Pebile Creek Counseling Conter
484 Bact 2400 Morth Sulte s

Tootle, Utah 84074
Fax {435) 240-0360

Patient Information and Consent for Services

Client Information i |
Client Name: | | DoB: Gender: SSN:
Address: City: | State: | Zip: | ‘
{ Homé;ﬁ-:;!;e: h Celi: Work: Emait; i h ;
Emergency Contact: : Phcae H
Primary Physician: | Phone: T

_Parent / Guardian Information fLeave blank i client is an adult. Leave address/phone rumbers blank if they are the same as the client}

5 Parent(s) Name:

H
t
H
H

. Home Address:

E

i

City:

Home Phang:

i

! Cell

Work: |

_Responsibie Party Information (The person responsivie for paying the patient portion of the bl (leave blank i

same &s client or parent sections)]

| Name: DOB:
s Home Address: City: | State: ! Zip:
Home Phone: Cetl: Vikork: i Email:
insurance information (Primary Insurance) _ o
Primary Insurance: | Poficyholder Name:
Company Address: | Policyholder DOB -
Crtym; T | State: | | Zip: | Subscriber 1D#: - T
Company Phone: Group #, o i )
Emplover: | SSN# __ :
Insurance Information (Secondary Insurance) e i e R
Primary Insurance; | Policyholder Name: | i ]
;_Egmpany Address: Policyholder pos: |
City: | | State: | | Zip: | Subscriber ID#:
Combany 2;5hone: J Group # _ :
| Employer SN 4 ___ .

Tha intent of Pebbis Creek Counseling is to provide the best possible services based Upon a ol
freafrent or services you receive ars intended to improve your health and overall quality of fife.

iaborative assessment of your needs and goals. The
Because of a variety of faciors, a certain outcome or

benefit cannot be guaranteed. You have the right fo raise questions about services or fo seek a second opinion af your expenss. You also have the

right o withdrawal from services &t any time. In signing this form you
services. If you have any questions regarding this form at any point,

please discuss this with your therapist.

agree 1o parlicipate in your freatment and you authorize payment for these
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Pebble Creek Counseling Centey
494 Ba5t 2400 Morth Suite e

Toogle, Lithh £4074

Fox {(435) 345-0360

Patient Information and Consent for Services

Bilfing and Payment

Payment is required &t the time of service. If we will be billing your insurance provider for services, co-pays and co-insurance are required at the time
of service. If you have a high deducible that has not been met, you agree to maks payment of expected bill at the time of service. You are
aencouraged to contact your insurance provider to understand your benefiis and to obtain any required authorizations for mental health. We wil bill
your insurance provider for services, work to obtain authorizations as needed, and work to obtain reimbursement from your insurance or other
funding sources. Howsver, please be aware that some services may not be covered by your insurance. in ail cases payment is your finl
responsidility. If your insurance denies payment for services, you witi be responsible. If insurance is covering part or all of your services, you agree to
notify us of any insurance changes when they ocour,

Your appointment time is reserved for you. If you cannot make 2 scheduled appointment piease call {o cancel or re-schedule af sast 24 hours in
advance. {f you do not cafl or call less than 24 hours in advanca fo cancet or re-scheduie you wili be bifled a missed appeinimeant fee, which must be
paid prior to scheduling another appointment. I you miss two appeintments without calling to cancel, or if you consistently call to cancel or
reschedule appointments, we reserve the right to terminate services.

I you have questions regarding payment o billing, please discuss these with us and we wil work to fry to help you in whatever way we can: By
signing this authorization, you are acknowledging and agreeing to the following: Should coliection become necessary, | agree ¥ pay al aforney
fees, court costs, filing fees, and all coilection costs nof to exceed 40% of the amount owing which may be assessed by any collection agency
retained to pursue the matier. | further agree to pay 2 finance charge of 1.5% per month (annual percentage rate of 18% per year) of $e unpaid
balance. { authorize this agency to call on any phone number | provide for any lawfut purpose.

