Jennifer L. Slone, LPC.

Valley Counseling Services

600 East Main Street, Suite C
Radford, Virginia 24141
Phone: 540-732-0838 ext. 2
Fax: 540-731-3375


Thank you for choosing Jennifer L. Slone, LPC as the provider for your mental health services.  I am dedicated to caring for you in a kind, respectful, and professional manner and hope your experience with me will be both pleasant and beneficial.

With this letter, you will find a New Patient Information Packet.  Please fill out the packet as completely as possible and mail it back to our office at least seven days prior to your appointment date or bring it with you to your initial appointment.  (If you do not attend your first appointment or do not reschedule within 30 days, your Information Packet will be properly destroyed.)
If your first session is a telehealth appointment, please include a copy of the front and back of your insurance card when mailing in your paperwork.

As always, I will be happy to speak with you about any questions or concerns you may have.

What to bring with you to your appointment:

1. CURRENT INSURANCE CARD

· We need an actual copy of your insurance card in order to accurately process your claims.  If you do not provide this information you will be financially responsible for the complete cost of your visits.

2. METHOD OF PAYMENT

· Cash, Check, or Debit/Credit Card (we gladly accept Mastercard and Visa)

      3.   PHOTO ID

      4.   A LIST OF ALL PRESCRIPTION MEDICATIONS YOU ARE CURRENTLY TAKING


Again, feel free to call me at 540-731-0838 ext.2 if you have any questions or concerns before your first appointment.  Thank you for your confidence and I look forward to working with you.
Valley Counseling Services, Inc.

Jennifer L. Slone. LPC

Adult Patient REGISTRATION FORM

	(Please Print)

	Today’s date:
	PCP:

	PATIENT INFORMATION

	Patient’s Last Name:
	First:
	Middle:
	( Mr.
( Mrs.
	( Miss

( Ms.
	Marital Status (Circle One)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is This Your Legal Name?
	If Not, What Is Your Legal Name?
	Birth Date:
	Age:
	Gender:

	( Yes
	( No
	
	       /          /
	
	( M
	( F
	Other:_________

	Mailing Address:
	Social Security #:
	Home Phone No.:

	
	
	(          )

	City:
	State:
	Zip Code:
	Cell Phone No.:

	
	
	
	

	Occupation:
	Employer:
	Employer Phone No.:

	
	
	(          )

	How Were You Referred to Valley Counseling?
	( Primary Care Physician
	( Other Doctor/Therapist
	( Yellow Pages/Telephone Book
	Other:_____________

	Spouse’s Name:                                                                             Age:                                                    DOB:


	Children’s Names and Ages:

	Others Living in the Home:


	INSURANCE and payment INFORMATION

	(Please give your insurance card to the therapist.)

	Person Responsible for Bill:
	Birth Date:
	Address (If Different):
	Home Phone No.:

	
	       /         /
	
	(          )

	Is This Person A Patient Here?
	( Yes
	( No
	
	

	Occupation:
	Employer:
	Employer Phone No.:

	
	
	(          )

	Is This Patient Covered by Insurance?
	( Yes
	( No
	Does This Patient Have Secondary Insurance Coverage?    ( Yes     ( No

	Please Indicate Primary Insurance
	

	Subscriber’s Name:
	Subscriber’s S.S. No.:
	Birth Date:
	Group No.:
	Policy No.:
	Co-Payment:

	
	
	       /       /
	
	
	$

	Patient’s Relationship to Subscriber:
	( Self
	( Spouse
	( Child
	( Other
	

	

	IN CASE OF EMERGENCY

	Name of Local Friend Or Relative (Not Living At Same Address):
	Relationship to Patient:
	Home Phone No.:
	Work Phone No.:

	
	
	(          )
	(          )

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to Jennifer L. Slone, LPC. I understand that I am financially responsible for any balance. I also authorize Jennifer L. Slone, LPC., her agents or my insurance company to release any information required to process my claims.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	


	Financial Agreement


IF YOU HAVE COMMERCIAL INSURANCE COVERAGE – we will bill most major insurance carriers for you if you provide the necessary information to us.  A copy of your insurance card must be provided in advance of your appointment.  We will not back-bill insurance after a date of service, even if insurance information is provided at a later date.  Co-payments and deductibles are due at the time of service.  Coinsurance will be billed to you once payment is received from your insurance carrier.  Since your agreement with your insurance carrier is a private one, we do not routinely research why an insurance carrier has not paid or why it paid less than anticipated for care. If your insurance carrier has not paid within 60 days of billing, any outstanding fees will become due and payable by you.

	Assignment of Commercial Insurance Benefits

	I hereby assign all health benefits, private insurance, and any other health plans to Jennifer L. Slone, LPC. and request payment of benefits be made to her on my behalf.  This assignment will remain in effect until revoked by me in writing.  A photocopy of this assignment is to be considered as valid as the original.  I understand that I am financially responsible for all charges regardless of whether payment is made by my insurance company.  I authorize Jennifer L. Slone, LPC. to release any information necessary to secure payment for services provided to me.




NON-COVERED SERVICES – Any services not paid for by your insurance coverage will require payment in full at the time of service or upon notice of insurance claim denial.

PATIENTS WITHOUT INSURANCE COVERAGE – Lack of insurance coverage will in no way affect the availability or level of care provided to you. By signing below, patients without insurance coverage agree to pay the total amount due on each date of service.

PAYMENT OF OUTSTANDING BALANCES - You are responsible for co-payments or other charges at the time of service.  However, coinsurance amounts will often not be reflected on your statement until the following billing cycle.  Each month we mail billing statements for each account with balances due.  You are responsible for paying the total amount due upon receipt of the statement.  If we do not receive payment in full for balances due within 30 days of billing, we will add a late fee.  Outstanding balances exceeding 60 days past due may result in the suspension of services.  
	By signing below, I attest that I have read, understand, and will agree to Jennifer L. Slone, LPC.’s financial policies regarding payment for services rendered, including all policies outlined in the Policies and Procedures Packet.  By signing I agree to be financially responsible for any and all professional fees.



