AMY L. PRUDHOMME, MSW, LCSW-bacs, LMFT
4011 Baronne Street, New Orleans, Louisiana 70115      (504) 495-2767
Individual, Couple, Family, Group Counseling

Adults, Adolescents, Children

Name(s) ________________________________________________Date​​​​​​​​​​​​​​​​ ____________________________
Address________________________________________ City___________________________ State____________ 

Zip ___________Phone (      ) __________________Birth date ____________________Age ______ Sex_________

Cell ​​​​​​​​​​​phone_________________________


E-mail ____________________________________



Text?   Yes   No




Single/Marital/Partner
Social Security No. _________________________ Status ___________________Occupation___________________
Please list any children/age:​​​​​​​​​​​​​​​________________________________________________________________________
Employer or School ______________________________________________________________________________

Address ________________________________________________________________________________________

City _________________________State _______Zip ____________Phone _________________________________

Spouse or Guardian’s Name____________________________________Occupation_________________________

Address________________________________________________________________________________________

City _________________________State _______ Zip ___________Phone__________________________________

With whom do you reside? ________________________________________________________________

Who is responsible for payment? ________________________Relationship________________________

Address ___________________________City _____________________State __________Zip _________

Who referred you to me? _________________________________________________________________

Person to notify in case of emergency______________________________Relationship_______________

Address ___________________________City _____________________State __________Zip__________

Phone _____________________________

Are you currently taking any prescription medication?

□ Yes

□ No

Please list: _______________________________________________________________

________________________________________________________________________

Have you ever been prescribed psychiatric medication?

□ Yes

□ No

Please list and provide dates: _________________________________________________

GENERAL HEALTH AND MENTAL HEALTH INFORMATION
1. How would you rate your current physical health? (please circle)

Poor Unsatisfactory Satisfactory Good Very good

Please list any specific health problems you are currently experiencing:

________________________________________________________________________

2. How would you rate your current sleeping habits? (please circle)

Poor   Unsatisfactory   Satisfactory   Good    Very good

Please list any specific sleep problems you are currently experiencing:

________________________________________________________________________

3.  How many times per week do you generally exercise? __________

     What types of exercise to you participate in: _________________________________

_______________________________________________________________________

5.  Do you drink alcohol more than once a week?         □ No       □ Yes
How often do you engage recreational drug use? 
□ Daily     □ Weekly     □ Monthly     □ Infrequently     □ Never

_______________________________________________________________________________________________

MUST BE COMPLETED IF USING INSURANCE

Primary Insurance ______________________________________________________________________

Address ________________________________________________________________________________

City _____________________State ____________Zip _________Phone (    ) _______________________

Insured’s name ________________________________________SS No.____________________________

Relationship to client _____________________________________________________________________

Group No. ________________________ Policy No. ____________________________________________

Secondary Insurance _____________________________________________________________________________

Address________________________________________________________________________________________

City _____________________State ________________Zip ___________Phone (    ) _________________________

Insured’s name _______________________________________SS No. ____________________________________
NAME: 

DATE: 

1. Why are you seeking counseling? 

2. Have you had counseling previously? No______Yes _____If yes, with whom and when? 

​​​​​​​​​​​​​​​​​​​​​ 

3. What are your goals or what would you like to achieve during these sessions? 

4. Would you like family members or significant others involved in your treatment? If yes, then who? If no, why not? 

5. Do you have any current or past significant medical problems, including surgery? 

6. Are you currently suicidal or have you had any history of suicidal attempts?

7. What medications do you currently take? 

8. Please list any allergies you may have. 

9. Do you wish to incorporate spirituality into your therapeutic sessions?

10. What do you think your strengths and your limitations are? 
Client Information

The therapeutic relationship is a personal relationship that requires trust, commitment and hard work by both the client and the therapist. It is also however a contractual relationship that involves financial obligation on the client’s part. 

Fees are established during the course of your first visit. Payment in full or your co- payment is expected at the beginning of each session unless other arrangements have been made with this therapist.  Payment is to be made directly to this therapist. If you are utilizing insurance to fulfill your contractual obligation I will be glad to assist you by billing them directly for the balance of your fee or provide you with an itemized bill once you have provided me with the appropriate forms, identification numbers and signatures.   However, please remember that the final obligation for payment lies with you regardless of insurance coverage. 

Therapy sessions generally run from 45-50 minutes each.  However, at times this may need to be adjusted and fees will be adjusted accordingly.  Telephone conferences will be charged $20 per 15 minute increments.  Charges for extensive paperwork/reports will vary according to purpose and content.  Court appearances will be charged $200/hr, including travel time charged at $20 per 15 minute increments.

All therapeutic sessions are confidential and require your written permission before your protected health information can be released to anyone, except under special circumstances (as detailed in Notice of Privacy Practices) including: 

1. Anyone under the age of 18 reports being physically, sexually or emotionally abused. As a mandatory reporter     social workers are required to report any suspicion of abuse to the legal authorities, including the Office of Community Service. 

2. The client indicates suicidal or homicidal intent. 

3. Your records or the therapist is subpoenaed. Every attempt will be made to contact you to obtain your release prior to releasing the information. 

Appointments are to be made directly with the therapist. Appointments that are not cancelled at least 24 hours in advance will be charged full fee. The full fee payment for the missed or late cancelled session is to be made in cash or by check by the following session. You, not your insurance company, will be responsible for the full fee payment of the missed or late cancelled session. Cancellation messages can be left at (504) 495-2767.    

