Kimber Smith, LCPC
Glacier Counseling and Animal Assisted Therapy
Patient Name 













 



First


Middle Initial

 Last

Mailing Address 







 City 


  State 
          Zip 


Phone 



 Social Security # 



 Birth Date 


  Sex 











                          Month/Day/Year
                M / F
Marital Status 


 Employer  





  Work Phone













 Cell Phone # 

Spouse’s Name 







 Work Phone # 





Do we have your permission to call your phone and leave a message? Yes           No 
      

Primary Insurance





  Policyholder 








     







 Name                                           Birth date


  Subscriber Relationship to Patient





Insurance Claims Address  







 Phone # 





Identification / Policy # 







Group # 





Secondary Insurance 





  Policyholder 








      







 Name


Birth date


 Subscriber Relationship to Patient 





Insurance Claims Address  







 Phone #





Identification / Policy # 







Group # 





Mother / Guardian Name 








  Birth date 



Social Security # 



  Place of Employment 



  Work Phone # 



Address and Phone # if Different Than Patient 






  Home Phone # 



Father/Guardian Name  








  Birth date 



Social Security # 



  Place of Employment 



  Work Phone # 



Address and Phone # if Different Than Patient 






  Home Phone # 



FINANCIAL AGREEMENT AND TREATMENT AUTHORIZATION
I authorize treatment of the patient named above.  I give my explicit authorization to allow Back Office Solutions, LLC to bill my insurance company for services provided to me by Kimber Smith, LCPC dba/Glacier Counseling and Animal Assisted Therapy.  I further allow Kimber Smith, LCPC dba/Glacier Counseling and Animal Assisted Therapy and/or Back Office Solutions, LLC to release my health information to my insurance company upon said company’s request, check claim status by contacting my insurance company, and to appeal any claims should my insurance company deny payment for these services.  I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account for any professional services rendered.  I agree to pay all fees and charges for such treatment within 30 days unless credit arrangements have been made. If my debt is assigned to a third party for collection, I am ultimately responsible for payment of all collection fees/costs.

PATIENT SIGNATURE:
















 (Parent or Guardian signature if patient is a minor)




Date


Kimber Smith, LCPC, LAC

https://www.kimbersmithcounseling.com/
509-630-3107


	Intake Form

	Personal Information

	Name:
	
	Date:
	

	Primary Physician:
	
	Phone:
	

	Previous Therapist
	
	
	

	Complaint

	What is your major complaint?
	

	Start Date:
	
	Have you previously suffered from this complaint?
	

	Previous therapist(s) seen for complaint:
	

	Previous treatment for complaint:
	

	Aggravating Factors:
	

	Relieving Factors:
	

	Current Symptoms (Check All That Apply)

	
	
	Anxiety
	
	Appetite Issues
	
	Avoidance
	
	Crying Spells

	

	
	
	Depression
	
	Excessive Energy
	
	Fatigue
	
	Guilt

	

	
	
	Hallucinations
	
	Impulsivity
	
	Irritability
	
	Libido Changes

	

	
	
	Loss of Interest
	
	Panic Attacks
	
	Racing Thoughts
	
	Risky Activity

	

	
	
	Sleep Changes
	
	Suspiciousness
	
	Thoughts of suicide
	
	Use of substances

	

	

	Medical History

	Exercise Frequency:
	
	Exercise Type(s):
	

	Allergies:
	

	What medications are you currently using?
	

	Previous diagnoses/mental health treatment:
	

	Previously treated by:
	

	Previous medications:
	

	Dates treated:
	

	Previous medical conditions:
	

	Previous surgeries:
	

	Family History

	Were you adopted?
	
	If yes, at what age?
	

	How is your relationship with your mother?
	

	How is your relationship with your father?
	

	Siblings and their ages:
	

	Are your parents married?
	

	Did your parents divorce?
	
	If yes, how old were you?
	

	Did your parents remarry?
	
	If yes, how old were you?
	

	Who raised you?
	
	Where did you grown up?
	