	Patient Name:


	

	Signature:

	                                                                      Date:


	informed consent for treatment

	Patient Name:
	
	Date of Birth:
	

	By signing below, I hereby give permission to Jennifer L. Slone, LPC. to provide treatment/testing to the person named above.  This will include discussion of tentative diagnosis, methods, and modalities to be used in treatment, and possible outcomes.  I understand that treatment outcomes cannot be guaranteed, and that treatment can at times be painful and difficult.  I understand that I may withdraw from treatment at any time, but I agree to discuss my plan with my therapist before doing so.  




	Signatures

	
	
	
	
	

	
	Patient Signature
	
	Date
	

	
	
	
	
	

	
	
	
	
	


Valley Counseling Services, Inc.

Jennifer L. Slone. LPC

600 East Main Street. Suite C

Radford, Virginia 24141

(540) 731-0838

Statement of Participation

Welcome to Valley Counseling Services. Seeking counseling services for yourself or a family member can be a tough decision. I respect this and am pleased that you have chosen me to provide these services for you. The purpose of this agreement is to provide you with information about my background, the policies of Valley Counseling Services and to provide you with financial information.  Counseling is more likely to be successful if we have a mutual understanding of the counseling process. It is my hope that the work we do together will be productive and helpful to you. 

I am a Licensed Professional Counselor in the Commonwealth of Virginia. I received my Masters of Science from Radford University. I have been working with children, adolescents and families since 1995. I provide individual, couples and family counseling. My primary approach is Cognitive-Behavioral Therapy; however I am trained in a wide variety of therapeutic approaches that I may draw on in the course of treatment. These include Jungian Therapy, Structural Family Therapy, Solution Focused Therapy, Experiential Therapy and Reality Therapy.

Within the next session or two we will establish goals for our work together and then plan a treatment that seems likely to help you achieve those goals. I have found counseling to be most effective if we work collaboratively: I expect you to come to your sessions on time, to complete tasks we agree upon, and to do your best to talk about those concerns, behaviors, thoughts and feelings that are bothering you. If anything about our work together troubles or disappoints you, I strongly encourage you to talk about that in sessions so that we can address your concerns.

Confidentiality is an essential part of the counseling experience. Confidentiality is maintained as part of the counseling process in accord with the ethical standards of my profession. Your written authorization is required for any release of information or records. There are however limits to my ability to keep information confidential. They are as follows:

1. If I determine that you are an imminent threat to yourself, I am legally and ethically obligated to make arrangements to assure your safety.

2. If I determine that you are an imminent threat to another person, I am legally and ethically obligated to make arrangements to assure others safety.

3. If I suspect child or elder abuse I am legally obligated to inform Child Protective Services/Department of Social Services in the county where the suspected abuse may have taken place.

4. If I receive a summons or subpoena to appear in court personally or to produce my records, I have a legal obligation to do so.

You have chosen a counselor in private practice. There is a “business side” to your choice which means I collect fees for the counseling services that you receive. Part of the fee will come from your insurance company and the remainder of the fee will come directly from you. 

I will make an effort to schedule your appointment at a convenient time for you. I ask in return that you give a 24-hour notice if you must change an appointment. If this is not done, you will be charged $50 for any missed appointments. Please be aware that insurance companies do not make payment for missed appointments.

I am in the office most business days for appointments. I check my voicemail regularly Monday through Thursday during the day. We will work together to prepare for emergencies. However, if you have an emergency after hours and you are unable to reach me, there are three emergency programs available. CONNECT at 731-7385, Respond at 800-776-1100 or ACCESS at 961-8400.

Your sessions will be forty-five to sixty minutes in length. All sessions over 45 minutes are dependent upon insurance approval and need. The fee for your first session is $125, Follow-up sessions are $120 for 60 minutes and $110.00 for 45 minutes.

 I realize that finances may be a concern for you so I will file insurance claims for you with your primary and secondary carriers. To assist with this, please present your insurance card(s) so that I may copy them for our records. It is your responsibility to obtain preauthorization, to find out if you have a deductible for mental health, and to find out what your co-pay is. Please feel free to ask us questions as well, about insurance or any other financial concern you have. 

In the event that I have to cancel your scheduled appointment I will call you directly. If I am unable to call you myself for any reason, then another licensed counselor or social worker in practice at Valley Counseling Services, Inc. will contact you. In this instance only your name and contact information will be released to the licensed mental health professional and no other information.

Please initial each item below:

_____Patient agrees to provide therapist with updated address, phone and insurance changes as soon as they occur.

_____I am aware that it is my responsibility to obtain preauthorization, to find out if my insurance has a deductible 
           for mental health, and to find out what my co-pay and/or coinsurance amount is.

_____Payment is due at the time of service. Payment is accepted in the form of cash, check or credit card 
           (MasterCard, Visa and Discover). Please note that there is an additional 3% fee for using a credit card to offset 
           the extra fees charged by the credit companies. 

_____There is a $35 fee for returned checks. 

_____A late fee of $35 will apply if payment is not received within thirty days.

_____There is a $50 charge for any missed appointments or appointments not cancelled 24 hours in advance. 

_____After 3 No Shows you may be released from the practice.

_____Forms, Letters and records carry a fee. Please inquire about the cost for your specific paper request.

_____If you do not have an appointment scheduled and your file is inactive for over three months your file will be 
           closed.  After that you can return but will be considered a new patient and susceptible to the wait period for 
           new patients at that time.

_____ I have the option to leave a credit card on file to cover my healthcare costs. I am aware that there is a 3% charge for using my credit card and it will be billed one time monthly if I chose to leave one on file.

