
Intake Packet for Reed Cognitive Therapy

Michael Reed, MS, LPA, CDC-I

405 E. Fireweed Ln., Suite 202, 
Anchorage, AK 99503
(907) 227-7527 – direct line

michael.reedMS@yahoo.com
To clients: Please clearly print your information on each page. 
Michael J. Reed, MS, LPA, CDC-I
CLIENT INTAKE INFORMATION
DATE: __________
General Information
First Name

   

M.I.



Last Name



Mailing Address 



(City)
            (State)
   (Zip Code)


Telephone Numbers: (home)


(work)


(cell)


 

Emergency Contact:  Name, Relationship



(Phone Number)






 

Sex:
Male  
Female 
  DOB: 


Age:   _______

What is your ethnicity/race? 


Referral Source: 

Family History
Your Parents (check & explain as appropriate; answer for the most consistent set of parents you had as a child):


 Married   Divorced (when __________)  Separated (when (_________)

 Widowed (when ____________);who died ______________________________

Siblings (list ages and relationships, i.e., brother, sister, stepbrother, adoptive or foster sibling(s), etc.)  













_________________________________________________________________________________

Did anyone else live in your household when you were a child (e.g., grandparent, aunt, uncle, etc.):  
Yes 

No 

If yes:


Who?
____________________________________


For how long? _______________________________


How important were they to you?:​​​​​​​​​​​​​​​​​____________________________________________








Relationship Information:

Are you:
 Single
 Living Together
 Married
 Separated
 Divorced    Widowed


If married or living together how long _________________________________________


Are you satisfied with your marriage or relationship?   Yes   Somewhat    No 

If you have had any previous marriages or significant relationships, please list below (Use the back of the page if additional space is needed):


 








Year

   
Year






Name



Married


Separated     

Previous Spouse:   ______________________________________________________________

Reason Separated: ______________________________________________________________

Previous Spouse:   ______________________________________________________________

Reason Separated: ______________________________________________________________


Do you have children:    Yes 
  No 
     How Many: _____________


If yes:  List their names, ages and sex: ________________________________________________________________________


________________________________________________________________________
________________________________________________________________________

If you are not living with a partner or spouse, Do you live alone?    With relatives? 

With a friend or friends? 

Do you have any current housing or financial strains?  Yes 
No 


If yes, please describe: ___________________________________________________________

______________________________________________________________________________

Education/Employment History
What is your usual occupation?  _________________________________________

What are your career aspirations? _________________________________________

Brief Employment History, begin with your present or most recent position and work back:

#1 
Where: ________________________________________________________________


Job title: _______________________________


How satisfied are/were you with this job? _____________________________________


From:  _______________  To: _________________






Reason Left: ___________________________________________________________

#2 
Where: ________________________________________________________________


Job title: _______________________________


How satisfied are/were you with this job? _____________________________________


From:  _______________  To: _________________






Reason Left: ___________________________________________________________

#3 
Where: ________________________________________________________________


Job title: _______________________________


How satisfied are/were you with this job? _____________________________________


From:  _______________  To: _________________






Reason Left: ___________________________________________________________

What is your approximate annual income?


 Less than $12,000

 $12,000 - 24,000


 $24,001 - 36,000

 Over $50,000

What is the highest-grade level you have completed?


 No formal education
 12th (High school grad)

 6th grade or less

 GED 

 7th-9th grade


 Some college/trade school


 10th   11th  

 College Degree (Type ______)

Have you ever served in the military?  Yes 
No   If yes, which branch________________ 

and when_______________________. Do you have VA benefits? Yes 
No 

Medical History
Name of your physician: _________________________________________________________

Do you have a chronic illness:
  Yes    No 
If yes:


What Illness? ____________________________________________________________


How is it treated? _________________________________________________________

Are you taking any medications?      Yes 
No   If yes please name Medication(s) & Dose:  ____________________________________________________________________________________________________________________________________________________________

For what problem or illness?  ______________________________________________________

Name of physician prescribing medication: 








When was your last physical exam? 









