    Lancaster Pastoral Counseling and Education, LLC.
Dr. Jeffrey D. Hamilton, LCSW
32 McGovern Ave.
 Lancaster, Pennsylvania 17602
Intake Information 
Date: ___________________
Name of Client:
First: ____________________  Middle: ______________________ Last: __________________
Address:  
Street: _________________________________________________


City, State and Zip Code: ______________________________________________
Telephone Information:


Home: ___________________


Cell: _____________________


Work: ____________________     Which is your preferred contact number? ______


E-mail: ________________________          
Date of Birth: ______________
Age:______


___ Please notify me of programs 









that might be of interest to me.

Gender: __________
   Marital Status: ________________
Occupation: ________________
Employer/ School: ________________  
Social Security Number: xxx-xx-_____________
Were you referred to me by anyone?  If so, could you tell me who.  I will not contact them.
Tell me why you are here today.
Who is your primary medical provider?  Could you provide their name, and address if you know it.
Would it be permissible for me to contact them for continuity of care?  Yes   No
Please provide the following information:
Who is your insurance provider?: _________________________________
Whose name is the policy in?:  ____________________________________

What is the policy number?:  _____________________________________
LANCASTER PASTORAL COUNSELING AND EDUCATION, LLC 
ADDITIONAL INFORMATION
REGARDING YOUR SPOUSE OR YOUR PARTNER
Spouse’s/Partner’s Name



           
Birthdate

Age          Education 
               
Occupation

                


Employer







Address

              



City



State

Zip


E-Mail:_____________________________________________________________________________________

REGARDING YOURSELF
Names and Ages of Other Household Members
                                              

_____________          











 ____

 _____         
Previous Counseling/Psychological/Psychiatric Services:

Provider         Dates         Reasons












_____ 











___                      
Name and Telephone Number of PCP: ___________________________________________________________________
Current or Past Medical Issues: ___________________________________________________________
_____________________________________________________________________________________
Current Medications












Pending Legal Issues (Divorce, etc.)







______         
Person to Contact in Emergency



            
Phone




___
Relationship




Address

              






In your own words, I am here today because

                                                

 ____________________________________________________________________________________________
Faith Group  Membership (if any)

                 

Attending






Referred by




            





  

LANCASTER PASTORAL COUNSELING AND EDUCATION

FINANCIAL INFORMATION

FEES:  The fee per session for Pastoral Counseling is $125.00.  
PAYMENT:  Payment of any applicable co-pays and/or deductible costs is requested at the time of each session. Payment can be made by cash or check. Credit or Debit cards may also be used for payment. 
HEALTH INSURANCE: Lancaster Pastoral Counseling, LLC and Dr. Jeffrey D. Hamilton LCSW,  participate in many major health plans.  The benefits of each plan are unique.  We will process necessary insurance paperwork for you.  However, it is your responsibility to understand the limitations of your plan.  Please make sure that you secure any authorization for services if needed at the appropriate time.
CANCELLATIONS:  Please cancel any appointments with a minimum 24 hour notice.  You may be charged for late cancellations and these charges will not be reimbursed by insurance.  
OVERDUE ACCOUNTS:  Pleases keep your account up to date.  Any overdue accounts will be discussed with you.  
STATEMENT:  A statement will be sent on all accounts with outstanding balances.
ELECTRONIC COMMUNICATION:  Text Messaging, E-Mail, Cellular Telephone calls and other electronic communication are not considered secure communication.  They may not be used as a primary means of communication.  If you choose to utilize these or other electronic means of communication, you are acknowledging the risk of these forms of communication and are granting permission for communication through these means.
“I understand and agree to the financial information as described above and will assume responsibility for payment in full for all services rendered.” 
“I authorize the release of any medical or other information necessary to process this claim.  I also request payment of government benefits to myself or to the party who accepts assignment below.”
“I authorize payment of medical benefits to the undersigned physician or supplier for services described below.”
__________________________
___________________________________________
Date
   Client Signature

___________________________________________

   Client Name (Please Print)
Client Information and Office Policy Statement
Informed Consent
Dr. Jeffrey D. Hamilton, LCSW
Lancaster Pastoral Counseling and Education, LLC
Thank you for beginning counseling with me.  This is an opportunity to acquaint you with information concerning your treatment, confidentiality, and office policies.  I can answer any questions you have regarding any of these policies.