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

Agreement

I understand and agree to the terms of payment for counseling services provided by Jennifer L. Slone, LPC. I hereby authorize her to provide necessary treatment as deemed appropriate, and also authorize her to release any information acquired in the course of assessment or treatment to my insurance carrier to facilitate payment of services. 

I hereby authorize any insurance company to pay the proceeds of any benefits directly to Jennifer L. Slone, LPC., 600 East Main Street, Suite C, Radford, VA. 24141. I understand that I am financially responsible for charges not covered by my insurance. I also understand and agree that I will be responsible for all fees regarding collection of overdue and/or unpaid bills.

A copy of this form can be considered an original for insurance purposes.

I have read and agree to terms of the fees and payment statement.

Client: _________________________________________ 
Date: __________________

Parent: __________________________________________ Date: ___________________

                                 Guardian Signature for a Minor

Jennifer L. Slone, LPC

600 East Main St., Suite C

Radford, VA 24141

Phone: 540.731.0838 X 2

Fax: 540.731.3375 

jenslone@jetbroadband.com
Telehealth Home office Phone Number: 540-750-3343

Telehealth Video Conference Platform: https://doxy.me/slonelpc
TELEHEALTH CONSENT FORM

The purpose of this document is to inform you, the client about many aspects of counseling services: the process, the counseling, the potential risks and benefits of services, and alternatives to online services. You have the right at any time to withhold or withdraw consent without affecting your right to future care or treatment.

Process

1) Potential risks: I understand there are potential risks to this technology, including interruptions, unauthorized access and technical difficulties. I understand that my counselor or I can discontinue the telehealth/teletherapy appointment if it is felt that the videoconferencing connections are not adequate for the situation. I understand that I can discontinue the telehealth appointment at any time

2) Possible misunderstandings: Please be aware that misunderstandings are possible with phone or video sessions. Counselors observe a variety of non-verbal behaviors such as tone, inflection and body language. All of these are more difficult to monitor using electronic rather than face-to-face communication. There may also be delays when using video sessions due to lag time or less than optimal image quality. Please be patient with the process and clarify information if you think your counselor has not understood you well. Also, please be patient if your counselor has to ask for periodic clarification from you.
3) Privacy: Although the internet/phone provides the appearance of anonymity and privacy in counseling, privacy is more of an issue online than in person. Your counselor, Jennifer L. Slone, LPC has chosen to use Doxy.me as her HIPPA-compliant software provider for video chat communications between her and her clients. The client is responsible for securing his or own computer/phone hardware, internet access points, and password security. Doxy.me does not require the download of any software or apps.
Your counselor has a right to her privacy as well. Clients are not allowed to make an audio or video recording of any portion of sessions. Counselors can’t be friends with clients on social media such as Facebook, Twitter, LinkedIn, etc…
4) Access: Several minutes prior to your scheduled video session, go to: https://doxy.me/slonelpc. That will send a notification that you are in your counselor’s “waiting room.” When she is ready to begin she will initiate the session.
5) Procedures: If you are in a state of crisis or emergency, your counselor recommends contacting a crisis line or agency in your location, to call 911 or that you to go to the nearest emergency room. You can call the following crisis hotlines: 1-800-SUICIDE,     1-800-273-TALK (for the deaf or hard-of-hearing 1-800-799-4TTY), or ACCESS at 540-961-8400.
6) Records: Your counselor will maintain records of online/phone counseling through her usual method for medical records. All clinical records will be maintained as required by applicable legal and ethical standards according to various counseling professions licensing boards, i.e. American Mental Health Counseling Association and the National Board for Certified Counselors. 
7) Proxies: In the event that circumstances require initiating telehealth sessions prior to being able to sign this consent form, verbal or email acknowledgement will be accepted until a later time when face-to-face contact is resumed or a consent form is returned by mail.
8) Confidentiality: The laws that protect the confidentiality of any medical information also apply to online psychotherapy. Information about the client will only be released with your express written permission, with the exception of the following cases:
a. If the counselor determines the risk of self-harm.
b. If the counselor determines risk of harm to others.
c. If the counselor is informed about, or suspects abuse, neglect, or exploitation of a minor or incapacitated adult.
9) Duration: Sessions are 45-50 minutes. If you arrive late to Doxy.me/phone for your session, it will still end after that 45-50 minutes. 
10) Payments: Fees associated with your teletherapy will be the same as for face-to-face sessions. Payments will be handled via Square (using your credit card) or you can mail in a check for your payment. Late cancellations and no-show fees of $50 will be applied for teletherapy sessions in the same manner as they are for face-to-face sessions.

11) Disconnection of Services: If there is ever a disruption of services on the internet/phone then your counselor will call you to discuss how to proceed with the session. If unable to continue via video, your session will continue via phone.
Your counselor only utilizes teletherapy during situations when meeting face-to-face isn’t possible in order for you to experience ongoing treatment. 

I am seeking services from Jennifer L. Slone, LPC. I have read this document carefully and understand it. I have had my questions regarding teletherapy addressed. I understand that there are risks to teletherapy, such as failure in technology or breaches in confidentiality. I understand that teletherapy is a non-acute service and will seek emergency care in person if needed.

By signing this consent, I agree to abide by its content. I am aware that I have a freedom of choice of providers and I choose Jennifer L. Slone, LPC to provide me with services.

Email address to be used to be invited to telehealth sessions: __________________________
______________________



_____________________

Patient Signature




Date:

______________________



_____________________

Jennifer L. Slone, LPC.




Date:
Jennifer L. Slone, LPC

Valley Counseling Services, Inc. 

600 East Main St., Suite C

Radford, VA  24141

(540) 731-0838  Jenslone@jetbroadband.com 

E-MAIL CONTACT AGREEMENT

E-mail can be used in a variety of ways in the counseling relationship. It can facilitate making or changing appointments, it can allow the client or counselor to ask questions that do not need an immediate reply, and it can serve as a “check-in” during times of unusual stress. E-mail should not be used as a means to communicate about issues in order to avoid bringing them up during therapy sessions or in lieu or therapy sessions.

