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            For Office Use Only

Date of Initial Visit ____________________________
Acct Number______________  Clinician __________
Scanned ______________  Received ______________
Insurance Entered  _____________________________
       2022 15th Ave., Columbus, GA  31901 • Shawmut United Methodist Church, 2301 31st Street, Valley, AL 36854

A Samaritan Center

NEW CLIENT FORM

How did you learn about the Pastoral Institute? (please check all that apply)

  □  Pastor/Church       □ Friend
       □ Physician
          □ Employer         □ Family
         □ EAP/Insurance
 

  □   Counselor
         □Television      □ Newspaper         □ Radio
           □ Billboards      □ Web site     □  Magazine  
  □  Pastoral Institute Counselor           □  Current/Previous Pastoral Institute Client               □ Facebook   □  Twitter
Name________________________________________ Date of Birth (DOB)____________________________________ Age__________    Sex_________     Social Security#   _____________________________  Race________________
Address__________________________________________City________________State________Zip___________
Home Phone______________________ Work Phone _____________________Cell phone/pager # ______________________
Occupation _______________________________  Employer_______________________________ How Long? ___________
Religion___________________________________ Local Affiliation______________________________________________
Education Completed________________________ Name of School Currently Attending ______________________________

Spouse Name____________________________________ DOB_____________ Work Phone__________________________
Social Security #_____________________________  Education _______________________ Religion___________________
Occupation _______________________________   Employer ______________________________How Long?____________
Marital Status:    □ Single     □ Live-In       □ Married          □ Divorced        □ Widowed 
Emergency Contact Name  _________________________________  Relation  _____________  Phone _________________
Address _______________________________________________________________________________________________
Mental Health Information 

What has happened to cause you to seek counseling. (Use back of page if needed.) ______________________________________________________________________________________________________
_____________________________________________________________________________________________
Previous mental health care you’ve received and dates_____________________________________________________

____________________________________________________________________________________________
General Health Information

Physician ___________________     ___________________     Are you presently under the care of a physician? □ Yes  □  No

                 Physician First Name                 Physician Last Name

Physician’s Address_____________________________________________________________________________________
Physician’s Phone Number_________________________________   Date of last physical examination _________________


Dates of surgical/invasive procedures________________________________________________________________
Amount of alcohol consumed daily _________________   Do you exercise?   □ Yes   □ No   How Often? ______________
List medication(s) taken regularly __________________________________________________________________
Financial and Insurance Information
Name of Person Completing Paperwork _____________________________________________________________________
Relationship to Client _______________________________  Social Security #  _____________________________________ 

Date of Birth___________________ Address _________________________________________________________________  City ___________________________ State __________ Zip ________________Employer ____________________________

Work Phone ______________________________________    Home Phone _____________________________________




Primary Insurance (In order to file your insurance, we must have a copy of your insurance card.)
Name of Policy Holder _______________________________________Insured’s Social Security #______________________
Policy # of Insured ____________________________________Name of Insurance Company__________________________ Insured’s Date of Birth_____________________________ Insured’s Employer______________________________________
Insurance Authorization # (if applicable) _____________________________________________________________________








Secondary Insurance (if applicable)  

Name of Policy Holder _______________________________________Insured’s Social Security #______________________
Policy # of Insured ____________________________________Name of Insurance Company__________________________ Insured’s Date of Birth_____________________________ Insured’s Employer______________________________________

Insurance Authorization # (if applicable) _____________________________________________________________________
Authorization to Release Information and Assignment of Benefits

I hereby authorize the Pastoral Institute to release to my insurance company or companies any information acquired in the course of my examination or treatment. You are hereby authorized to pay to the Pastoral Institute, Inc., Basic Benefits and/or Major Medical Benefits for medical expenses, or to include their name on the check payable to me for medical expenses otherwise payable to me for treatment. In making this assignment I understand and agree any unpaid balance not covered by this policy will be paid by me.  I understand that filing of insurance does not guarantee payment.

