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www.frontrangecounselingcenter.com

Welcome!

The counselors of Front Range Counseling Center are honored to have the opportunity to work with you. This packet contains information and forms that your counselor will need to have on file for the first meeting.

Please review and complete the following documents: 
1. Payment Policy Statement — to be reviewed and signed.
2. Client Information Form — to be completed and returned to counselor.
**All signed forms are to be returned to Front Range Counseling Center, Inc.

Please retain a copy of this information for your records.

Front Range Counseling Center
	Denver Southeast Office


	
	Littleton Office

	Front Range Counseling Center

7200 E. Hampden Ave., Suite 205

Denver, CO 80224

303-933-5800

 (Located one mile east of Interstate 25 and approximately one mile west of Tamarac Dr. on the south side of East Hampden Ave.)


	
	Front Range Counseling Center

6901 S. Pierce Street, Suite 235

Littleton, CO 80128
303-933-5800

 (Located north of Ken Caryl Ave and south of West Coal Mine Ave. Approximately one mile south of Columbine High School)





Thank you for deciding to seek counseling at Front Range Counseling Center, Inc.  The following information will help you understand many of the details about your therapy here.  A primary commitment of Front Range Counseling Center, Inc. (FRCC) is to provide quality time-effective treatment to individuals, couples and families regardless of age, race, sex, or religious affiliation.  Professional Christian counseling and the use of spiritual resources are available for patients who request it.  FRCC staff members are further committed to the patient’s rights of information regarding office policy, non-discrimination, confidentiality, consent and competent service.  In keeping with this policy, we have listed below our various office policies for your information.  Please be aware that the therapists of FRCC are each independent mental health professionals, with their own private practices. While FRCC has carefully selected each counselor, they are not employees of FRCC but rather are independent counseling businesses and maintain all client records in their private practice.
Please read through these, ask any questions you may have and sign below.  Thank you for allowing us to serve you.  
You may call your counselor regarding any questions you may have (i.e. billing, appointments, etc.). After hours, leave a voice mail message with your contact information and you will be contacted the next business day. FRCC is not a 24 hour counseling center. In an emergency, please call 911.
SESSIONS

Sessions are typically scheduled for 45-50 minutes at a frequency to be determined by the counselor and client.  You may be referred to a health care provider or support group in the community, or a combination of the two if necessary.  It is essential for you to feel comfortable with your counselor.
PAYMENT POLICY

FRCC counselors see clients on a fee-for-service basis only.  The client/parent is responsible for payment in full at the time of each session.  FRCC counselors charge $130.00 to $160.00 per forty-five to fifty (45-50) minute sessions.  Our policy is for each person receiving counseling or testing services to pay for such service at the time the professional services are rendered.  Any other arrangements must be made in advance.  A $35 admin fee will be charged on all checks that are returned for non-sufficient funds.
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Phone consultations are billed in 15-minute increments (based on Counselor rate).  All calls over five minutes will be billed accordingly.  In case of an emergency, please call 911.

For clients that request an emergency counseling session on a counselor’s regularly scheduled off day, the cost will be $180.00 per 45-50 minute session.  Any additional work by a counselor, such as providing summary notes to a third party, will be billed at a prorated rate based on our current counselors individual session rate.
Please note:  Charges for testing services and educational resources are in addition to the regular per-session fee.

INSURANCE

Many insurance plans reimburse for some portion of psychotherapy.  Please direct questions about reimbursement amounts and timeliness to your insurance company.  The FRCC counselors are not contracted (in network, preferred provider) with any insurer.  We will provide you with a receipt for the counseling service at your appointment that may be used to submit for reimbursements if you choose.  Please note that we do not complete any insurance paperwork.

CANCELLATIONS

We understand that it may, at times, be necessary to cancel an appointment.  To help us be most efficient and responsible in the use of our time, we require that any changes or cancellations be made at least 24 hours in advance.  Any changed, cancelled, or missed appointment with less than 24-hour notice will be charged $130.00-$160.00 depending on Counselor.

FINANCIAL AGREEMENT AND AUTHORIZATION FOR TREATMENT

I have read the preceding information, it has also been provided verbally, and I understand my rights as a client.  I authorize treatment of the person named below and agree to pay all fees as stated above. By signing below, I indicate I am voluntarily seeking mental health services.

_________________________________


___________________________________

Signature of Client or Responsible Party


Signature of Joint Client  &/or Minor 12 yrs old +
___________________________________


___________________________________
Print Client Name or Responsible Party


Print Joint Client Name &/or Minor 12 yrs old +
___________________________________


___________________________________

Date






Date
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Confidential Client Information
Personal Information:
Today’s Date: ____________

Last Name: __________________________  First __________________________ Middle Initial _______

Address: ______________________________________________________________________________

City: _______________________________ State______________________Zip _____________________

Occupation _________________________________  Highest Level of Education ____________________

Home Phone: ________________ Work Phone: __________________ Cell Phone ___________________

But Prefer you contact me at _____________or Email Address: __________________________________

Birth Date: ___________________
    Age: ___________            Sex:   Male ______ Female _______

Marital Status:   Single ____ Married ____ Partnered ____ Divorced ____ Separated ____ Engaged ____

How long ___________ If married/partnered, spouse/partner’s name: _____________________________

Is your spouse/partner supportive of you seeking counseling?____________________________________

Do you have children? ________  Ages: _____________________________________________________

In case of emergency please notify: _________________________________________________________

Medical History:

Are you currently under medical care? ____  If yes, please indicate reason __________________________ 

______________________________________________________________________________________

Physician’s Name _____________________________   Phone: __________________________________

Do you (or spouse if marriage counseling) take any prescription medications? _____ If yes, what are they? 