Have you ever been hospitalized? Yes 
No  If yes, what was the reason ​​​​




How do you rate your current physical health?  Poor  -  Fair  -  Good  -  Excellent 
Mental Health History

Are you presently receiving psychiatric or counseling services at another agency?  

Yes 
No  If Yes, where? 










Have you ever received counseling/therapy previously?  

Yes 

No 

If yes: Name of Counselor/Provider ________________________________________________

When? _______________________________________________________________________

For how long? _________________________________________________________________

For what reason? _______________________________________________________________

Have you ever been prescribed medication(s) to help with psychiatric or behavioral problems?  Yes 
No  If yes, what medications _____________________ and when 



Have you ever tried or had thoughts or desire to harm or kill yourself ? Yes 
No  
If yes, how many times, how long ago and what happened? 






____________________________________________________________________________________________________________________________________________________________

Have you ever tried or expressed a desire to seriously harm or kill another person?  

Yes 
No   If yes, briefly describe when, and what happened: __________________________
______________________________________________________________________________________________________________________________________________________
Have you ever been diagnosed or had problems in the following areas?  Check all that apply.

	Problem Area
	Present
	Past 
	Problem Area
	Present
	Past 

	Abuse 
	
	
	Loneliness
	
	

	ADHD
	
	
	Memory
	
	

	Anxiety
	
	
	Pain (chronic)
	
	

	Bipolar Disorder
	
	
	PTSD
	
	

	Communication
	
	
	Phobias
	
	

	Cutting
	
	
	Schizophrenia
	
	

	Depression
	
	
	Sex/sexuality
	
	

	Eating Disorder
	
	
	Sleep
	
	

	Family-child
	
	
	Shyness 
	
	

	Impulsivity 
	
	
	Work/School
	
	


Legal History

Were you referred here by the Criminal Justice System due to a criminal offense Yes  FORMCHECKBOX 
 
No   FORMCHECKBOX 

Check all of the following that apply to you:

 FORMCHECKBOX 
 Adult Probation/Parole
 FORMCHECKBOX 
 Federal Probation
 FORMCHECKBOX 
 Alaska Court System 

Probation Officer Name/Number: 








Attorney/Public Defender Name/Number: 







Do you have a court date pending? 
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   If yes, date_______________ 
Are you facing jail time? 

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No 
Please list any offenses for which you have either been arrested or convicted (please include juvenile offenses): 
Offense:____________________________Date:________  FORMCHECKBOX 
 Alcohol  FORMCHECKBOX 
 Drug Related 
Offense:____________________________Date:________  FORMCHECKBOX 
 Alcohol  FORMCHECKBOX 
 Drug Related 
Offense:____________________________Date:________  FORMCHECKBOX 
 Alcohol  FORMCHECKBOX 
 Drug Related 
Offense:____________________________Date:________  FORMCHECKBOX 
 Alcohol  FORMCHECKBOX 
 Drug Related 
Offense:____________________________Date:________  FORMCHECKBOX 
 Alcohol  FORMCHECKBOX 
 Drug Related 
Offense:____________________________Date:________  FORMCHECKBOX 
 Alcohol  FORMCHECKBOX 
 Drug Related 
Offense:____________________________Date:________  FORMCHECKBOX 
 Alcohol  FORMCHECKBOX 
 Drug Related 
If you have been referred for participating in a sexual offense.  Please briefly describe what happened.