AIMS AND GOALS:  The major goal of our work is to help you identify and cope more effectively with problems in daily living and to deal with inner conflicts which might disrupt your ability to function effectively.  This is accomplished by:

1. Increasing your personal awareness

2. Increasing personal responsibility and acceptance to make changes necessary to attain your goals.

3. Identifying personal treatment goals

4. Promoting wholeness through psychiatric treatment and/or psychological and spiritual healing and growth.

You are responsible for providing information to facilitate effective treatment.  You are expected to play an active role in your treatment including working with me to outline your treatment goals and assess your progress.  There may be negative consequences if you do not follow through with recommended treatment(s).

You may be asked to complete questionnaires or to do homework assignments.  Your progress in therapy often depends much more on what you do between sessions that what happens in the session.

Appointments:  Appointments are usually for 50-55 minutes.  My practice hours begin in the morning and extend into the evening most weekdays.  Patients are seen weekly or more/less frequently as needs dictate and you and I agree.  You may discontinue treatment at any time, however please discuss any decisions about termination of treatment with me.  In the event of emergency, I can be reached at 717.419.1152.  If I am unable to be reached, there are instructions on my office phone message directing you to the local hospital emergency room, calling 911 or crisis intervention at 717.394.2631.

Confidentiality:  Issues discussed in therapy are important and are generally legally protected as both confidential and “privileged.”  However, there are limitations to the privilege of confidentiality.  These situations include: 1) Suspected abuse or neglect of a child, elderly person or a disabled person, 2) When your psychiatrist or I believe you are in danger of harming yourself or another person or you are unable to care for yourself, 3) If you report that you intend to physically injure someone the law requires that I inform that person as well as the legal authorities, 4) If your psychiatrist or I are ordered by a court to release information as a part of a legal involvement in company litigation, etc, 5) When your insurance company is involved, e.g. filing a claim, insurance audits, case review or appeals etc., 6) In natural disasters whereby protected records might be exposed  and/or 7)  When otherwise required by law.  You may be asked to sign a Release of Information so that I may speak with other mental health, and/or medical professionals or to family members.

Client Information and
Office Policy Statement
Page 2
Record Keeping:  A clinical chart is maintained describing your condition and your progress in treatment, dates of and fees for sessions, and notes describing each therapy session.  Your records will not be released without your written consent unless in those situations as outlined in the Confidentiality section above.  Medical records are locked and kept at the main office site at 32 McGovern Ave.

ENCOUNTER FORMS: You will be required to sign an “encounter form” at each session.  This form is an insurance requirement to provide a record of your attendance at each session.  These will become a part of your clinical record.
Fees:  The fee for each individual, family or couple session is $125.00.


The fee for each group session is $30.00


Fees for other services may be negotiated prior to services provided.

Payments:  Payment is due at the time of the session unless other arrangements have been made.  I will file your insurance claim, but you are responsible for deductibles, co-insurance, and co-payments.  It is your responsibility to formalize yourself with your insurance benefits.

Cancellations and Missed Appointments:  You will be billed for a session that you cancel with less than a 24-hour notice.  You may leave messages 24 hours each day.  You will be billed for the full cost of the session in the event of a late cancellation.

Complaints:  You have the right to have your complaints heard and resolved in a timely manner.  If you have a complaint about your treatment, or any office policy, please inform me immediately and discuss the situation.  If you still do not feel the complaint has been resolved, you may also inform your insurance company and file a complaint if you choose.

Consent for Treatment:  By signing below, you are stating that you have read this 2 page policy statement and have had your questions answered to your satisfaction.

“I accept, understand, and agree to abide by the contents and terms of this agreement and further, consent to participate in evaluation and/or treatment.  I understand that I may withdraw from treatment at any time.”
By marking this line, I permit LCPE LLC to contact my PCP for continuity of care communication                  
Name of Patient (please print) _________________________________

Signature: _________________________________________________

Date: ________________

Therapist/Witness: __________________________________________

Intake Packet for
Lancaster Pastoral Counseling and 
Education, llc 
and
Dr. Jeffrey D. Hamilton, LCSW
Welcome.  If this is your first time here, please complete all of the paperwork that follows.
I know paperwork can seem like a waste of time.  However, it does help the counseling process...and much of it is required by law.
If you are here as an EAP client, you can disregard the cost per-session statement.  However, that page needs to be signed as well.
Finally, if you have any questions about the paperwork, please feel free to skip those sections, as ask about it in session.
Thanks.