______________________________________________________________________________________

Other significant medical history ___________________________________________________________

______________________________________________________________________________________

Counseling History:

Have you previously seen a counselor/therapist/psychologist/psychiatrist? __________________________

Name/Date/Location _____________________________________________________________________

When was your last appointment with any of the above? ________________________________________

Have you ever attempted suicide? _____ Have any family members attempted suicide? ________________

In your own words, write why you are seeking counseling: ______________________________________

______________________________________________________________________________________

______________________________________________________________________________________

How long have these concerns been causing you distress? _______________________________________

By whom were you referred to this counseling center? __________________________________________

How do you hope counseling will help? ______________________________________________________

______________________________________________________________________________________

Is there anything else you feel that is important for the counselor to know: __________________________

______________________________________________________________________________________

________________________________________________________________________
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6901 S. Pierce Street #235                                      7200 E. Hampden Ave. #205

   Littleton, CO 80128                                                     Denver, CO 80224

     (303) 933-5800                                                                (303) 933-5800
Surprise/Balance Billing Disclosure Form

THE BELOW DISCLOSURE IS REQUIRED BY COLORADO LAW. HOWEVER, PLEASE NOTE THAT OUR PRACTICE IS OUT OF NETWORK WITH ALL INSURANCE COMPANIES, AND BECAUSE YOU ARE INTENTIONALLY CHOOSING TO RECEIVE NON-EMERGENCY SERVICES FROM AN OUT OF NETWORK PROVIDER, YOU WILL BE RESPONSIBLE FOR PAYMENT OF THE ENTIRE BILL OR MAY BE BALANCE BILLED. IF YOU INTEND TO SUBMIT INVOICES TO YOUR INSURANCE COMPANY FOR OUT-OF-NETWORK REIMBURSEMENT, BE SURE TO CHECK WITH YOUR INSURER SO YOU UNDERSTAND THE LIMITS OF SUCH COVERAGE.

Surprise Billing – Know Your Rights

Beginning January 1, 2020, Colorado state law protects you* from “surprise billing,” also known as “balance billing.” These protections apply when:

·        You receive covered emergency services, other than ambulance services, from an out-of-network provider in Colorado, and/or

·        You unintentionally receive covered services from an out-of-network provider at an in-network facility in Colorado.

What is surprise/balance billing, and when does it happen?

If you are seen by a health care provider or use services in a facility or agency that is not in your health insurance plan’s provider network, sometimes referred to as “out-of-network,” you may receive a bill for additional costs associated with that care. Out-of-network health care providers often bill you for the difference between what your insurer decides is the eligible charge and what the out-of-network provider bills as the total charge. This is called “surprise” or “balance” billing.

When you CANNOT be balance-billed:

Emergency Services

If you are receiving emergency services, the most you can be billed for is your plan’s in-network cost-sharing amounts, which are copayments, deductibles, and/or coinsurance. You cannot be balance-billed for any other amount. This includes both the emergency facility where you receive emergency services and any providers that see you for emergency care.

Nonemergency Services at an In-Network or Out-of-Network Health Care Provider

The health care provider must tell you if you are at an out-of-network location or at an in-network location that is using out-of-network providers. They must also tell you what types of services that you will be using may be provided by any out-of-network provider.

You have the right to request that in-network providers perform all covered medical services. However, you may have to receive medical services from an out-of-network provider if an in-network provider is not available. In this case, the most you can be billed for covered services is your in-network cost-sharing amount, which are copayments, deductibles, and/or coinsurance. These providers cannot balance bill you for additional costs.

Additional Protections

·        Your insurer will pay out-of-network providers and facilities directly. 

·        Your insurer must count any amount you pay for emergency services or certain out-of-network services (described above) toward your in-network deductible and out-of-pocket limit.

·        Your provider, facility, hospital, or agency must refund any amount you overpay within sixty days of being notified.

·        No one, including a provider, hospital, or insurer can ask you to limit or give up these rights.

If you receive services from an out-of-network provider or facility or agency in any OTHER situation, you may still be balance billed, or you may be responsible for the entire bill. If you intentionally receive nonemergency services from an out-of-network provider or facility, you may also be balance billed.

If you want to file a complaint against your health care provider, you can submit an online complaint by visiting this website: 

HYPERLINK "https://www.colorado.gov/pacific/dora/DPO_File_Complaint" \h
https://www.colorado.gov/pacific/dora/DPO_File_Complaint.

If you think you have received a bill for amounts other than your copayments, deductible, and/or coinsurance, please contact the billing department, or the Colorado Division of Insurance at 303-894-7490 or 1-800-930-3745.

*This law does NOT apply to ALL Colorado health plans. It only applies if you have a “CO-DOI” on your health insurance ID card.  Please contact your health insurance plan at the number on your health insurance ID card or the Colorado Division of Insurance with questions.

_____________________________

_______________________________

Signature of Client or Responsible Party

Signature of Joint Client &/or Minor 12 yrs old +


___________________________________

_____________________________________

Print Client Name or Responsible Party

Print Joint Client Name &/or Minor 12 yrs old +

___________________________________

_____________________________________

Date





Date
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