Marci Trotta, LSCSW, LCAC
8400 W. 110th St.  Suite 410  Overland Park, Kansas 66210
Phone & Fax:  913-362-8899   mbtrotta1@aol.com
Client Information:
Today’s Date: _____________________________
Employer: __________________________________

Name: ___________________________________ 
Employer’s complete Address:

  First 
                     M.I. 
           Last         ___________________________________________

SS#:_____________________________________
___________________________________________

Address: _________________________________ 
Work Ph #: _________________________________

City: _______________ State: ____ Zip: _______ 
Cell Ph #: __________________________________

Home Phone #:____________________________
Emergency Contact:

Date of Birth: _______________ Age: _________ 
___________________________________________

Marital Status:  _____ Married;   _____ Single;   _____ Divorced;   _____ Widowed;   _____ Separated;

Sex:   ____ Male;    ____ Female  


Spouses Name: ______________________________

Email address:_____________________________
Responsible Party (if other than Client):

Name: ___________________________________
Relationship to Client: ________________________

Address: _________________________________ 
Date of Birth: _______________________________

City: _______________ State: ____ Zip: _______ 
SS#:_______________________________________

Home Phone #:____________________________ 
Daytime Ph #:_______________________________

Insurance Information (We will also need a copy of your insurance card)

Full Name of Insured: ___________________________  Relation to Client: _______________________

Complete Address: _____________________________________________________________________

Date of Birth: _________________ Age: __________ SS #:____________________________________

Insurance Company: __________________________  Insurance Effective Date:____________________

ID #: _______________________________________ Group #:_________________________________

Mental Health Ins Ph #:____________________
Authorization #: ____________________________

Name of Employer:_________________________
Employer Ph #_______________________________

Employer Address:_____________________________________________________________________

City: _______________ State: ____ Zip: _______

Do you have any other insurance?  ____ Yes;   ____ No  
If yes, please provide:

Insured’s Name: ___________________________ 
Address: ___________________________________

Date of Birth:_____________________________ 

   ___________________________________

Please read and sign each statement:

I hereby authorize Marci Trotta, LSCSW, LCAC, to release any information acquired in the course of my treatment or examination to my insurance company for billing purposes only.

____________________________________________

I authorize payment directly to Marci Trotta, LSCSW, LCAC, if any, that would be otherwise payable to me or my dependents for services rendered in the course of examination or treatment. ____________________________________________

I understand that I am fully responsible for all services and charges, including any balance due after payment of insurance, and that insurance coverage may not pay for all charges.  I also understand that co-pays and office fees are due and payable when services are rendered.  I authorize treatment at both offices.

____________________________________________

I understand that Marci Trotta is licensed in Kansas as a Licensed Specialist Clinical Social Worker and a Licensed Clinical Addiction Counselor, and is not licensed to provide medical information.  A referral to your primary care physician or another physician of your choice may be made as a part of my treatment if needed.

_____________________________________________
24 HOUR CANCELLATION POLICY

Twenty four hours prior notice is required for canceling an appointment unless an emergency occurs that prevents attendance.  Late cancellation or ‘no-shows’ will be billed at the rate of $60.00

You are responsible for paying this cancellation fee.  Insurance carriers will not pay for ‘no-shows’ or late cancellation charges.

Please remember to call at a minimum of twenty-four (24) hours ahead of time if you must cancel your appointment.

Your cooperation with this policy is greatly appreciated.

My signature is my acknowledgement that I understand this policy.

__________________________________________________  
____________________

Signature








Date

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

Acknowledgement of Receipt and Understanding

My signature below indicates that I have reviewed the following packet of information from Marci Trotta, LSCSW, LCAC:

-Grievance policy and procedure

-Confidentiality of Records policy

-Infectious Disease

-HIPAA’s Notice of Privacy Practices

-Client Rights

________________________________________________________________

Printed Name

________________________________________________________________  ____________   

Signature









  Date
COPAY AGREEMENT

(Please complete this section if you would like your insurance billed)

I understand that it is my responsibility to confirm my insurance benefits with my insurance company and to verify my eligibility for coverage.  My coverage is:

$ ___________________________ 
Deductible

$___________________________ 
Co-pay for sessions _______ through _______, and then

$___________________________ 
for sessions _______ through _______

Name (print): ________________________________________________________________________

__________________________________________________  
____________________

Signature








Date

OR

SELF-PAY AGREEMENT

(Please complete this section if you choose to self-pay or if you don’t have insurance)

I have discussed with my therapist that:

______ I have no insurance benefit for this service, or

______ I have insurance but have decided to continue services with Marci Trotta, LSCSW, LCAC, on a self-pay basis.  I understand that it is my responsibility to pay for services at the established rates, specifically:

$ ____________ for the initial assessment session,

$ ____________ for each additional session

I understand that payment is expected at the time of service unless other arrangements have been made.