Fee Schedule
| Initial Evaluation $175/hr
| Individuai / Family Therapy $130/nr ' $100/45min | $60/30 min
Group Therapy $40 7 hr
Court Letters $80 /b
Court Appearances 8200/ hr (including travel fime, wait time and aciual fime in court)
¢ Missed Appointment Fee 325
_Retuned Check or Declined Credit Card Fee $25

Privacy Policy
“ 1 acknowledge that | was offered a copy of Pebbie Creek Counseling's Privacy Poficy. 1 have read and understand this privacy notice, and
lunderstand my rights conceming the use and disclosura of profecied healih information. {nitial}

Text | Email Authorization
You have the right % recetve or fransmit Personal Health Information {PHI} via unsecure methods, such as text messages and emails, though itis

not advisable, as information may be accessed by third parfies. ¥ you would like to communicate via text or email regarding scheduling
appointments or for other issues, you may authorize i

% tunderstand that text messages and emails, related fo te scheduling of appointments and othsr issues, are unsecure and the privacy of
information fransmitted cannot be quaranteed. | understand that | may terminate this authorization at any fime.
5 {Initial] 1| authorize fhe use of texts. o {fnitial} ¥ authorize the use of emails.

*

By signing below, [ hereby acknowiedge that 1 have read, understand and agree fo these ferms and consent to mental health treatment.

Client Signature { over 18); Date;

Parent/Guardian Signature {if under 18); Date:

2015 Feb
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Pebble Creek Counseling Center

Notice of Patient Privacy Policy

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

Your health record contains personal infermation about you and your health. This information about you that may identify you and that relates to your past, present
or future physical or mental health or condition and related heslth care services is referred o as Protected Health Information {"PHI"}. This Notice of Privacy Policy
describes how we may use and disclose your PHI in accordance with applicable law. it alsc describes how you may access and centrof your PHL

We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy practices with respect to PHI. We are required to
abide by the terms of this Notice of Privacy Practices. We reserve the right to change the terms of our Nolice of Privacy Praclices at any time. Any new Notice of
Privacy Practices will be effective for all PHI that we maintain at that time, We will provide you with a copy of the revised Notice of Privacy Practices providing one to

you at your next appoiniment.

HOW WE MAY USE AND DiSCLOSE HEALTH INFORMATION ABOUT YOU
For Treatment Your PHI may be used and disclosed by those wha are involved in your care for the purpose of providing, coerdinating, or managing your heatth
care freatment and related services. This includes consultation with clinical supervisors or other treatment team members. We may disclose PHI to any other

consuitant only with your authorization,

For Payment. We may use and disclose PHI so that we can receive payment for the treatment services provided to you. This will only be done with your
authorization. Examples of payment-retaled activities are: making a determination of eligibilify of coverage for insurance benefits, processing claims with your
insurance company, reviewing sarvices provided fo you to determine medical necessity, or underisking utiization review activities. If it becomes recessary to use
collection processes due to tack of payment for services, we will only disclose the minimum amount of PHI necessary for purposes of coliection.

For Health Care Operations. We may use or distlose, as needed, your PHI in order to support our business activities including, but not limited ‘o, appoiniment
reminders, quality assessment activities, employee review aciivities, ficensing, and conducting or amanging for other business activities. For example, we may
share your PHI with third parties that perform various business activities (e.g., billing or typing services) provided we have a written contract with the business
that requires it to safeguard the privacy of your PHI.  For training or teaching purposes PH! wilt be disclosed only with your authorization.

Required by Law. Under the law, we must make disclosures of your PHI to you upon your request. In addition, we must make disclosures to the Secretary of the
Department of Health and Human: Services for the purpose of investigating or datermining cur compliance with the requirements of the Privacy Rule.