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Substance Use History

Do you drink alcohol beverages?  Yes   No        

Have you ever had any of the following problems because of drinking?  Check all that apply:


___Health problems


___Blackouts


___DUIs  How many ___

___Hangovers


___Fighting/Aggression

___DTs


___Personal Relationship

___Problems on the Job

	Substance
	Age 1st Used
	Frequency of Use
	Method of

Use (oral, smoke, IV, etc.)
	Date Last Used

	Alcohol 
	
	
	
	

	Methamphetamines
	
	
	
	

	Cocaine/Crack 
	
	
	
	

	Marijuana 
	
	
	
	

	Spice (K2) or Bath Salts
	
	
	
	

	Heroin
	
	
	
	

	Methadone
	
	
	
	

	Opiates (Oxycotin, Tramadol, etc.)
	
	
	
	

	Sedativies
(Valium, Xanax) 
	
	
	
	

	Hallucinogens 

(LSD, PCP, etc.
	
	
	
	

	Barbiturates 
	
	
	
	

	Club Drugs-Ecstacy GHB, Ketamine, etc.
	
	
	
	


Do you believe that you have a drinking problem?    Yes 
No 

Do you believe that you have a drug problem?   

Yes 
No 

PREVIOUS SUBSTANCE ABUSE TREATMENT HISTORY

Have you ever been in an alcohol or drug treatment program?  Yes 
No  

Please describe below: __________________________________________________________

Which of the following recreational activities do you participate in at least once per month? Please check below:

 FORMCHECKBOX 
 Spend time with friends   
 FORMCHECKBOX 
 Time with family 
 FORMCHECKBOX 
 Reading

 FORMCHECKBOX 
 Dating
 FORMCHECKBOX 
 Shopping
 FORMCHECKBOX 
 Listen to Music 

 FORMCHECKBOX 
 Go to casinos/gambling 
 FORMCHECKBOX 
 Sports/exercise
 FORMCHECKBOX 
 Dancing

 FORMCHECKBOX 
 Hobbies
 FORMCHECKBOX 
 Watch Movies/TV
 FORMCHECKBOX 
 Play on the computer/internet

 FORMCHECKBOX 
 Go on trips
 FORMCHECKBOX 
 Spend time at bars/clubs
 FORMCHECKBOX 
 Cooking/eating out

 FORMCHECKBOX 
 Stay Home
 FORMCHECKBOX 
 Other:      
 FORMCHECKBOX 
 None

What current goals (health, family, career, etc.) do you have? 













































Thank you for taking the time to complete this questionnaire. Please let me know what questions you have about our services. 
Michael J. Reed, MS, LPA, CDC-I
CONSENT TO Assessment/TREATMENT AND TREATMENT AGREEMENT

Welcome. This Agreement contains important information about my professional services and business policies; please read and sign this agreement. You may ask questions about anything covered in this agreement at anytime. Please note that my office is within an office shared by other clinicians. I function independently as a sole proprietor of my own practice and have no business connection to the others’ practices other than sharing the expenses of the office. 

Psychotherapy 

Psychotherapy is not easily described in general statements. It varies depending on the personalities of the therapist and client, as well as the particular problems you are experiencing. There are different methods I may use to help address different problems. Psychotherapy is not like a typical medical doctor visit. Instead, it calls for a very active effort on your part. In order for the therapy to be most successful, you will have to work in and outside of our sessions.

Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant aspects of your life, you may experience uncomfortable feelings like sadness, guilt, anger, frustration, loneliness, or helplessness. On the other hand, psychotherapy has also been shown to have many benefits. Therapy often leads to improved relationships, solutions to specific problems, and significant reductions in feelings of distress. But there are no guarantees of what you will experience.

Therapy Sessions

I will usually schedule one 50-minute session per week at a time we agree on, although this may vary. Once an appointment hour is scheduled, you will be expected to pay for it unless you provide 24 hours advance notice of cancellation (unless due to significant illness or emergency). It is important to note that insurance companies and referrals sources do not pay for missed sessions.

Contacting your therapist

As a therapist I am often not immediately available by telephone. When I am unavailable, my telephone is answered by a confidential voice mail that I check frequently. I will make every effort to return your call the same day, with the exception of weekends, holidays, and vacations. Nighttime calls will usually be returned the next business day. If you find yourself in an urgent situation, make a judgment about the prudence of waiting for my call versus calling your primary care physician, 911, or the Anchorage Community Mental Health Center’s 24-hour crisis line (563-3200). If I am away for extended periods, my voice mail message will indicate that and state when I will return. 