E-mail has inherent limitations. The security of electronic mail sent through the Internet is not guaranteed. Some employers monitor employee’s e-mail. Delivery and timely response is also not guaranteed. By signing this document you agree not to send time-sensitive, urgent, or emergency messages via email. In case of emergency, please call:

· CONNECT at 800-284-8898, Respond at 800-776-1100, or ACCESS at 961-8400

In general, I check my email once a day but sometimes I check it less frequently. I cannot guarantee that I will respond within twenty-four hours but I am usually able to do so. I do not return e-mails during weeks I am not in the office or on weekends. Monday through Friday I check my telephone voice mail throughout the day but not in the evenings or on weekends. I am in the office and available for appointments on Monday through Thursday. 

If you have any questions or comments about the above, please ask them. Initial below to indicate that you understand and agree with the above and to indicate your e-mail preferences. 


 I do not want to exchange e-mails under any circumstances or I am unable to do so. 

 I agree to exchange e-mails about appointments and schedule changes ONLY.


 I agree with the above and will e-mail personal information as is appropriate.

Print name





Signature




E-mail address 











Counselor’s signature 





  Date 




	Medical history/information

	Briefly state the reason you would like to see a Therapist:
	

	
	

	
	

	
	

	Primary Care Physician:
	Facility:
	Phone Number:

	
	
	

	Other Psychiatrist/Therapist:
	Facility:
	Phone Number:

	
	
	

	Are you presently taking any prescription medications?
	( YES
	( NO

	If yes, please list them below:

	Medication:
	Dosage:
	How long have you taken it:
	Prescribing Doctor:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Height:
	Weight:
	When was your last medical exam?

	Do you smoke? ( YES     ( NO
	If so, how much?
	

	Have you ever had a head injury?
	If so, when?
	Have you ever had a seizure?
	If so, when?

	Do you have any medication allergies

( YES

( NO


	If so, which?
	
	

	Have you previously been treated by a psychiatrist?
	If so, when?
	Briefly describe the reason:

	( YES
	( NO
	
	

	Have you previously been treated by a therapist?
	If so, when?
	Briefly describe the reason:

	( YES
	( NO
	
	

	Have you ever been hospitalized for psychiatric reasons?
	If so, when?
	Briefly describe the reason:

	( YES
	( NO
	
	

	family history/information

	Father’s Name:
	( Living
	Occupation:
	Age:

	
	( Deceased
	Cause of Death:
	Age at time of Death:

	Mother’s Name:
	( Living
	Occupation:
	Age:

	
	( Deceased
	Cause of Death:
	Age at time of Death:

	Are/were your parents divorced?
	( YES
	( NO
	If yes, what age were you when they separated?

	List any siblings and their ages:
	
	
	

	
	
	
	

	List any children and their ages:
	
	
	

	
	
	
	

	
	
	
	

	List all current members of your household:
	
	
	

	
	
	
	

	
	
	
	

	family history/information continued

	Please check all that apply:

	
	FATHER
	MOTHER
	SIBLINGS
	GRANDPARENTS

	Alcoholism
	(
	(
	(
	(

	Drug Abuse
	(
	(
	(
	(

	Depression
	(
	(
	(
	(

	Manic Depression
	(
	(
	(
	(

	Anxiety
	(
	(
	(
	(

	Suicide
	(
	(
	(
	(

	ADHD
	(
	(
	(
	(

	Obsessive/Compulsive Disorder
	(
	(
	(
	(

	Eating Disorder
	(
	(
	(
	(

	Other Disorders
	(
	(
	(
	(

	Do you have a history of physical, verbal, or sexual abuse?
	( YES
	( NO

	If yes, please explain:

	Do you have a history of legal difficulties?
	( YES
	( NO

	If yes, please explain:

	substance abuse history

	Please check all that apply:

	SUBSTANCE
	History of use?
	Age of first use:
	Date of last use:
	Use within the past year?

	Alcohol
	( YES
	( NO
	
	
	( YES
	( NO

	Barbiturates
	( YES
	( NO
	
	
	( YES
	( NO

	Xanax, Valium, Librium
	( YES
	( NO
	
	
	( YES
	( NO

	Cocaine, Crack
	( YES
	( NO
	
	
	( YES
	( NO

	Heroin, Opiates
	( YES
	( NO
	
	
	( YES
	( NO

	Marijuana
	( YES
	( NO
	
	
	( YES
	( NO

	PCP, LSD, Mescaline
	( YES
	( NO
	
	
	( YES
	( NO

	Inhalants
	( YES
	( NO
	
	
	( YES
	( NO

	Caffeine
	( YES
	( NO
	
	
	( YES
	( NO

	Nicotine
	( YES
	( NO
	
	
	( YES
	( NO

	Amphetamines, Speed, Uppers, Crystal Meth
	( YES
	( NO
	
	
	( YES
	( NO

	Designer Drugs, Ecstasy
	( YES
	( NO
	
	
	( YES
	( NO

	Over-the-counter drugs
	( YES
	( NO
	
	
	( YES
	( NO

	Other
	( YES
	( NO
	
	
	( YES
	( NO

	If you currently use any of the above substances, please describe when and where you typically use:



	Please describe how your use has affected your family and friends, including how they perceive your use:



	How do you perceive your use?



	Have you ever received substance abuse treatment?
	( YES
	( NO

	Have you ever had:
	( Blackouts
	( DUI
	( Seizures
	( Tremors
	( Legal Charges
	( Hallucinations


	Report of current and past symptoms

	Please check any problems that either you have had in the past or are currently having.