	Family member medical conditions:
	

	Family member mental conditions:
	

	Treated with medication?
	

	Medications:
	

	Early Development

	Where did you grow up?
	

	How often did you move and where?
	

	How old were you when you left home?
	

	Have any immediate family members died?
	
	Who?
	

	Have any committed suicide?
	
	Who?
	

	Describe any neglect you suffered, and by whom:
	

	Trauma suffered and by whom:
	

	Abuse suffered and by whom:
	

	Highest education level completed:
	

	Date completed and location:
	

	Have you ever served in the military?
	
	If yes, where?
	

	Dates of service:
	
	Highest rank achieved:
	

	Present Situation

	Work:
	
	Full-Time
	
	Part-Time
	
	Student
	
	Unemployed
	
	Disabled
	
	Retired

	Are you married?
	
	If yes, date of marriage:
	

	Are you divorced?
	
	If yes, date of divorce:
	

	Prior marriages?
	
	If yes, how many?
	

	What is your sexual orientation?
	
	Are you sexually active?
	

	How is your relationship with your partner?
	

	Do you have children?
	
	Dates of Birth:
	

	How is your relationship with your child(ren)?
	

	List anyone else who lives with you:
	

	Are you a member of a religion/spiritual group?
	

	What is your level of involvement?
	

	Have you ever been arrested?
	
	When and why?
	

	Have You Ever Tried the Following (Check All That Apply)

	
	
	Alcohol
	
	Tobacco
	
	Marijuana
	
	Hallucinogens (LSD)

	

	
	
	Heroin
	
	Methamphetamines
	
	Cocaine
	
	Stimulants (Pills)

	

	
	
	Ecstasy
	
	Methadone
	
	Tranquilizers
	
	Pain Killers

	

	If yes to any, list frequency/dates of use:
	

	

	Have you ever been treated for drug/alcohol abuse?
	
	If yes, when?
	

	For which substances?
	

	Do you smoke cigarettes?
	
	If yes, how many per day?
	

	Do you drink caffeinated beverages?
	
	If yes, how many per day?
	

	Have you ever abused prescription drugs?
	
	If yes, which ones?
	

	Anything Else You Want the Therapist to Know

	

	

	

	


	
	
	

	Signature
	
	Date



Kimber Smith, LCPC, LAC

https://www.kimbersmithcounseling.com/
509-630-3107


Disclosure Statement & Informed Consent

It’s a pleasure meeting you and I consider it such an honor that you chose me to help walk alongside you through the issues that bring you here. Please take the time to thoroughly read and understand the following important information so that we may have a mutual understanding from the outset of our relationship. Please let me know if you have questions or concerns.

Client/Therapist Relationship: We have a professional relationship existing exclusively for therapeutic treatment. This relationship functions most effectively when it remains strictly professional and involves only the therapeutic aspect. For the same professional reason, I must decline any type of association through social media and can best serve your needs by focusing solely on therapy and avoiding any type of social or business relationship. Gifts are not appropriate, nor is any sort of trade or barter for services. 

Available Services: I offer a wide array of counseling services, including individual, family, couples, and group services. Effective counseling is founded on a mutual understanding and good rapport between client and Therapist. It is my intent to convey the policies and procedures used in my practice, and I will be pleased to discuss any questions or concerns you may have. 

Telephone/Texting/Emails: The phone number where you can reach me or leave a confidential voice mail is (509) 630-3107. This is not a 24 hour number and if there is an emergency or you require immediate attention, you should call St. Patrick’s Hospital Emergency Room at 329-5635 or West House at 532-8990 or call 911. Phone contact is generally not charged, with the exception of phone calls that require 15 minutes or more. In such cases the cost is prorated based on the hourly fee. You may text or mail me regarding simple scheduling matters. However, clients are advised that email and text messages are not secure forms of communication and should not be used to send confidential information. These methods of communication are also not meant to replace active participation in sessions.