Email is a convenient method of communication, though it is best used for administrative matters such as scheduling and insurance issues. If you elect to communicate with me by email, be aware that email is not completely confidential. All emails are retained in the logs of the respective internet service provider. While under normal circumstances no one looks at these logs, they are, in theory, available to be read by the system administrator(s) of the internet service provider. Any email received from you, and any responses that are sent to you, will be printed out and kept in your treatment record.

Confidentiality

Although you have the right to confidentiality from most people while in treatment, there are some standard exceptions to confidentially and there are unique exceptions to this confidentiality as described below. You should know there is no confidentiality between me and your referring criminal justice agency. Also be aware that if you are ever involved in a legal proceeding and I am ordered by a judge to disclose information about you while in treatment, that I am bound to comply with lawful orders of the court. 

You may at any time direct me to share information with whomever you chose, and you can change your mind and revoke that permission at any time. 
You are protected under the provisions of the Federal Health Insurance Portability and Accountability Act (HIPAA). This law insures the confidentiality of all electronic transmission of information about you. Whenever information about you is transmitted electronically (for example, sending bills or faxing information), it will be done with special safeguards to insure confidentiality.

Exceptions to confidentiality 

· I understand that if my therapist believes that I am in imminent danger of harming myself; my therapist may legally break confidentiality and call the police or the nearest crisis intervention team. 

· I understand that if my therapist believes that I will harm another person; my therapist is required by law to attempt to warn this person as well as contacting the local law enforcement agency. 

· I understand that if my therapist believes I am abusing or neglecting a child or vulnerable adult, or if I give my therapist information about someone else who is doing this, my therapist is required by law to report this suspected abuse to the Office of Children’s Services (OCS) and/or Adult Protective Services (APS) immediately.

Client Rights & Responsibilities 

· I agree to sign Release(s) of Information (ROI) so that my therapist may obtain information to facilitate the delivery of my treatment and aftercare services as needed.

· I agree to openly and honestly share my thoughts, feelings and behaviors that I experience both inside and outside of treatment. 

· I agree to attend all scheduled treatment sessions and to be on time. Group sessions are 90 minutes long and individual sessions are 50 minutes long. I understand that the only reason I can miss or be late for a session is if I have a verifiable medical or other personal emergency. I agree to notify my therapist as soon as possible if I will be late for or miss a treatment session.
· I understand that if I am late, my session will end on time and not run over into the next person's session. If I need to cancel or re-schedule an individual session, I agree to give my therapist 24 hours notice. If you miss a session without canceling, or cancel with less than 24 hours notice, you must pay for that session in full at our next regularly scheduled meeting. 

· I understand that I have the right to ask for an explanation of treatment methods and should ask for such information as needed. I also have the right to ask questions about anything that happens in therapy. I am always willing to discuss how and why he decided to do what he is doing in treatment, and to look at alternatives that might work better. I understand I can ask my therapist to try additional interventions that I think will be helpful. 

· I understand that my therapist may provide verbal and/or written reports to my referral source and other individuals or agencies involved in my treatment. I understand that this information may influence matters such as court decisions regarding modifications or revocation of existing court orders.

· I understand that I am free to leave the treatment program at any time I wish; however, I am also aware there maybe potential negative consequences from my referral source for self-termination from treatment or from being administratively discharged from treatment.  

Professional Fees 

· I understand that if my referral source is paying for my treatment that at their discretion I may be moved to self-pay status.  If that occurs, I agree to pay for my treatment sessions at the appropriate rate for each group and individual session, respectively.

