[image: image1.png]COUNSFLING CENTER




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.
3. Couples Consent Form — to be reviewed and signed.
**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 read through these, ask any questions you may have and sign on the other side.  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 $120.00 per forty-five to fifty (45-50) minute sessions.  Our policy is for each couple 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 $25 administrative 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 ($30.00 minimum).  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 $160 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 individual session rate ($120.00 or $2.40 per minute).
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 $120.00.

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.
_________________________________


___________________________________

Signature of Client or Responsible Party


Signature of Joint Client
___________________________________


___________________________________
Print Client Name or Responsible Party


Print Joint Client Name
___________________________________


___________________________________

Date






Date
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Confidential Client Information – Partner #1
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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Confidential Client Information – Partner #2
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
Counseling with Couples Consent Form
When working with you, it is expressly understood that my client is both you and your relationship and each of you as individuals.  In order to maintain fidelity to both you and to your relationship, there are important agreements for us to make.

1) I may potentially share any information conveyed to me by either of you to me with the other member of the couple.  At times, there arise instances where one partner in a couple wants to tell me something without the other one knowing it.  Please do not expect me to keep secrets where doing so jeopardizes the therapeutic work or my relationship with either of you or your relationship.  Please be aware that information you choose to share with me that is particularly pertinent to both of you may come out in counseling.  This pertains to all face-to-face, written, and phone conversations and messages.

2) If I meet with one or both of you in individual sessions, we will likely share contents of that meeting with the partner at the next couple’s session.

3) All information revealed to me by each of you shall be considered strictly confidential and I will not reveal it to any other person without mutual consent of both of you, except as described in the legal exceptions of (a) Imminent danger to self or to others (suicidality and homicidality) (b) Legal requirements to report child abuse (c) grave disability from a mental illness.  Furthermore, each of you waives the right to subpoena my records or me for testimony or production.  This further supports my fidelity to both of you and to your relationship, and discourages my taking sides in a legal dispute.

4) The continued participation by each person is voluntary.  Either person may suspend or terminate counseling at her or his individual request.

I HAVE READ AND UNDERSTAND THE ABOVE POLICIES.  I CONSENT TO COUPLES COUNSELING UNDER THE AGREEMENT STATED ABOVE.

______________________

______________________

__________

Client Name (printed)


Client Signature

 

Date

______________________

______________________

__________

Client Name (printed)


Client Signature



Date

Front Range Counseling Center, Inc. Payment Policy Statement 








Front Range Counseling Center, Inc. 
04/14