Risks and Benefits: Counseling and psychotherapy are beneficial, but as with any treatment, there are inherent risks. During counseling, you will have discussions about personal issues which may bring to the surface uncomfortable emotions such as anger, guilt, and sadness. The benefits of counseling can far outweigh any discomfort encountered during the process, however. Some of the possible benefits are improved personal relationships, reduced feelings of emotional distress, and specific problem solving. I cannot guarantee these benefits, of course. It is my desire, however, to work with you to attain your personal goals for counseling. 

Counseling: I provide counseling services designed to address many of the issues my clients are dealing with. Your first visit will be an assessment session in which we will determine your concerns, and if both agree that I can meet your therapeutic needs, develop a plan of treatment. Should you choose not to follow the plan of treatment provided to you by your Therapist, services to you may be terminated.

Appointments: Appointments are typically scheduled on a weekly basis and are approximately 55-60 minutes long. More frequent sessions or an intensive outpatient schedule are available if determined appropriate. If you must cancel an appointment, please give a 24-hour notice. If there is an emergency and you are unable to provide 24-hour notice, please contact me as soon as possible. Because I am concerned about your welfare, I will contact you if you do not show up. A $140 fee will be charged for no shows which will not be covered by insurance. With the weather in Montana and varying hazardous road conditions, there is an exception to the cancellation policy.  
Fee Schedule: Sessions are typically 55-60 minutes long. Together, the client and counselor will make decisions concerning how often and for how long they should meet. Payment is due in full at each session and either personal checks or credit/debit cards are accepted. 

Fee/Payment/ Insurance:

The fee for services is $200 for an initial intake and $140 for subsequent visits. If you are covered by insurance, your insurance will be billed. However, until insurance accepts the claim, you will be fully responsible for cost of services. Your co-pay is due in full at the close of each session. 

I authorize treatment of the patient named above. I give my explicit authorization to allow Back Office Solutions, LLC to bill my insurance company for services provided to me by Kimber Smith, LCPC. I further allow Kimber Smith, LCPC and/or Back Office Solutions, LLC to release my health information to my insurance company upon said company’s request, check claim status by contacting my insurance company, and to appeal any claims should my insurance company deny payment for these services. I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account for any professional services rendered. I agree to pay all fees and charges for such treatment within 30 days unless credit arrangements have been made. If my debt is assigned to a third party for collection, I am ultimately responsible for payment of all collection fees/costs. 

· Diagnostic & Evaluation Session (1st visit) $200.00 

· Regular Office Visit (60 minutes – Individual) $140.00 

· Outside Office Work (including but not limited to: $350.00/hour inpatient visits, collaborative law services) 

· Written Reports (supervisors, compliance officers, etc) $150.00/hour 

· Returned Check Fee $40.00/per check 

· Court Preparation and Appearance Fee $1,500
· Copies of documents Fee of $25.00 flat rate for up to 25 pages and any additional $1 per page thereafter will be charged for copies of any records requested by the client. Only full files will be provided, no partial files will be provided. 

Court Appearances and Policy: My current fee to appear in court is $1,500, per appearance. In the event I receive a subpoena to appear in court to testify on behalf of you, your child, another family member, or any individual/ organization you represent/designate, there will be a fee of $1,500. I do not voluntarily testify in court cases.  Please see Court Policy attached. 
Emergencies: You may encounter a personal emergency which will require prompt attention. In this event, please contact my office regarding the nature and urgency of the circumstances. I will make every attempt to schedule you as soon as possible or to offer other options. Because clients may be scheduled back-to-back, it is not always possible to return a call immediately. However, we will make every effort to respond to your emergency in a timely manner. If your emergency arises after hours or on a weekend, feel free to leave a message on voicemail for me. I will return your call by the end of the next business day, if not sooner. If you are experiencing a life-threatening emergency, call 911 or have someone take you to the nearest emergency room for help, or call a suicide hotline: 1-800-SUICIDE. It is the client’s responsibility to seek the appropriate resource in emergency situations. When I am out of town, you will be advised and given the name of another Therapist. 