I have read the above information and do hereby agree to its contents. 

__________________________________                     ________________________________
Client/ Guardian (please print)






Therapist 
​​​​​​​_____________________________________

Client/ Guardian  (signature)



Date:  _____________________________
Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully and sign as indicated. 

Each time you visit a mental health professional a record of your visit is made. This mental health record will include symptoms, assessments/evaluations, diagnosis, recommendations for treatment/plan and informed consent. This information serves as: 

· The basis for planning and evaluating your treatment 

· Means of communicating between health care professional involved in your treatment . 

· Legal document describing the care you receive 

· Means by which you or a third party can verify that services billed were actually provided .

· A tool in educating mental health professionals . 

· A source of data for medical research 

· A source of data for this offices business planning and marketing . 

· A tool used to assess and continually improve the care provided 

· A tool used to assess the competence of mental health professionals providing services 

Knowing what is in your record and how the information obtained is being used helps you to:  

· Ensure the accuracy of the information 

· Better understand who/what/when/where/why others may have access to your Protected Health Information  

· Make informed decisions about authorizing disclosure of your Protected Health Information to others 

Your Mental Health Information Rights: 

· To request and receive a written copy of the Privacy Practices Notice of this office 

· To review the notice prior to signing a consent to use/disclose information for treatment/payment/healthcare 

· To request in writing to inspect and/or obtain a copy of your health record, and to have your clinician explain the record contents in layman's language as provided for in 45 CFR 164.524 

· To have the therapist submit a written explanation in layman's terms of reason for denying a request to review or have

· a copy of or amend or correct your mental health record, including an explanation of how to request a review of the therapists decision and how to file a complaint with the therapist or the Secretary of the Dept. of Health and Human Resources if you are not satisfied with the outcome of the review 

· To submit a written request to amend information in your record, specifying the reasons for requesting the amendment

· or corrections as provided in 45 CFR 164.528 

· To obtain an accounting of disclosures of your mental health information as provided for in 45 CFR 164.528  

· To revoke this consent in writing, except to the extent that this office has already taken action in reliance thereon

· To request restrictions as to how your mental health information may be used or disclosed to carry out treatment, payment or healthcare operations as provided by 45 CFR 164.522. I understand this office is not required to agree to the restrictions but if  it does agree to the restrictions, it is bound to abide by them. 

· To a privilege to refuse to disclose and to prevent another person from disclosing a confidential communication made for the purpose of advice, diagnosis or treatment of a health condition between or among the patient or his representative, his healthcare provider or their representative pursuant to LCE Art. 510, B(1 ) 

Responsibilities of This Office: 

· To maintain the privacy of your health information 

· To provide you with a notice informing you of your legal duties/privacy practices regarding information we collect and maintain about you 

· To abide by the terms of this notice 

· To notify you if we are unable to agree to a requested restriction 

· To inform you if we are unable to agree to a request to amend your medical record 

· To accommodate reasonable requests to communicate health information by alternative means or locations 

· To allow you access to your medical record when requested by you and to explain the information contained in it in a language that is understandable to you without professional jargon. 

Your mental health information will not be used or disclosed without your authorization, except as described in this notice- 

· Under federal law we may use general information about you to provide you with medical treatment or services. 

· We may disclose or request information about you, with your consent, to/from other medical or mental health professionals for the purposes of coordination of care. 

· We may disclose unidentifiable information about you for the purposes of peer supervision or consultation. 

· We may use and disclose information about you for payment procedures such as insurance and billing 

· Under special circumstances your medical information may be disclosed to Workers Compensation programs, law enforcement as required by law, or court order, public health authorities or in the defense of a malpractice claim. 

· Medical information about you may be released without authorization in the event of serious threats to health/safety 

Do you consent to the use of your protected health information for scheduling, treatment and billing? 

I understand confidential information is not released without my specific authorization except as stated above.

I acknowledge that I have been given the opportunity to review the Notice of Privacy Practices. 

Patient Name (please print)_________________________ ____________________

Patient Signature             ______________________Date_______________________________​​​​___







Effective Date:   

Witness Signature
    



Date__________________________________
I authorize AMY L. PRUDHOMME, MSW, LCSW, LMFT, to release my protected health information, 

medical or other, to my insurance company, managed care company or other authority who represent valid medical authorization signed by me. 
Can this information may be transmitted electronically? 
Yes______
No______







By fax?
Yes______
No______







By phone?
Yes______
No______







   By paper?
   Yes______
   No______

I authorize payment directly to AMY L. PRUDHOMME, MSW, LCSW, LMFT, for services rendered to me or to my dependents. I understand I am responsible for any amount not covered by assigned insurance.  I understand that I am responsible for any charges due as a result of a cancellation given with less than 24 hours notice or any missed appointments. 

I do(   ) do not(   ) authorize AMY L. PRUDHOMME, MSW, LCSW, LMFT,  to contact my Primary Care Physician and have a mutual exchange of information from my records, either written or verbally. 

Primary Care Physician:  
Name:   ____________________________________________________





Address:____________________________________________________






  ____________________________________________________





Phone:   ____________________________________________________   

If consent is not given please provide reason: 

Date:
____________________    Signed: ______________________________________







Client or authorized signature






Witness: ___________________________________

A photocopy of this Authorization Assignment shall be considered as valid as the original. 
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