do as you have requested.

After you have signed this consent, you have the right to revoke it by writing to our office. We will
then stop using or sharing your PHI, but we may already have used or shared some of it, and we would
not be able to reverse this use/sharing.

Client Signature (req. if 14 and over) Date Office Witness

Parent or Legal Guardian Signature Date
(req. if client under 14)




ALL ABOUT LIFE ~ HIPPA

NOTICE TO CLIENTS REGARDING APPOINTMENTS

As a client of All About Life Counseling Services, you have provided your phone number(s) for the purpose of
receiving reminder calls from our office.

Primary Phone number:

Secondary Phone number:

We provide a reminder call the day before your appointment.

We will leave a message with the date and time of the appointment.

Please provide 24 hour notice, if you are unable to make a scheduled appointment.

We will also utilize your phone number to contact you to schedule an appointment you may have
requested on our waiting list.

We will also call to cancel an appointment when necessary.

B Check if you Do NOTwant our office to leave messages regarding your appointments.

Please provide the names and phane numbers of those individuals who may contact our office to schedule,
confirm or cancel an appointment on your behalf.

| Name of HIPPA Approved Contact || Relationship to Client | | PhoneNumber
Client Name Date Client Signature
Parent or Legal Guardian Signature Date

(req. if client under 14)

Form update 6/5/2019