Confidentiality: As a licensed Therapist, I follow all ethical standards prescribed by state and federal law. I am required to practice guidelines and standards of care to keep records of your counseling. These records are confidential with the exceptions noted below and in the Notice of Privacy Practices available in the office. Discussions between a Therapist and a client are confidential. No information will be released without the client’s written consent unless mandated by law. Possible exceptions to confidentiality include but are not limited to the following situations: child abuse or neglect; abuse of the elderly or disabled; abuse of patients in mental health facilities; sexual exploitation; criminal prosecutions; child custody cases; suits in which the mental health of the party is in issue; situations where the Therapist has a duty to disclose, or where, in the Therapist’s judgment, it is necessary to warn or disclose; fee disputes between the Therapist and the client; a negligence suit brought by the client against the Therapist; or the filing of a complaint with the licensing or certifying board. If you have any questions regarding confidentiality, you should bring them to my attention when we discuss this matter. 

Group Consultation: Occasionally, I seek professional supervision for the benefit of your health and healing. As a team, we may, from time to time, discuss and exchange information with each other in order to provide the best guidance and support to you and your family. Information exchanges between the members of the team will not be disclosed to other nonaffiliated therapists outside of the practice, unless a written release has been signed by the client.
While working with children and adolescents between the ages of 12-17 years, I use my professional judgment to ascertain what information will be kept confidential between the child and myself, and what information is appropriate to share with the parents/guardians. Nevertheless, parents/guardians do have the right to general information, including how therapy is going and dates of services. Keep in mind that the therapeutic process may be more successful if your child(ren) know(s) that his/her/their sessions are going to be, for the most part, confidential. When I work with families, the confidentiality rules become more complicated. In the interest of the therapeutic and healing process, I encourage open disclosure between family members and couples. 
If a spouse/partner tells something that may harm the other partner/spouse, or a family member, or may impede the progress of the therapeutic process, I will discuss this with the client, and encourage him/her to disclose it, and cannot promise to keep it confidential. At the beginning of family therapy, those members designated by myself and the family will sign a release form to be made part of the therapy record. 
Because discussions between you and myself- and even the fact that you are in counseling- are confidential, if I see you in public, I will protect your confidentiality by greeting you only if you greet me first. 
Duty to Warn/ Duty to Protect: If this therapist believes the client or child is in any physical or emotional danger, I hereby specifically give consent to contact any person who is in a position to prevent harm to me or another, including, but not limited to, the person in danger.  

Incapacity or Death: I understand that, in the event of the death or incapacitation of the undersigned Therapist, it will be necessary to assign my case to another Therapist and for that Therapist to have possession of my treatment records. By my signature on this form, I hereby consent to another Licensed Mental Health Professional, selected by the undersigned Therapist, to take possession of my records and provide me copies at my request, and/or to deliver those records to another Therapist of my choosing. 

Consent to Treatment: By signing this Client Information and Consent Form as the Client or Guardian of said Client, I acknowledge that I have read , understand, and agree to the terms and conditions contained in the Information, and Client Consent form. I have been given the appropriate opportunity to address any questions or request clarification for anything that is unclear to me. I am voluntarily agreeing to receiving mental health assessment, treatment and services for me (or my child if said child is the client), and I understand that I may stop such treatment or services at any time. 

NOTE: If you are consenting to treatment of a minor child, if a court order has been entered with respect to the conservatorship of said child, or impacting your rights with respect to consent to the child’s mental health care and treatment, I will not render services to your child until I have received and reviewed a copy of the most recent applicable court order. 

Termination: The therapeutic relationship is terminated 60 days after your last appointment. You will be provided with a letter and are welcome to return if services are needed. You will be provided a list of referrals if needed and requested. Your file will be inactivated once the letter is sent.  

Kimber Smith, LCPC, LAC

https://www.kimbersmithcounseling.com/
509-630-3107
HIPPA Notice of Privacy Practices for Personal Health Information

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

This is your Heath Information Privacy notice from Kimber Smith, LCPC. This notice describes how I protect the Personal Heath Information we have about you which relates to you and how we may use and disclose this information. Personal Health Information includes individually identifiable information which relates to your past, present, or future mental health, treatment or payment for health care services. This notice also describes your rights with respect to the Personal Health Information and how you can exercise those rights. 