Name (print): ________________________________________________________________________

__________________________________________________  
____________________

Signature








Date

Marci Trotta, LSCSW, LCAC
8400 W. 110th St.  Suite 410  Overland Park, Kansas 66210

Ph: 913-362-8899      Fax: 913-362-8899

RELEASE OF INFORMATION TO PHYSICIAN

Name: _______________________________________________  Date of Birth: ___________________

If you DO NOT wish your clinical information sent to your physician, please sign here:

__________________________________________________  
____________________

Signature








Date

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

If you DO wish your clinical information sent to your physician, please provide the contact information for your physician below.  This information will include your mental health diagnosis, your reason for being treated in this office, and treatment recommendations.

Physician Name: ____________________________________________  Ph #: _____________________

Address: ___________________________________________________  Fax # : ___________________


   ___________________________________________________

               ___________________________________________________

This patient is being treated for the following behavioral health reasons: ___________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Treatment Recommendations: ____________________________________________________________

_____________________________________________________________________________________

__________________________________________________  
____________________

Signature








Date

Notice to recipient of this information:  This information has been disclosed to you from records that are protected by federal (42 CFR, Part 2) and state laws regarding confidentiality.  Such laws prohibit you from making further disclosure of this information without specific written consent of the person to whom it pertains, or as otherwise permitted by law.  A general authorization for this release is NOT sufficient for mental health or substance abuse records.

INTAKE INFORMATION

Date: _______________________ Who/How Referred Here? ___________________

Employment History:

Current Occupation: ______________ Length with Current Employer: ______________

Education Background:

Highest Level Achieved: _______________ Years of School Completed: _______________

Area of Study: ___________________________ Vocational / Special Training (type): ______________

Family Background:

Birthplace: _____________________

Fathers’ Age: _____________ Health: _________ Mother’s Age __________ Health: ___________

Sibling Info:  # Brothers: _____________ # Sisters: __________ Your Birth Order: ______________

Does any member of your birth family have a history of mental health or substance abuse problems / treatment? ________________________________________________________________________

_________________________________________________________________________________

Current Family situation:

If you have children, how many? __________________ How many live at your home? ______________

Children’s Information:

Name ________________________________________ Age: ____________ Gender: _______________


_______________________________________
    ____________                _______________


_______________________________________
    ____________                _______________


_______________________________________
    ____________                _______________


_______________________________________
    ____________                _______________

Client Name: _______________________________________________ d.o.b. _____________________

Personal History:

Previous Mental Health/ Substance Abuse Treatment, if any:

Where: __________________________________ When: __________________ Why: _______________


__________________________________            __________________           _______________


__________________________________            __________________           _______________
Was this prior treatment helpful? Why? Why Not? ____________________________________________

_____________________________________________________________________________________

Any current or history of legal problems?

What kind? ___________________________ When? __________________ Outcome? ______________

             ______________________________              __________________                  ______________

Health Issues?

___________Diabetes

___________Low Blood Sugar 
___________Heart Problems

___________Hepatitis
___________Gastritis


___________High Blood Pressure

___________Epilepsy

___________Ulcers


___________Low Blood Pressure

___________Over Sleeping
___________Under Sleeping

___________Trouble Breathing

___________Over Eating
___________Under Eating

___________Fatigue

___________Unusual Pain
___________Overly Forgetful
___________Other Health Issues

If you are currently under a physician’s care for any condition, please specify: ______________________

_____________________________________________________________________________________

Current Medications:

Name of Medication: _________________________________ Purpose: __________________________


_____________________________________________
         __________________________


_____________________________________________
         __________________________


_____________________________________________
         __________________________

History of Alcohol or Drug Use:
Age of first use of:  Alcohol: ___________  Drugs: _____________

List of Drugs Used: ____________________________________________________________________

Date of most recent use of :  Alcohol: ____________  Drugs: __________  Specify drug: _____________

Client Name: _____________________________________________  d.o.b. ______________________

Self Assessment: (Please circle those that apply):







Not at All
A Little
Somewhat
A Lot

Low Self Esteem:



0

1

2

3

Super Sensitive to Criticism


0

1

2

3

Thoughts of Self Harm


0

1

2

3

Unstable Relationships


0

1

2

3

Difficulty Functioning Independently

0

1

2

3

General Distrust of Others


0

1

2

3

Irritable and/ or Angry


0

1

2

3

Feeling Depressed



0

1

2

3

Feeling Anxious



0

1

2

3

Mood Swings




0

1

2

3

Feeling Tense, Panicky


0

1

2

3

Excessive, Unreasonable Guilt

0

1

2

3

Impulsive Behavior



0

1

2

3

Marital Difficulties



0

1

2

3

Work School Problems


0

1

2

3

History of Being Abused


0

1

2

3


Please explain: (Verbal, Emotional, Physical, Sexual) _________________________________

__________________________________________________________________________________

What led you to seek therapy at this time? ________________________________________________

__________________________________________________________________________________

List one thing you would like as a result of this treatment: ___________________________________

__________________________________________________________________________________

List one strength that you have that will help you reach your therapy goal: ______________________

__________________________________________________________________________________

What might make it difficult for you to reach your therapy goal? ______________________________

__________________________________________________________________________________

Client Name: _____________________________________________  d.o.b. ____________________