	Current
	Past
	
	Current
	Past
	

	(
	(
	Obsess about checking, counting/or washing hands
	(
	(
	Fidgety, restless, overactive

	(
	(
	Hear voices
	(
	(
	Talking/acting without thinking

	(
	(
	Feel people are after you, against you, following you
	(
	(
	Short attention span

	(
	(
	Unusual thinking
	(
	(
	Frequent daydreams

	(
	(
	Odd speech/thinking
	(
	(
	Self-mutilation

	(
	(
	Not interested in making friends
	(
	(
	Bored easily

	(
	(
	Fear of becoming fat
	(
	(
	Vandalism

	(
	(
	Engage in self-induced vomiting
	(
	(
	Fire-setting

	(
	(
	Gorging on food
	(
	(
	Nightmares

	(
	(
	Excessive dieting/exercise
	(
	(
	Afraid to leave a loved one

	(
	(
	Use laxatives
	(
	(
	Fear of strangers

	(
	(
	Eat things that are not food
	(
	(
	Often sick on school/work days

	(
	(
	Shy
	(
	(
	Refusing to talk

	(
	(
	Expect failure
	(
	(
	Defiant of authority

	(
	(
	Selfish
	(
	(
	Often disobedient

	(
	(
	Lazy
	(
	(
	Argumentative/sudden anger

	(
	(
	Avoid adults
	(
	(
	Upset of minor changes

	(
	(
	Easy going
	(
	(
	Stubborn

	(
	(
	Friendly
	(
	(
	Temper tantrums

	(
	(
	Enthusiastic
	(
	(
	Lack of guilt over wrong doing

	(
	(
	Slow moving
	(
	(
	Bullies others

	(
	(
	Easily embarrassed
	(
	(
	Sexually acting out

	(
	(
	Few close friends
	(
	(
	Lying

	(
	(
	Lack of responsiveness to others
	(
	(
	Truancy

	(
	(
	Messy
	(
	(
	Physically aggressive toward others

	(
	(
	Careless, reckless
	(
	(
	Theft

	(
	(
	Learning difficulties
	(
	(
	Lack of self-confidence

	(
	(
	Difficulty paying attention
	(
	(
	Problems with long-term memory

	(
	(
	Disorganized
	(
	(
	Problems with short-term memory

	

	As you fill out the questionnaire, read each item carefully and check the item that best reflects how you have been feeling during the past few days.  Make sure you circle one answer for each question.  If more than one answer applies to how you have been feeling, select the higher number.  If in doubt, make your best guess.  Please do not leave questions unanswered.

	Question 1:
	Question 2:

	0
	I do not feel sad.
	0
	I am not particularly discouraged about the future.

	1
	I feel sad.
	1
	I feel discouraged about the future.

	2
	I am sad all the time and I can’t snap out of it.
	2
	I feel I have nothing to look forward to.

	3
	I am so sad of unhappy that I can’t stand it.
	3
	I feel that the future is hopeless and that things cannot improve.

	(Questionnaire continued on next page.)

	

	Question 3:
	Question 4:

	0
	I do not feel like a failure.
	0
	I get as much satisfaction out of things as I used to.

	1
	I feel I have failed more than the average person.
	1
	I don’t enjoy things the way I used to.

	2
	As I look back on my life, all I can see is a lot of failures.
	2
	I don’t get real satisfaction out of anything anymore.

	3
	I feel I am a complete failure as a person.
	3
	I am dissatisfied or bored with everything.

	Question 5:
	Question 6:

	0
	I don’t feel particularly guilty.
	0
	I don’t feel I am being punished.

	1
	I feel guilty a good part of the time.
	1
	I feel I may be punished.

	2
	I feel quite guilty most of the time.
	2
	I expect to be punished.

	3
	I feel guilty all of the time.
	3
	I feel I am being punished.

	Question 7:
	Question 8:

	0
	I don’t feel disappointed in myself.
	0
	I don’t feel I am any worse than anybody else.

	1
	I am disappointed in myself.
	1
	I am critical of myself for my weaknesses or mistakes.

	2
	I am disgusted with myself.
	2
	I blame myself all the time for my faults.

	3
	I hate myself.
	3
	I blame myself for everything bad that happens.

	Question 9:
	Question 10:

	0
	I don’t have any thoughts of killing myself.
	0
	I don’t cry more than usual.

	1
	I have thoughts of killing myself, but I would never carry them out.
	1
	I cry more now than I used to.

	2
	I would like to kill myself.
	2
	I cry all the time.

	3
	I would like to kill myself if I had the chance.
	3
	I used to be able to cry, but now I can’t cry even though I want to.

	Question 11:
	Question 12:

	0
	I am no more irritated by things than I ever am.
	0
	I have not lost interest in other people.

	1
	I am slightly more irritable now than usual.
	1
	I am less interested in other people than I used to be.

	2
	I am quite annoyed or irritated a good deal of the time.
	2
	I have lost most of my interest in other people

	3
	I feel irritated all the time now.
	3
	I have lost all of my interest in other people.

	Question 13:
	Question 14:

	0
	I make decisions as well as I ever could.
	0
	I don’t feel that I look any worse than I used to.

	1
	I put off making decisions more than I used to.
	1
	I am worried that I am looking old or unattractive.

	2
	I have greater difficulty in making decisions than before.
	2
	I feel that there are permanent changes in my appearance that make me look unattractive.

	3
	I can’t make decisions at all any more.
	3
	I believe that I look ugly.

	Question 15:
	Question 16:

	0
	I can work about as well as before.
	0
	I can sleep as well as usual.

	1
	It takes an extra effort to get started at doing something.
	1
	I don’t sleep as well as I used to.

	2
	I have to push myself very hard to do anything.
	2
	I wake up 1-2 hours earlier than usual and find it hard to get back to sleep.