I am required to provide this Notice to you by the Health Insurance Portability and Accountability Act (“HIPPA”). I am required by law to: Maintain the privacy of your Personal Health Information; Provide you this notice of my legal duties and privacy practices with respect to your Personal Health Information; and Follow the terms of this notice. I protect your Personal Health Information from inappropriate use or disclosure. I am required to comply with these requirements that protect the confidentiality of Personal Health Information. They may look at your Personal Health Information ONLY when there is an appropriate reason to do so. I will not disclose your Personal Health Information to any other company for their use in marketing their products to you. 
The main reasons for which I may use and may disclose your Personal Health Information are: 

For Payment: I may use and disclose Personal Health Information to pay for process of your payment. 
For Health Care Operations: I may also use and disclose Personal Health Information at your request for your insurance needs. 

To Avert a Serious Threat to Health or Safety: I may disclose Personal Health Information to avert a serious threat to someone’s health or safety.

To Connect You with Services:  I may use Personal Health Information to provide you with information about 
services that may be of interest to you. 
For Law Enforcement or Specific Government Functions: I may disclose Personal Health Information in response to a request by a law enforcement official made through a court order, subpoena, warrant, summons or similar process. We may disclose Personal Health Information about you to federal officials for intelligence, counterintelligence, and other national security activities authorized by law. 
When Requested as a Part of a Regulatory or Legal Proceeding: If you or your estate are involved in a 
lawsuit, divorce or a dispute, I will release your Personal Health Information at your request. Please note per your signed Informed Consent, you have agreed not to involve this therapist in any current or future arbitration, mediation, and/or litigation within the court system. 
Other Uses of Personal Health Information: Other uses and disclosures of Personal Health Information not covered by this notice and permitted by the laws that apply to us will be made only with your written authorization or that of your legal representative. If we are authorized to use or disclose Personal Health Information about you, you or your legally authorized representative may revoke that authorization, in writing at any time, except to the extent that we have taken action relying on the authorization. You should understand that I will not take back any disclosures we have already made with authorization.
Cost of Processing Personal Health Information Request: Due to the cost of preparing and transmitting requested Personal Health Information, I  will charge $25 flat fee for up to 25 pages and an additional $1 per page thereafter. In most cases, you have the right to inspect and obtain a copy of the Personal Health Information that I maintain about you. 
Right to Amend Your Personal Health Information: If you believe that your Personal Health Information is incorrect or that an important part of it is missing, you have the right to ask to amend your Personal Health Information while it is kept by or for myself. I may deny your request if you ask us to amend Personal Health Information that: Is accurate and complete;  was not created by myself; unless the person or entity that created the Personal Health Information is no longer available to make the amendment;  Is not part of the Personal Health Information kept by or for myself, or Is not part of the Personal Health Information which you would be permitted to inspect and copy. 

Right to a List of Disclosures: You have the right to request a list of the disclosures I have made of Personal Health Information about you. This list will NOT include disclosures made for treatment, payment, health care operations, for purposes of national security, made to law enforcement or to corrections personnel, or made pursuant to your authorization or made directly to you. You must state the time period from which you want to receive a list of disclosures. The time period may not be longer than six years and may not include dates before April 14, 2003. 

Right to Request Restrictions: You have the right to request a restriction or limitation on Personal Health Information I use or disclose about you for treatment, payment or health care operations, or that I disclose to someone who may be involved in your care or payment for your care, like a family member or friend. While I will consider your request, I’m not required to agree to it. 

Right to Request Confidential Communications: You have the right to request that I communicate with you about Personal Health Information in a certain way or at a certain location if you indicate how this communication in another manner may endanger you. For example, you can ask that I only contact you at work or by mail. 

Right to File a Complaint: If you believe your privacy rights have been violated, you may file a complaint . All complaints must be submitted in writing. You will not be penalized for filing a complaint. 