Without Authorization. Applicatle law and ethical standards penmit us to disciose information: about you without your authorization oniy in a limited number of other
situafions. The types of uses and disclesures that may be made withou? your authorization are those that are:
»  Required by Law, such as the mandatory reporting of child abuse or neglect or mandatery govemment agency audits or investigations (such as the social
work licensing beard or the health department)
=  Required by Court Order
= Necessary t0 prevent or lessen a serious and imminent threat to the heaith or safely of a persen o the public. If information is disclosed to prevent or
lessen a serious ireat i will be disclosed to-a person or persons reasonably able to prevent or lessen the threat, including the target of the threat.

Verbal Permission. We may use or disclose your information 1o family members that are directly involved in your treatment with your verbal permission.
With Authorization. Uses and disclosures not specfically permitted by applicable law will be made only with your written authorization, which may be revoked.

YOUR RIGHTS REGARDING YOUR PHI
You have the following rights regarding PHI we maintair about you. To exercise any of these righis, please submit your request in writing fo our Privacy Officer;

= Right of Access to Inspect and Copy. You have the right, which may be restricted only in exceptional circumstances, to inspect and capy PHI that may
be used o make decisions about your care. Your right to inspect and copy PRI wili be resfricted only in those situations where there is compelling
evidence ihat access would cause serious harm {o you. We may charge a reasonable, cost-based fee for copies.

*  Right to Amend. If you feel that the PHI we have about you is incorrect or incomplete, you may ask us fo amend the information although we are not
required to agree to the amendment.

»  Right to an Accounting of Disclosures. You have the right o request an accounting of certain of the disclosures that we make of your PHl. We may
charge you a reasonable fee if you request more than one accounting in any 12-manth pericd.

*  Right to Request Restrictions. You have the right to request a restriction or limitation on the use or disclosure of your PHE for treatment, payment, or
health care operations. We are not required 1o agree 1o your request.

»  Right o Request Confidential Commumication. You have the right fc request that we communicate with you about medica! matters in a certain way or
at a certain location.

=  Right o a Copy of this Notice. You have the right fo a copy of ihis notice.

COMPLAINTS

if you befieve we have violated your privacy rights, you have the right te file 2 complaint i writing with our Privacy Officer, Michelle Main at {435) 240-0350, or with
the Secretary of Health and Human Services at 200 independence Avenue, S.W., Washington, D.C. 20201, or by calling {202} §19-0257. We will not retaliate
against you for filing a complaint.

Signature of understanding Date




PATIENT HEALTH QUESTIONNAIRE-9

___(PHQ-9)

Over the last 2 weeks, row often have you been bothered

M Nearl
by any of the following problems? Several tha: Lea;f ever:
(Use “#"to indicate your answer) Not af afl days  the days day
1. Litlle interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4, Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself — or that you are a failure or 0 1 2 3

have let yourself or your farmily down
7. Trouble concentrating on things, such as reading the 0 1 2 3

newspaper or watching television

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless ¢ 1 2 3
that you have baen moving around a lot more than usual

9. Thoughts that you would be better off dead or of hurting
yourself in some way

FororFicEcODING _ 0 + + +

=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult
a O O O

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required o reproduce, franslate, display or distribute.



Generalized Anxiety Disorder Screener (GAD-7)

Over the Jast 2 weeks, how often have you been | Not at all Saveral More than Nearly
bothered by the following problems? Days halfthe | every day
days
1. Feeling nervous, anxious or on edge 0 1 2 3
2. Not being able to stop or control worrying 0 1 2 3
3. Worrying toc much about different things 0 1 2 3
4. Trouble relaxing 0 1 2 3
5. Being so restless that it is hard to sit still 0 1 2 3
6. Becoming easily annoyed or irritated 0 1 2 3
7. Feeling afraid as if something awful might 0 1 2 3
happen
Add
columns
Total
Score
8. I you checked off any problems, how Not Somewhat Very Extremely
difficult have these problems made it for you | difficult at difficult difficult difficult
to do your work, take care of things at all

home, or get along with other people?

