Alliance Counseling and Wellness Coaching, LLC
1005 Brookside Road, Suite 330
Allentown, PA 18106
Tel (610) 366-9333
Fax (610) 366-9332

New Client Form

Welcome to my practice. | look forward to helpymu reach your goal(s). This form
requests information about your needs and inforoasof my services and policies.
Please take a few moments to complete this forhe guestions on the following pages
are designed to help me best meet your counsetiatg g If the person seeking
counseling is a child, the parent or guardian sthocomplete the form. If you have any
guestions, | will be happy to answer them.

Client Name thdaie
Address Age
City, State, Zip d&erFemaleoMale
Client SSN Relationship Stegugle Married Domestic Partner
efarated Divorced Widowed
Behavioral Health Plan Full TBhedent®»YesoNo
Medical Health Plan Occupation
Primary Care Physician ()
Your Phone # ( ) Mobile# ()
Work # ( )
Home OK to contact you there? Y N
Work OK to contact you there? Y N
Emergency Contact ( )
Name Relationship to client Phananber

Please list other persons living in your houselaold their relationship to you:

Primary Insurance Information Secondary Irsurance Information

Insured Name Insured Name

Insured SSN Insured SSN

Insured Birthdate Insured Bath

Employer Employer

Clients Relationship to the Insured: Client’s Relationship to the Insured:
oSelf oSpouseoDependent oSelf oSpouseoDependent

Member # Member #

Policy/Group # Policy/Group #




1. Please describe your reason(s) for seeking comgsadithis time. If there is a
particular event which triggered your decisionéelscounseling now, please
describe:

2. What result(s) do you expect from counseling?

3. Have you ever participated in mental health ses/ifore? If so, please list
dates, provider name, and the concerns for whichcss were sought:

4. Please list any medications you're currently taking

5. Please share how you were referred to my practice:

Counseling Philosophy

| am a Licensed Professional Counselor in the stiaRennsylvania and a National
Certified Counselor. | believe in providing a @liiddirected Outcome Informed
counseling approach. This means that | work veirg ho form partnerships and focus on
maintaining ongoing collaboration. Above all, | @edicated to you achieving your
goals. Your ideas and opinions are critically impot. | will work with you to learn

what your goals for services are, and | will agkyfour ideas about the best ways to
reach those goals. If you're not sure about hodotthat, | will try to help you generate
some ideas. In partnership, we will decide the vy to proceed.



Play Therapy

Child Centered Play Therapy can be a beautifuledfattive way to help children and
works for children as counseling or psychotherapgsdfor adults. Child Centered Play
Therapy helps children work through emotional, psgocial and behavioral difficulties
and helps address family problems. In Child Cextétlay Therapy, a relationship
develops between the child and the therapist. fiapist enters the child’s world,
following the child’s lead, developing a safe placel a relationship of trust. Play
Therapy sessions are usually held in a playroothtasia range of carefully selected
toys and materials. In special circumstances, Pherapy sessions can also be offered in
other settings such as home and in hospital. Iipldygoom, the child can express
feelings, thoughts, experiences and behaviors gfir@lay. Toys are used like words and
become the child’s natural language. In Child €eedt Play Therapy the child selects
the toys and activities to play with. The Play Tdmst may join in the play on the child’s
direction or invitation. Limits are set as and wimeeded. This is done in a way that
helps children make choices and develop self respiity. Play Therapy is designed to
help children grow up as happy and well adjustepassible.

Financial Terms

Payment is required at the time of service. If ptan on utilizing insurance, upon
verification of health plan/insurance coverage palicy limits, your insurance carrier
will be billed for you and | will be paid directlyy the carrier. By signing below, you
authorize this provider to submit claims to yowurance carrier. You will be
responsible for any applicable deductibles andaypyents. Co-payments must be paid,
with either check or cash, at the time of serviegglered. If you are not eligible at the
time services are rendered, you are responsibleiiggayment. Our fees are:

$100.00 for Initial Session — 1 hour
$90.00 for Subsequent Sessions — 45 minutes

Cancelled/Missed Appointments

A scheduled appointment means that time is resesabdfor you. If an appointment is
missed or cancelled with less that twenty-four Baatice, you will be billed directly
according to the scheduled fee or according taules of your health plan. Your health
plan does not cover payment for missed appointm#rgsefore, you are responsible for
payment in full.

Emergency Procedures

If you need to contact me, leave a message acgptalithe instructions on the phone
service and your call will be returned. If an egecy situation arises, follow the
emergency procedures and/or state that your call msmergency. Please do this for true
emergencies only. There may be a charge for Igrigtaphone consultations.



Release of Information

| authorize the release of information regardingaase to my health plan for the
payment of claims, certifications, case managermeaisions, and other purposes related
to the administration of benefits for my healthrpl&Please note that | will not appear or
testify in court related cases. This includes@igiand worker's compensation cases.

Consent for Treatment

| further authorize and request that my counsgirayider carry out mental health
examinations, treatment, and/or diagnostic proesiwhich now or during the course of
my care are advisable. | understand that the gaerpbthese procedures will be
explained to me upon my request and subject togngesnent. | also understand that
while the course of counseling is designed to Bpfhike it may at times be difficult and
uncomfortable.

| understand and agree to all of the above information.

Client (or Parent/Guardian) Name Date

Parent/Guardian Name Date