	3
	I can’t do any work at all.
	3
	I wake up several hours earlier than I used to and cannot get back to sleep.

	Question 17:
	Question 18:

	0
	I don’t get more tired than usual.
	0
	My appetite is not worse than usual.

	1
	I get tired more easily than I used to.
	1
	My appetite is not as good as it used to be.

	2
	I get tired from doing almost anything.
	2
	My appetite is much worse now.

	3
	I am too tired to do anything.
	3
	I have no appetite at all anymore.

	Question 19:
	Question 20:

	0
	I haven’t lost much weight, if any, lately.
	0
	I am no more worried about my health than usual.

	1
	I have lost more than five pounds.
	1
	I am worried about physical problems such as aches and pains, or upset stomach or constipation.

	2
	I have lost more than ten pounds.
	2
	I am very worried about physical problems and it’s hard to think of much else.

	3
	I have lost more than fifteen (15) pounds.
	3
	I am so worried about my physical problems that I cannot think of anything else.

	(
	I am purposely trying to lose weight by eating less
	

	Question 21:
	Question 22:

	0
	I have not noticed any recent change in my interest in sex.
	0
	I have not had any ideas about hurting another person.

	1
	I am less interested in sex than I used to be.
	1
	I think sometimes of harming another person, but I would never do it.

	2
	I am much less interested in sex now.
	2
	I would like to seriously hurt another person.

	3
	I have lost interest in sex completely.
	3
	I would kill someone if I had the chance.  

That person is _______________.



	Mood Disorder questionnaire

	Please answer each question as honestly as possible.

	Has there ever been a period of time when you were not your usual self and…

	…you felt so good or so hyper that other people thought you were not your normal self or you were so hyper that you got into trouble?
	( YES
	( NO

	…you were so irritable that you shouted at people or started fights or arguments?
	( YES
	( NO

	…you felt much more self-confident than usual?
	( YES
	( NO

	…you got much less sleep than usual and found you didn’t really miss it?
	( YES
	( NO

	…you were much more talkative or spoke faster than usual?
	( YES
	( NO

	…thoughts raced through your head or you couldn’t slow your mind down?
	( YES
	( NO

	…you were so easily distracted by things around you that you had trouble concentrating or staying on track?
	( YES
	( NO

	…you have much more energy than usual?
	( YES
	( NO

	…you were much more active or did many more things than usual?
	( YES
	( NO

	…you were much more social or outgoing than usual, for example, you telephoned friends in the middle of the night?
	( YES
	( NO

	…you were much more interested in sex than usual?
	( YES
	( NO

	…you did things that were unusual for you or that other people might have thought were excessive, foolish, or risky?
	( YES
	( NO

	…spending money got you or your family in trouble?
	( YES
	( NO

	If you checked YES to more than one of the above, have several of these ever happened during the same period of time?
	( YES
	( NO

	How much of a problem did any of these cause you – such as being unable to work; having family, money, or legal troubles, getting into arguments or fights?

	( No Problem
	( Minor Problem
	( Moderate Problem
	( Serious Problem

	Burns anxiety inventory

	The symptoms of anxiety can be divided into those affecting feelings, thoughts, and the body.  To determine the level of your anxiety, please select the response that best describes how much that symptom or problem has affected you during the past week.

	CATEGORY ONE – Anxious Feelings
	Not at all
	Somewhat
	Moderately
	A lot

	Anxiety, nervousness, worry or fear
	(
	(
	(
	(

	Feeling that things around you are strange, unreal, or foggy
	(
	(
	(
	(

	Feeling detached from all or part of your body
	(
	(
	(
	(

	Sudden, unexpected panic spells
	(
	(
	(
	(

	Apprehension or a sense of impending doom
	(
	(
	(
	(

	Feeling tense, stressed “uptight”, or on edge
	(
	(
	(
	(

	(Questionnaire continued on next page.)

	CATEGORY TWO – Anxious Thoughts
	Not at all
	Somewhat
	Moderately
	A lot

	Difficulty Concentrating
	(
	(
	(
	(

	Racing thoughts or having your mind jump from one thing to the next
	(
	(
	(
	(

	Frightening fantasies or daydreams
	(
	(
	(
	(

	Feeling that you’re on the verge of losing control
	(
	(
	(
	(

	Fears of cracking up or going crazy
	(
	(
	(
	(

	Fears of fainting or passing out
	(
	(
	(
	(

	Fears of physical illness, heart attacks, or dying
	(
	(
	(
	(

	Concerns about looking foolish or inadequate in front of others
	(
	(
	(
	(

	Fears of being alone, isolated, or abandoned
	(
	(
	(
	(

	Fears of criticism or disapproval
	(
	(
	(
	(

	Fears that something terrible is about to happen
	(
	(
	(
	(

	CATEGORY THREE – Physical Symptoms
	Not at all
	Somewhat
	Moderately
	A lot

	Skipping, racing, or pounding of the heart (sometimes called palpitations)
	(
	(
	(
	(

	Pain, pressure, or tightness in the chest
	(
	(
	(
	(

	Tingling or numbness in the toes or fingers
	(
	(
	(
	(

	Butterflies or discomfort in the stomach
	(
	(
	(
	(

	Constipation or Diarrhea
	(
	(
	(
	(

	Restlessness or jumpiness
	(
	(
	(
	(

	Tight, tense muscles
	(
	(
	(
	(

	Sweating not brought on by heat
	(
	(
	(
	(

	A lump in the throat
	(
	(
	(
	(

	Trembling or shaking
	(
	(
	(
	(

	Rubbery or “jelly” legs
	(
	(
	(
	(

	Feeling dizzy, light-headed, or off balance
	(
	(
	(
	(

	Choking or smothering sensations or difficulty breathing
	(
	(
	(
	(

	Headaches or pains in the neck or back
	(
	(
	(
	(

	Hot flashes or cold chills
	(
	(
	(
	(

	Feeling tired, weak, or easily exhausted
	(
	(
	(
	(

	mast drinking questionnaire

	Please answer each question regarding your drinking patterns as honestly as possible.