_______________________________________ 
   ___________________________________       _______________
Client Name (Printed)



   Client Signature


        Date
__________________________________


Pastoral Institute Witness Initial 
   Date














Financial Policy and Agreement

If you have health insurance, we will assist you in filing claims and seeking reimbursement.  We cannot guarantee insurance reimbursement.  It is your responsibility to follow up with your insurance company to make sure they pay your claims.  If your insurance company does not pay within 90 days, the unpaid balance is due from you. Some insurance coverage for mental health services requires pre-authorization, you must call for an authorization.  Your insurance company will not pay for services that have not been authorized. All fees charged are the direct responsibility of the client. Payment for any and all services rendered will be expected from the guardian that escorts the patient to his/her appointments.  Our policy is to bill for any appointment canceled without 24-hour notice.

Payment for co-pays/deductibles is due at the time service is rendered. Accounts that become more than 90 days past due may be forwarded to our collection agency. All returned checks are forwarded to Check Care for collection.  Check Care adds an additional fee for collection.

Financial Agreement
I understand the above financial arrangements.  I also understand I will receive a statement each month if there is a balance due from me.  I agree that statements are correct unless questioned within 30 days in writing or telephone contact with the Pastoral Institute Business Office.

_________________________________________ 
   _____________________________________          _______________
Client Name (Printed)



   Client Signature


                Date
__________________________________


Pastoral Institute Witness Initial 
     Date

_____________________________________________________________________________________
_______
Counseling, Confidentiality and Privacy Practice Agreement

I am aware that the practice of counseling is not an exact science, and I acknowledge that no guarantees have been made to me as to the results of treatment by the Pastoral Institute’s staff members. I agree to collaborate with my therapist and other appropriate professional staff members of the Pastoral Institute for the purpose of assessment and evaluation of my current situation and to work together to identify appropriate goals and methods of achieving them.

I understand that over the course of therapy, whatever assessments, tests or other clinical care that is recommended will be fully explained to me and that I have the option to accept or reject such care. I understand that the Pastoral Institute is committed to quality care.  I may contact the Director of the Counseling Center regarding any questions about my therapist or concerns about the quality of my care. I understand that the Pastoral Institute may call my home or other designated location and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out health care operations, such as appointment reminders, insurance items and any call pertaining to my clinical care. I have read the above and give my consent to the counseling process.  I have also read and understand the Pastoral Institute’s statement regarding the limits of confidentiality.

I have had an opportunity to review the Pastoral Institute’s Notice of Privacy Practices.  

I have had an opportunity to ask questions to seek any clarification I needed about these important materials.

_________________________________________ 
   _____________________________________          _______________
Client Name (Printed)



   Client Signature


              Date
__________________________________


Pastoral Institute Witness Initial 
Date

Email confidentiality release agreement
I ______________________________________, understand that CONFIDENTIALITY OF E-MAIL COMMUNICATIONS

WITH MY THERAPIST CANNOT BE GUARANTEED.
For example,

• E-mails go through several intermediate stations before reaching their destination. Someone at any point along the

line could access the email and even store the messaged contained in it.

• E-mails may remain stored in various places of a computer system and could surface at a later time.

• Computers, particularly those on DSL lines, are vulnerable to electronic eavesdropping.

Knowing the above information and considering other possibilities not yet known that could further jeopardize

confidentiality, I give my permission to my therapist to respond to my e-mails according to his/her professional

judgment.
I further agree that I will not attempt to extend therapy via e-mails, but only use it to conduct business of information

sharing such as canceling or securing an appointment. Any therapeutic issues I will handle either during the

therapeutic face to face meeting or as appropriate, by telephone in emergencies. Email is not appropriate for urgent or

emergency situations. Provider cannot guarantee that any particular Email will be read and responded to within any

particular period of time.

_________________________________________ 
   _____________________________________          _______________

Client Name (Printed)



   Client Signature


                Date
__________________________________


Pastoral Institute Witness Initial 
     Date
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