When did the symptoms begin?




Outcome Questionnaire (0Q®-45.2)

Instructions: Looking back over the last week, including today,

help us understand how you have been feeling. Read each item Name: Age: VTS.
carefully and mark the box under the category which best describes Sex
your current situation. For this questionnaire, work is defined as
emploviment, school, housework, volunteer work, and so forth. ID# MO FO
Please do not make ary marks in the shaded areas.
. ( )
[ Session # Date /7 / ] amest | SD IR SR
Never Rarely Sometimes Frequently Always S NOTMBELOW.
i, Iget along well with others O4 O3 Oz Ot 0o E
2. Ttire quickly.cooer e oo Ot 02 03 O4 !
3. Ifeel no interest i thENES. .. .ocoiemrr e eee e er oo Bo Ot 0z a3 EEN I
4. Tfeel stressed at work/school. ... e, bgoe i g2 03 04
5. 1blame myself for things.........cooocoeeeenc. ettt e o O3 oz 3 04
6. Tfeel ITiated. oo oeooi it go Ot Oz a3 o+ (]
7. Ifeel unhappy in my marriage/significant Telationship. ...cvvvvevevinnnnann. o 01 [ ] a3 O4
8. Ihave thoughts of ending my Tife. oo, - Oo a1 -z 03 O4
G Tfeel weak. .o e ee a6 O3 32 03 04
10. Tfeel fearful. .. e Bg b1 0z 33 4
11, After heavy drinking, I need a drisk the next moming 1o get Do 0Ot 0oz 03 g4
going. (If you do not drink, mark “never”
12. T find my work/schoo] saisiVINg. .. et e, O4 O3 02 01 0o |
13, Tam & BAPEY PETSON. ««eueeue e eeeeta eaememas e es s et e aas s oo O4 O3 g2 Ot oo | ]
14, T work/study t00 MUCH. ..ot oo 01 ) 03 4 N
15, Tfeel worthless. v veeessiesscnsesncistemee e e eemenns oo Q01 ) O3 04 ] ]
6. I am concerned about family troubles a0 i g2 a3 04
17. Thave an unfolfilling sex 1ife.....coo.rvurreeseseeseeer e Oe¢ Oi Oz O3 Os 1
18 Tfeel lonely. et o6 401 () a3 O4 :}
19. Thave {Tequent aTUIMENTS. cu e e e e e e oo e e ee e e e e eneens Oc 91 02 a3 04 [:
20. Ifeel loved and wanted......ccoveeroveicann e G4 O3 02 0Ol 8o 1
21. 1 2njoy Ty SPAME tMIC. .o ie et e ettt e e a e en e e 04 O3 02 01 8o ]
22. Ehave difficulty CONCemEaNE. e um et aere e ee e e oo ao Ot 02 3 04 |f ]
23. Ifeel hopeless about the e, .. ovvee e e oo 0Ot 2 0s G4
24 Tlike myself.....ooovrrvirnennens et ettt ettt m e 04 O3 02 o1 co ([
25. Disturbing thoughts come into my mind that I cannot get rid of............. 0o 1 Oz 03 O4 (]
26, I feel annoyed by people who criticize my drinking (or drug use}.......... Ho 0Ot gz 03 O4
(If not applicable, mark “never™)
27. Thave an upset SIOMach... .. oo o0 Oi Oz Os o+ 0 ]
28. 1 am not working/studying as well a5 T used 0 emererremmnemoeeeen e oo 11 iz a3 4 1
29. My heart pounds (00 MIHCH. .....ooiiiiriiaiii e eee e em e eee e e e neas oo 41 B2 az g4 {7
30. Ihave trouble getting along with friends and close acqnaintances........... 0o 01 02 03 g4 B
31, Tamsatisfied with my e oo B4 G3 32 01 a0 : __________
32. Ihave trouble at work/school because of drinking or drug use 0oc¢ [C1 Oz 03 04
(i not applicable, mark “never™ e
33. I feel that something bad is 20ing 10 happen..........c.c.................... Do o1 2 03 o4 ]
34. Thave sore MSElES. . . .ot ee e aeen e Do 0O1 n2 o3 Os | 1
35. Ifeel afraid of open spaces, of driving, or being on buses, oo 0Oi Oz a3 04 [:
subways, and so forth.
36, THRE] BEIVOUS. «on i ce ittt e nnns go D1 gz o3 O4 | |
37. Tfeel my love relatonships are full and complete.......o.ooooeiiiiii. 04 as 0z 01 oo :’
38. Tfeel that 1 am not doing well at work/school.................... 0o Hi1 ) as O4 1
30. 1 have too many disagreements at work/school oo Ot 02 O3 04 [
40. 1feel something is wrong with my mind. . ... ..o Oo¢ O1 0z O3 04 ([ 7}
4], Ihave trouble falling asleep or staving asleep_ ... 00 0O1 gz 03 4 ]
42, Efeel blue. ..o i 0o 1 oz 03 4
43, Tam satisfied with my relationships with ofiers.....coooon e, 04 M3 Oz 01 0o 1.
44, T feel angry enouvgh ai work/school to do something { might regret......... oo [O31 T2 o3 04 4
45. Thave Readaehes. .. ...c.oooierrrueressas s ove e oeeoeeeoe e ee e, oo 01 0Oz o3 H4 i )
Previdoped by Muchae! 1 Lamben, Ph1Y. and Gare M. Burlngame, PhD. For Mo Informetion Contaiz + +