	Do you enjoy having a drink now and then?
	( YES
	( NO

	If you checked yes, please continue.  If you checked no, please disregard the rest of this questionnaire.

	Do you feel you are a normal drinker? (By normal we mean you drink less than or as much as most other people you know and you have not gotten into any recurring trouble while drinking.)
	( YES
	( NO

	Have you ever awakened the morning after some drinking the night before and found that you could not remember a part of the evening?
	( YES
	( NO

	Do your parents, spouse, friends, or others ever worry or complain about your drinking?
	( YES
	( NO

	Can you stop drinking without a struggle after 1 or 2 drinks?
	( YES
	( NO

	Do you feel guilty about your drinking?
	( YES
	( NO

	Do friends or relatives think you are a normal drinker?
	( YES
	( NO

	Are you able to stop drinking when you want to?
	( YES
	( NO

	(Questionnaire continued on next page.)


	Have you ever attended a meeting of Alcoholics Anonymous (AA)?
	( YES
	( NO

	Have you gotten into physical fights when you have been drinking?
	( YES
	( NO

	Has your drinking ever created a problem between you and your parents, spouse, friends, or others?
	( YES
	( NO

	Has a family member of yours ever gone to anyone for help about your drinking?
	( YES
	( NO

	Have you ever lost friends because of your drinking?
	( YES
	( NO

	Have you gotten into trouble at work or school because of drinking?
	( YES
	( NO

	Have you ever lost a job because of drinking?
	( YES
	( NO

	Have you ever neglected your obligations, schoolwork, family, or job for two or more days in a row because you were drinking?
	( YES
	( NO

	Do you drink before noon fairly often?
	( YES
	( NO

	Have you ever been told you have liver trouble or Cirrhosis?
	( YES
	( NO

	After heavy drinking, have you ever had severe shaking, heard voices, or seen things that weren’t there?
	( YES
	( NO

	Have you gone to anyone for help about your drinking?
	( YES
	( NO

	Have you ever been in a hospital because of drinking?
	( YES
	( NO

	Have you even been a patient in a psychiatric hospital where drinking was part of the problem that resulted in your hospitalization?
	( YES
	( NO

	Have you even been seen at a psychiatric or mental health clinic, or gone to a doctor, social worker, or clergy for help with any emotional problem where drinking was a part of the problem?
	( YES
	( NO

	Have you even been arrested for drunk driving, driving while intoxicated, or driving under the influence of alcoholic beverages or any other drug?
	( YES
	( NO

	Have you ever been arrested, or taken into custody (even for a few hours) because of other drunken behavior, whether due to alcohol or another drug?
	( YES
	( NO

	Acknowledgement of Receipt


NOTICE OF PRIVACY PRACTICES – In keeping with the provision of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), Jennifer L. Slone, LPC.has provided a “Notice of Privacy Practices” to me.  By signing below, I acknowledge that I have received, read, and understand this notice.

	authorization to receive reminder EMAILs


Jennifer L. Slone, LPC. provides reminder emails as a courtesy to all patients on the business day previous to their scheduled appointment.  In keeping with the provision of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), Jennifer L. Slone, LPC. must retain your permission before providing this courtesy service.

By accepting this service and signing below, you are giving Jennifer L. Slone, LPC. permission to give you a reminder email.  If you do not wish to receive this courtesy service, please select the “decline” option below.
	(
	ACCEPT: “I would like to receive reminder emails and give permission to Jennifer L. Slone, LPC. To send an email to the 

following email address:___________________________________________________


	(
	DECLINE: “I would NOT like to receive reminder emails and do NOT give permission to Jennifer L. Slone, LPC. to send an email message




	Required signatures


	
	
	
	
	

	
	Signature of Patient
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	Printed Name of Person Signing
	
	
	

	
	
	
	
	

	
	Signature of Legal Guardian
	
	Date
	


CONSENT FORM

Consent to Use And Disclose Your Health Information

Jennifer L. Slone, LPC

This form is an agreement between you,

and me:         Jennifer L. Slone             .  The word “you” below will mean you yourself 

unless you have written the name of your child, relative, or other person here:
 _______________________, in which case the word “you’ below will refer to that person.

When I examine, diagnose, treat, or refer you I will be collecting what the law calls Protected Health Information (PHI) about you. I need to use this information here to decide on what treatment is best for you and to provide treatment to you. I may also share this information with others who provide treatment to you or need it to arrange payment for your treatment or for other business or government functions.

By signing this form you are agreeing to let me use your information here and send it to others. The Notice of Privacy Practices (NPP) explains in more detail your rights and how I can use and share your information. Please read the NPP before you sign this Consent Form.

If you do not sign this consent form agreeing to what is in our Notice of Privacy Practices we cannot treat you.

In the future I may change how I use and share your information and so may change our Notice of Privacy Practices. If I do change it you can get a copy by calling me at 540-731-0838. If you are concerned about some of your information you have the right to ask me to not use or share some of your information for treatment, payment or administrative purposes. You will have to tell me what you want in writing. Although I will try to respect your wishes, I am not required to agree to these limitations. However, if I do agree, I will comply with your wish.

After signing this consent, you have the right to revoke it by writing a letter telling me you no longer consent. I will comply with your wishes about using or sharing your information from that time on, but may already have used or shared some of your information and can’t change that.

___________________________________



_______________

Signature of client:






Date: 

___________________________________

Printed name of client: 

___________________________________



_______________

Signature of parent:






Date:

___________________________________




Printed name of parent:
Jennifer L. Slone, LPC. 