Changes to This Notice: I reserve the right to change the terms of this notice at any time. I reserve the right to make the revised or changed notice effective for Personal Health Information I already have about you as well as any Personal Health Information I receive in the future. 

Right to Obtain a Paper Copy of this Notice: You have the right to receive a paper copy of this notice and any amended notice upon request. Copies will be available by request from me. You may also obtain a copy of the notice at my website. 

Kimber Smith, LCPC, LAC

https://www.kimbersmithcounseling.com/
509-630-3107


Court Policy

Fees for Court Preparation and Appearance: My current fee to appear in court is $1,500, per appearance. I do not voluntarily testify in court cases. This fee is payable seven days prior to your court date. Since I will be required to clear my calendar of all appointments and prior engagements so that I may be available to appear in court, this fee is non-refundable. If your court date is postponed and I must again clear my calendar to attend court, you will again be charged the full fee. If your court date is cancelled this fee is a non-refundable. No further appointments will be scheduled until this fee is paid in full. Other fees include: $225 per hour to prepare records of submission to court, $225 per hour for depositions and phone contact and all attorney costs incurred by therapist as result of legal action.  

Divorce/Custody Cases: Please be advised that, if I receive a subpoena to testify in a divorce/custody case, I will not make a custody recommendation, or recommendations of where a child should live, nor will I make a determination as to one’s fitness as a parent. 
Confidentiality: Your rights to privacy and confidentiality are importance to me, and I work hard to protect them. There are also laws in place to protect you. Please note there are situations during court and legal proceedings where they may be compromised. Examples of this include you waiving confidentiality by agreeing to disclose the clients mental health records in a lawsuit for emotional distress; you decision to pursue a lawsuit where the client’s mental or emotional condition is relevant or critical, if the client’s records are requested by a valid subpoena or court order. It is your responsibility to learn how your confidentiality and privacy may be compromised as a result of legal or court proceedings. 

Non-Payment:  If you have not paid your court-related fees and do not respond to my attempts to contact you and work out a payment plan, I have the option of using legal means to secure the payment. This may involve hiring a collection agency or going through small claims court. In most collection situations, the only information I release regarding a patient’s treatment is his/her name, the nature of services provided and the amount due. A late fee of 20% of the unpaid balance will be charged each month that a balance remains unpaid. 

Kimber Smith, LCPC, LAC

https://www.kimbersmithcounseling.com/
509-630-3107


Policy, Procedures and HIPPA Signature Page

Signing and dating this form indicates that you have received a copy, read, understand and agree with the terms and conditions regarding this professional practice and services provided as stated in the procedures outline you have received a copy of. Your signature also authorizes Kimber Smith, LCPC to release any medical/mental health information required by your insurance company or Medicaid in order to process claims for the services provided by Kimber Smith, LCPC, and for the insurance company or Medicaid to make direct payments to Kimber Smith, LCPC. By signing this consent form, you are giving consent to me as a Therapist to share confidential information with all persons mandated by law. You are also releasing and holding harmless the undersigned Therapist from any departure from your right of confidentiality that may result. 
______________________________________________________________________________

Signature of Client (or Guardian of clients under the age of 18)



Date

______________________________________________________________________________

Signature of Therapist
 Kimber Smith, LCPC






Date
Client’s Statement of Agreement of Court Policy: I have read the notice of the court policy and fully understand the statement. I agree to pay the full fee of $1,500 seven (7) days in advance of the court date, for any court appearance this therapist may need to make on behalf of myself, my child, another family member, or any individual or organization I represent or designate. I understand the terms of confidentiality, and the terms of non-payment. I understand that my therapist is not responsible for the outcome, or any judgements made, regarding my court case. 

______________________________________________________________________________
Signature of Client (or Guardian of clients under the age of 18)



Date




I have read and understand my Rights to Privacy & Disclosure as outline in the notice of HIPAA and confidentiality. 
______________________________________________________________________________

Signature of Client (or Guardian of clients under the age of 18)



Date