sight 1996 £} Mensures L1,
Al Rights Reserved. Licease Requived Toc Al Uses.
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Name: Date:

Instructions: Check [&] the answer that best applies to you.
Please answer each question as best you can.

Yes

1. Has there ever been a period of time when you were not your usual self and...

..you felt 50 good or so hyper that other peaple thaught you were not your
normal self or you were so hyper that you got into trouble?

..you were so irritable that you shouted at people or started fights or arguments?

S

-.you felt much more self-confident than usual?

..you got much less sleep than usual and found you didn't really miss it?

..you were much more talkative or spoke faster than usual?

L

-.thoughts raced through your head or you couldn’t slow your mind down?

-.you were so easily distracted by things around you that you had trouble
concentrating or staying on track?

..you had much more energy than usual?

..you were much more active or did many more things than usual?

...you were much more social or outgoing than usual, for example, you
telephoned friends in the middle of the night?

..you were much more interested in sex than usual?

...you did things that were unusual for you or that other people might have
thought were excessive, foolish, or risky?

..spending money got you or your family in trouble?

2. If yau checked YES to more than one of the above, have severs! of these ever
happened during the same period of time? Please check T response only.

O 10100 O 0.0 O O0COI O

O 010 00 00O 0O0CICO; O

3. How much of a problem did any of these cause you — like being able to work;

having family, money, or legal troubles; getting into arguments or fights?
Please check 1 response only.

ONO problem QMinor problem O Mcderate problem OSerioas problem

4. Have any of your blood relatives {ie, children, siblings, parents, grandparents,

aunts, uncles] had manic-depressive illness or bipolar disorder?

O

5. Has a health professional ever told you that you have manic-depressive illness

or bipolar disorder?

O

O

This guestionnaire should be used as a starting point. 1t is not a substitute for a full medical evaluation.
Bipolar disorder is a complex illness, and an accurate, therough diagnosis can only be made through
a personal evaluation by your doctor.

Adapted from Hirschfeld R, Williams J, Spitzer RL, et al. Development and validaticn of a screening instrument for bipolar spectrum
diserder: the Macd Qisorder Questionnaire. Am J Psychiatry. 2000;157:1873-1875.