Valley Counseling Services

600 East Main Street, Suite C., Radford, VA. 24141

Phone: 540-731-0838    Fax 540-731-3375

Authorization to Use or Disclose Health Information

Patient Name: ______________________________________________ (DOB) _____________________
Patient Address: _______________________________________________________________________

(Street)



(City)

(State)

(Zip)

Information is to be exchanged and release from Jennifer L. Slone, LPC. And:


Name/Agency: ___________________________________________________________


Street Address: ___________________________________________________________

City, Sate, Zip: ____________________________________________________________

Phone Number: ______________________
      Fax Number: ______________________
Purpose of Release:    [_] Diagnosis/Treatment     [_] Communication     [_] Continuity of Care     

        [_] Other/please List: ____________________________________________
Reason(s) for this authorization (check all that apply):

[ ] At my request

[ ] At provider’s request

[ ] Other (specify)___________________
Extent or nature of use/disclosure limited to: (Check or list all that apply):
[_] Medical Records
          [_] Psychotherapy Notes
                   [_] Alcohol Abuse Treatment Information
              [_] Attendance and Billing           [_] Verbal Treatment Information            [_] Drug Abuse Treatment Information
[_] All of the Above/Any and all information obtained by Jennifer L. Slone, LPC.

[_] Other/Please specify: _________________________________________________________________________
The recipient is authorized to use the information received pursuant to this authorization. As the person signing this authorization, I acknowledge that I am giving my permission to the above named person to disclose or obtain protected health information. I further acknowledge that:

· I understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for benefits will not be conditioned upon my authorization of this disclosure.

· The original or a copy of this authorization shall be included with my original records.

· I have the right to revoke this authorization at any time, except to the extent that action has been taken on it, by delivering the revocation in writing to the provider who is in possession of my health care records.

· There is a potential for any information disclosed pursuant to this authorization to be subject to re-disclosure by the recipient and, therefore, no longer protected by the provisions of the HIPAA Privacy Rule. If this information is being disclosed from records protected by the Federal substance abuse confidentiality rules (42 CFR Part 2), the Federal rules prohibit the recipient from making any further disclosure of this information unless further disclosure is expressly permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is not sufficient for this purpose. The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

If not previously revoked, this authorization will expire in; [_] One Year; or [_] On (specify date): _______________

___________________________________________

_______________
_______________

Signature of Adult Patient or Legally Authorized Representative
Relationship

Date Signed

___________________________________________

_______________


Signature of Minor Patient (if 14 or older)



Date Signed

NOTICE OF PRIVACY PRACTICES-SHORT VERSION

Jennifer L. Slone, LPC.

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

My commitment to your privacy

Each therapist in this office is an independent practitioner. All have agreed to use the same Notice of Privacy Practices (NPP) for simplicity, but all privacy agreements are between you and your therapist, not between you and Valley Counseling Services, Inc. This notices uses the word “I”, “me”, “my” and other personal pronouns to refer to the particular therapist you are seeing. When you are reading this notice you should interpret those words accordingly.
You and I will review this notice prior to beginning your first session. If you have any questions please ask them at that time.
This notice will tell you how information about you is handled. It tells how it is used in this office, how it is shared with other professionals and organizations, and how you can see it. You need to know all of this so that you can make the best decisions for yourself and your family. Federal law also requires that you be provided this information. This requirement is part of the privacy regulation of a federal law, the Health Insurance Portability and Accountability Act of 1996 (HIPAA). Because this law and the laws of this state are very complicated and you shouldn’t have to read a lot that may not apply to you, some parts have been simplified. If you have any questions or want to know more about anything in this Notice, please ask me for an explanation or more details.

My practice is dedicated to maintaining the privacy of your health information. I am also required by law to do this. These laws are complicated, but I must provide you with important information. This pamphlet is a shorter version of the full, legally required Notice of Privacy Practices (NPP) which you received along with this, so refer to it for more information. However, I can’t cover all possible situations so please talk with me about any questions or problems.

I will use this information about your health which I get from you or from others mainly to provide you with treatment, to arrange payment for our services or for some other business activities which are called, in the law, health care operations. These activities are collectively known as TPO. After you have read this NPP I will ask you to sign a Consent Form to let me use and share your information. If you do not sign this Consent Form, I cannot treat you. 

If I or you want to use or disclose (send, share, release) your information for any other purposes I will discuss this with you and ask you to sign an Authorization Form to allow this.

Of course I will keep your health information private but there are some times when the laws require me to use or share it such as:

1. When there is a serious threat to your health and safety or the health and safety of another individual or the public. I will only share information with a person or organization who is able to help or reduce the threat.

2. Some lawsuits and legal court proceeding.
3. If a law enforcement official requires me to do so.

4. For Workers Compensation and similar benefit programs.

There are some other situations like these but which don’t happen very often. They are described in the longer version of the NPP.

Your rights regarding your health information

1. You can ask me to communicate with you about your health and related issues in a particular way or at a certain place. For example, you can ask me to call you at home, and not at work, to schedule or cancel an appointment. I will try my best to do as you ask.
2. You have the right to ask me to limit what I tell certain individuals involved in your care or the payment for your care, such as family members and friends. While I don’t have to agree to your request, if I do agree, I will keep our agreement unless it is against the law, or in an emergency, or when the information is necessary to treat you.

3. You have the right to look at the health information I have about you such as your medical and billing records. You can even get a copy of these records but I may charge you.

4. If you believe the information in your records is incorrect or incomplete, you can ask me to make some changes (called amending) to your health information. You have to make this request in writing and send it to me. You must tell me the reasons you want to make the changes.

5. You have the right to a copy of this notice. If I change this NPP it will be posted in the waiting room and you can always get a copy of the NPP from me.

6. You have the right to file a complaint if you believe your privacy rights have been violated. You can file with me ad, if your complaint is not resolved satisfactorily, with the Secretary of the Department of Health and Human Services. All complaints must be in writing. Filing a complaint will not change the health care I provide to you in any way.

If you have any questions regarding this notice or our health information privacy polices, please contact me.

The effective date of this notice is April 14, 2003
Valley Counseling Jennifer L. Slone, LPC.

Adult Patient Registration Packet, page 14 of 19
(Last updated 7/1/20)