· In addition to weekly appointments, you will be charged this amount for other professional services you may need, though the fee will be broken into 15 minute increments for periods of less than one hour. Other services include report writing, telephone conversations lasting longer than 15 minutes, attendance at meetings with other professionals, preparation of records or treatment summaries, and the time spent performing any other service you may request of me.

· If my therapist is subpoenaed or otherwise required to participate in a legal proceeding as a result of providing professional services to me, I or the party responsible for my participation agrees to reimburse my therapist at the rate of $200.00 per hour (one hour minimum, prorated thereafter); for time spent traveling, preparing reports, testifying, being in attendance, and any other case-related costs.

· If I or my attorney requests any type of report, such as a progress in treatment report, or professional consultation regarding my treatment, I agree to pay a fee of $125/hour (one hour minimum, prorated thereafter) for all of the time spent in preparation and consultation.   
Financial Policy 

Paying your treatment bills is itself considered part of treatment. The following is a statement of our Financial Policy.
No client will be allowed to become more than two sessions behind on their bill with Mr. Reed  Anyone over that amount may be discharged treatment—not just suspended—and if appropriate your referral source will be immediately notified.  
Discharged clients will be removed from my roster and will not be considered for readmission until their past bill is paid in full.  

All clients are informed whether they have a credit, zero balance, or balance due at their individual appointments.  It is your responsibility to make sure that you make timely payments and keep up with what you owe.  

All clients who have failed to pay their balance in full despite efforts by the provider may be referred to a collection agency if the client has gone more than six (6) months without any payment. 

This policy change in no way constitutes abandonment as:

1) You have been informed of this policy in advance.

2) Carrying up to two-session balance is more than reasonable and fair.

3) Behaving responsibly, including financial matters, is a normal part of treatment.

Grounds for Discharge from Treatment 

· Voluntarily withdrawing from the program; 

· Failing to comply with their treatment contract;

· Moving out of the area; 

· Engaging in inappropriate behavior with other clients or staff;

· Admission to another program where services would be duplicated; 

· Other reasons where continued participation is not considered to be in the best interest of the client or the provider. 
Professional Records 

As your therapist I am required to keep records of your treatment. Because these records contain information that can be misunderstood by someone who is not a mental health professional, it is our policy that clients may not review them; however, at your request a treatment summary can be provided unless it is felt that to do so would be emotionally damaging. If that is the case, I will be happy to send the summary to another mental health professional who is working with you. You should be aware that there will be an additional fee for this service.

If I or my attorney requests copies of my records, I agree to pay fees of $50/hour (one hour minimum, prorated thereafter), $.25 per page and $5 postage and handling.  

Client Consent to Treatment 

I have read, or have had read to me this agreement; I have had sufficient time to be sure that I considered it carefully, asked any questions that I needed to, and understand it fully. I understand the limits to confidentiality as required by law. I understand my rights and responsibilities as a client, and my therapist's responsibilities. I agree to enter into therapy with Michael Reed, MS, LPA and I agree to abide by all the terms of this agreement. I know that I can end therapy at any time I wish. My signature indicates my voluntary consent to participate in this treatment program.  Further that I am over 18 years of age and legally able to enter into this agreement. 

________________________________


___________________

Client 






Date

________________________________


___________________

Michael J. Reed, MS, LPA, CDC-I


Date
Notice of Policies and Practices to Protect the Privacy of Your Health Information

This notice is required by the federal government under the Health Insurance Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and patient rights with regard to the use and disclosure of Protected Health Information (PHI) used for the purpose of treatment, payment, and other health care operations. This notice describes how your information may be used and disclosed and how you can access this information. I am required to obtain your signature indicating that you have received this notice. Please note that this required notice details only minimum protections. I have opted to increase protection of your information as described in the last section of this document.

I. Uses and Disclosures for Treatment, Payment, and Health Care Operations

I may use or disclose your Protected Health Information (PHI), for treatment, payment, and health care operations purposes with your general consent to treatment. To help clarify these terms, here are some definitions:

PHI refers to information in your health record that could identify you.

