Life Change Psychotherapy Institute
Patient Information
First Name:

MI:

Last Name:
Address:

St.:

City:

Home Phone:

(

)

-

Business
Phone:

(

)

-

Cell Phone:

(

)

-

Sex:

Zip:

Male

Female

Birth Date:

General Information
Who to call in Emergency:

Where did you hear about us?
Marital Status:
Single

______________________________

Married

May we contact this individual to
thank them for the referral?
Yes
No

Relationship

First
Name:
Last Name:

(

Phone Number:

)

-

Insurance Company Information
Policy Holder

Ins. Co. Name:
First Name:

Address:

MI:

Last Name:
City:

St:

Zip:

Address:

Insurance ID Number:

St:

City:

What is your relationship to the insured?

Self

Spouse

Employer’s Name:

Child

Zip:

Other

Policy Holder’s Date of Birth:

Medical Information
Name of Doctor:

Phone Number:
Name:

(

)

Name of Psychiatrist:

Dosage:

Medications
Start Date:

Phone Number:

(

)

-

For Treatment of :

Use reverse side for additional information

Please list any known allergies:
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Life Change Psychotherapy Institute, P.C.

Assignment of Benefits:

I authorize and request the direct assignment of insurance or government benefits and payments for such
services to Life Change Psychotherapy Institute, PC
___________________________________
(signature of patient or authorized representative)

_______________________
(date)

***************************************************************************************************************************************************

General Consent to Disclose Protected Health Information to Process Insurance Claims,
and to Provide Billing Services; and Notice of Patient Rights and Privacy Practices
To process insurance claims and conduct health care operations, a certain amount of Protected Health Information is
required from your doctor about your care. This information is routinely used in the processing of claims, for the authorization of current or future services, and for determination of the medical necessity and the level of care reasonably required to treat you appropriately. Governmental oversight committees and agencies also may legally have access to this
information to assure your doctor is complying with state and federal law. Many insurance contracts also include clauses
that require disclosure of Protected Health Information from specialty providers to your primary-care physician in order to
coordinate your care. You have a right to consent to, deny, or request reasonable restrictions to the disclosure of Protected Health Information as defined by the Health Insurance Portability and Accountability Act of 1996 (HIPAA). Protected
Health Information (PHI) includes such information as your name, Social Security number, insurance ID number, billing
account number, dates of treatment, procedures performed, the type and frequency of treatment, costs of treatment, your
symptoms, history of symptoms, medical history, clinical lab tests, medications, current functional status, diagnosis, prognosis, and the treatment plan. Your insurance company has a legal responsibility to treat this information as confidential
and safeguard its care and use. Criminal and civil penalties may be applied for misuse or wrongful disclosure of your
Protected Health Information. If you choose to deny or restrict release of this information, your insurance company may
refuse to pay for services or refuse to authorize payment of future services. Consenting to the release of Protected
Health Information does not permit the release of Psychotherapy Notes to your insurance company or any other party.
Psychotherapy Notes, as defined by HIPAA, have additional protections and rules applied to them and are considered
restricted at a level above and beyond Protected Health Information. The federal law requires you to provide specific
authorization for the disclosure of Psychotherapy Notes in a separate authorization. The federal law specifically states
that insurance companies, managed care companies, and ERISA certified plans may not require patients to authorize
release of Psychotherapy Notes as a condition of insurance coverage or payment for services. You have a right to receive an accounting of how Protected Health Information was used, shared, or disclosed from your provider or from the
insurance company, HMO, or third party payer that disclosed or shared it. You have a right to access your records for
inspection of Protected Health Information and submit a written amendment to be placed in your billing, medical, or psychotherapy record if you request it. You have a right to revoke your consent for the release of Protected Health Information at any time with a written statement that is signed and dated. However, information that has already been released related to your prior consent cannot be rescinded or revoked. Please read and sign the authorization below to
consent to the release of Protected Health Information to your insurance carrier, HMO, or third-party payer of services
and to permit billing, transcription, and the conduct of health care operations.
I hereby consent to disclosure of Protected Health Information by Life-Change Therapy Institute to insurance carriers,
billing agencies, subcontractors, and electronic clearinghouses as required to process insurance claims, to authorize
services, to pay for services, to comply with federal and state law, and to conduct health care operations. My signature
below indicates that I have been fully apprised of my rights and I have received and read a copy of The Notice of Privacy
Practices given to me.
_______________________________________________________
(Patient signature)

_____________________________
(Date)

________________________________________________________
(Legal guardian or representative)
(HIPAA compliant form adopted 6/15/2003)

_____________________________
(Date)

1200 Eubank Boulevard NE
Albuquerque NM 87112

505-271-5050 office
505-271-1080 fax

www.lifechangetherapy.net
staff@lifechangetherapy.net
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Life Change Psychotherapy Institute, P.C.

NOTIFICATION OF TREATMENT TO PRIMARY CARE
PHYSICIAN FOR COORDINATION OF CARE
I understand that the information authorized by this release will be provided to the
authorized recipient only. Additional information may be provided to those recipients
only with signed consent from me.