Treatment, Payment and Health Care Operations: Treatment is when I provide, coordinate or manage your health care and other related services. An example of treatment would be when I consult with another health care provider, such as your family physician or another mental health practitioner. Payment is when I obtain reimbursement for your healthcare. Examples of payment are when I disclose your PHI to your health insurer to obtain reimbursement for your health care or to determine your coverage. Health Care Operations are activities that relate to the performance and operation of my practice. Examples of health care operations are quality improvement activities and business-related matters such as audits and administrative services.

Use applies only to activities within my office, such as sharing, employing, applying, utilizing, examining, and analyzing information that identifies you.

Disclosure applies to activities outside of my office, such as releasing, transferring, or providing access to information about you to other parties.

II. Uses and Disclosures Requiring Authorization

I may use or disclose your PHI for purposes outside of treatment, payment, or health care operations only with your authorization. An “authorization” is specific written permission. When I am asked for information for purposes outside of treatment, payment or health care operations, I will obtain an authorization from you before releasing this information. I will also need to obtain an authorization before releasing your Psychotherapy Notes if they are maintained separately. “Psychotherapy Notes” are notes I may have made about our conversation during a private, group, joint, or family counseling session, which may or may not be kept separate from the rest of your record. 

You may revoke, in writing, all such authorizations at any time. You may not revoke an authorization to the extent that (1) I have already relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, the law provides the insurer the right to contest a claim for payment.

III. Patient’s Rights and Practitioner’s Duties

Patient’s Rights:

Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosures of PHI. However, I am not required to agree to a restriction you request.

Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You have the right to request and receive confidential communications of PHI by alternative means and at alternative locations. 
Right to Inspect and Copy – You have the right to inspect and/or obtain a copy of PHI in my records for as long as they are retained with limited exceptions. On your request, I will discuss the request process with you. There will be a fee for copying your records.

Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained in the record. However, I may deny your request. On your request, I will discuss the amendment process with you. 

Right to a Paper Copy – You have the right to obtain a paper copy of this notice from me upon request.

Practitioner’s Duties:

I am required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and privacy practices with respect to PHI.

I reserve the right to change the privacy policies and practices described in this notice. Unless I notify you of such changes, however, I am required to abide by the terms currently in effect.

If I revise my policies and procedures, I will provide or make the revisions available to you. If you are a current client, I will provide you with a revised in person or by mail. If you are a former client, not currently receiving services from me, the most current revision of this notice will always be available from my office upon request and on my website at www.reedcbt.com/forms 

IV. Questions and Complaints

If you have questions about this notice, disagree with a decision I make about access to your records, or have other concerns about your privacy rights, please discuss these with me. If you are dissatisfied with the outcome of that discussion, you may send a written complaint to the Secretary of the U.S. Department of Health and Human Services – 200 Independence Avenue S.W., Washington, DC 20201. All complaints must be submitted in writing. You will not be penalized or discriminated against for filing a complaint.
V. Effective Date, Restrictions, and Changes to Privacy Policy

Please note that this notice is a minimum standard dictated by state and federal laws. The same laws allow me to further limit the uses or disclosures that I will make without your consent. I have chosen to further protect your confidentiality by requiring specific authorization for any disclosure in section I of this notice unless you choose to provide general consent for those purposes. 

This notice is effective as of April 14, 2003. I reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI that I maintain. 

HIPAA Notice of Privacy Practices

I have read the HIPAA Notification of Privacy Policies form and understand the policies, rights and responsibilities outlined in the document. I have been offered a copy of this form. 

Signature of Client or Personal Representative 



Date 
Printed Name of Client or Personal Representative


 
Date
Description of Personal Representative's Authority: 
_____________________________________________________ 

_____ 
Copy of Notice of Privacy Practices accepted by patient 

_____
Copy of Notice of Privacy Practices retained by Michael Reed, LPA
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