I (Client Signature) _____________________________________ do not give my
permission to send this letter to my Primary Care Physician for coordination of care.
Date:______________________
I (Client Signature) ______________________________________ give my
permission to send this letter to my Primary Care Physician, for coordination of care.
Date: ______________________

Physician’s Name: ____________________________________________________
Address:

____________________________________________________

Phone:

_______________________ Fax: _________________________

RE (Client Name): __________________________________________(please print)
Date of Birth:__________________________________________
Dear Doctor,
This is to inform you that I am providing professional mental health services to the above named
client. I have received authorization to inform you of this. If you desire additional information
about this client please contact me at (505) 271-5050.
Sincerely,

_____________________________________
Provider Signature
_____________________________________
(Please print name)

1200 Eubank Boulevard NE
Albuquerque NM 87112

Sent: _____________________

505-271-5050 office
505-271-1080 fax

www.lifechangetherapy.net
staff@lifechangetherapy.net
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Life Change Psychotherapy Institute
Patient Contract and Consent for Treatment

PSYCHOTHERAPY SESSIONS: Your psychotherapist is a licensed professional providing services as
an independent contractor at Life Change Psychotherapy Institute. Therapy sessions are 55 minutes in
duration. Psychotherapy provides a safe and confidential place to go through life changes. Often
therapy is difficult, but the rewards are fulfilling. Many of the actual changes in behavior happen outside
of therapy so it is important to experiment with change between sessions. Your continuing activity and
awareness between sessions will impact how well and how quickly you progress.
PATIENT RIGHTS: All patients within this practice will be treated in a manner that upholds their
personal dignity and that treats them equally, without regard to sex, age, race, religion or handicap.
Patients have the right to refuse treatment at any time. However, any non-compliance with specific
treatment recommendations must be discussed thoroughly with your therapist. In addition, a written
statement of chosen non-compliance with treatment recommendations may be requested. Patients
have the right, and are encouraged, to discuss treatment planning and ongoing treatment progress with
their therapist.
CONFIDENTIALITY: All information disclosed and discussed within the therapeutic setting is
confidential. No information regarding the named patient will be shared with individuals outside of this
treatment practice. To ensure that the highest quality of care is delivered, case discussion, consultation,
and/or supervision may be sought within this treatment practice. If it is desired to share information with
involved individuals outside this treatment practice, a specific “Release of Information” consent form will
be requested in writing. Information not bound under the state guidelines for patient confidentiality
include the following: (a) information regarding the abuse and/or neglect of a child, (b) information
indicating the intent to harm self and/or other(s), (c) court ordered subpoena of records and/or treatment
staff.
PAYMENT: Payment is required in full at the time services are rendered. If you have mental health
insurance, arrangement may be made to bill your insurance directly. All insurance co-pays are the
responsibility of the patient and are required to be paid in full at the time services are rendered.
INSURANCE CO-PAYS: You have been quoted a co-pay amount that we received from your insurance
company, but please be aware that nothing is final until a claim is actually processed.
RESPONSIBILITY FOR THE BILL: As a courtesy we will submit your bill to your insurance company
and will do everything possible to expedite your claim. However, you should remember that your policy
is a contract between you and your insurance company, and you have the final responsibility for payment of your bill. Not all services are covered by all insurance companies. It should be understood that
by accepting the service(s), you are responsible for payment regardless of the fact that insurance covers
the service or not.
CELL PHONES: Please turn off your cell phone during session.
CANCELLATION POLICY: Because time has specifically been reserved for you, a 24-hour notice is
required for all cancellations. A failure to give a 24-hour cancellation notice will result in a $50
cancellation charge, plus tax ($53.75), for this time. Insurance companies do not pay for late
cancellations. The $53.75 late cancellation fee is the full responsibility of patient.

Patient Signature

Date
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Life Change Psychotherapy Institute, P.C.

E-Mail Opt-In
Would you like to get (just a few) e-mails from Life Change Psychotherapy about upcoming
events, groups and occasional psychoeducational information?
If so, please provide the information requested below. And we make you these promises:
• We will never sell or share your information with anyone. Period.
• The frequency of our emails will not cause your In-Box to self-destruct. In other words, they
will be few and far between.
• If at any time you would like to unsubscribe from our email database, please let us know.
Your wish, our command.
Name___________________________________________________________________
E-mail ___________________________________________________________________
I understand that by providing my email contact information, I agree to receive emails from Life
Change Psychotherapy for informational or educational purposes. I also understand I may unsubscribe at any time.
___________________________________________________
Signature

_____________________
Date

__________________________
Therapist

1200 Eubank Boulevard NE
Albuquerque NM 87112

505-271-5050 office
505-271-1080 fax

www.lifechangetherapy.net
staff@lifechangetherapy.net
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Outcome Rating Scale (ORS)
Name:______________________________ Age(Yrs):_______ Sex: M/F
Session #__________

Date:________________________

Who is filling out this form? Please check one: Self____ Other_____
If other, what is your relationship to this person?___________________________

Looking back over the last week, including today, help us understand how you
have been feeling by rating how well you have been doing in the following areas
of your life, where marks to the left represent low levels and marks to the right
indicate high levels. If you are filling out this form for another person, please fill
out according to how you think he or she is doing.

Low

I

Individually
(Personal well-being)

I

High

I

High

I

High

I

High

Interpersonally
(Family, close relationships)
Low

I
Socially
(Work, school, friendships)

Low

I
Overall
(General sense of well-being)

Low

I

Institute for the Study of Therapeutic Change
www.talkingcure.com
Scott D. Miller and Barry L. Duncan © 2000

Life Change Psychotherapy Institute, P.C.

Life Change Psychotherapy Cancellation Policy
Your appointment time has been specifically reserved for you, therefore we respectfully require 24-hour notice of all cancellations. Failure to give your therapist 24 hours’ notice of cancellation will result in a $50 cancellation charge, plus
tax ($53.93). Please note that insurance companies do not pay for late cancellations. The $53.93 cancellation fee is the full responsibility of the patient, and payable at the time of your next session.
____________________________________________
Patient Signature
____________________________________________
Patient Name (please print)
___________________________________________
Date

1200 Eubank Boulevard NE
Albuquerque NM 87112

505-271-5050 office
505-271-1080 fax

www.lifechangetherapy.net
staff@lifechangetherapy.net
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